GOVERNMENT OF THE DISTRICT OF COLUMBIA
BOARD OF MEDICINE

IN THE MATTER OF
Sampson Sarpong, M.D.
License No.: MD33881

Respondent

FINAL ORDER OF REVOCATION

Jurisdiction
This matter comes before the District of Columbia Board of Medicine (“the
Board”) pursuant to the Health Occupations Revision Act (HORA), D.C. Official Code §
3-1201.01 et seq. (2016 Repl.). The Board has broad jurisdiction to regulate the practice
of medicine and to impose a variety of disciplinary sanctions upon a finding of a
violation of the HORA. D.C. Official Code, § 3-1202.03; Mannan v. District of Columbia
Board of Medicine, 558 A.2d 329, 333 (D.C.1989).
Background
Dr. Sarpong is board-certified in pediatrics, and his practice has been in the field
of allergy and immunology. He has been licensed to practice medicine in the District of
Columbia since 2002, and recently renewed his license on January 1, 2017. Currently,
Dr. Sarpong’s District license is summarily suspended. See Attachment A — My License
Office (D.C. Licensing Information) and Attachment B — Summary Suspension
Order. Dr. Sarpong was also licensed to practice medicine in Maryland until the

Maryland State Board of Physicians (“the Maryland Board”) revoked Dr. Sarpong’s



license to practice medicine in that state by a Final Decision and Order dated August 8,
2017. See Attachment C — Maryland State Board of Physicians Final Decision and
Order.

The Maryland Board revoked Respondent’s license following an extensive
evidentiary hearing before the Maryland Office of Administrative Hearings” (“OAH”)
Administrative Law Judge (“ALJ”). The ALJ issued a proposed decision finding that Dr.
Sarpong had violated the Maryland Medical Practice Act in that he engaged in
unprofessional conduct in the practice of medicine (Health Occ. § 14-404(a)(3)(ii));
grossly overutilized health care services (Health Occ. §14-404(a)(19)); failed to meet the
appropriate standards of quality medical care (Health Occ. § 14-404(a)(22)); and failed to
keep adequate medical records (Health Occ. §14-404 (a)(40)). The ALJ recommended
revocation as the appropriate discipline for the violations and the Maryland State Board
Disciplinary Panel B (“the Panel”) thoroughly reviewed the ALJ’s recommended
decision. The Panel found that Dr. Sarpong was:

...guilty of unprofessional conduct in the practice of medicine, in

violations of Health Occ. § 14-404(a)(3)(ii)), grossly overutilized health

care services in violation of Health Occ. §14-404(a)(19); failed to meet the

appropriate standards as determined by appropriate peer review for the

delivery of quality medical care performed in this State [Maryland] in
violation of Health Occ. § 14-404(a)(22); and failed to keep adequate
medical records as determined by appropriate peer review, in violation of

Health Occ. §14-404 (a)(40). Order, pp. 37 - 38.

The Panel agreed with the ALJ’s recommended disciplinary sanction of
revocation and found that Dr. Sarpong’s over-billing was deliberate and “consumed his
practice.” The Maryland Board based its decision to revoke Dr. Sarpong’s license to

practice medicine in Maryland after finding that that Dr. Sarpong billed for services that

were not provided, routinely performed unnecessary and unindicated testing, routinely



billed under the highest billing level (CPT code 99245) for almost every patient visit
without justification, and failed to keep adequate medical records.

Upon receiving the information about the Maryland Board’s revocation of Dr.
Sarpong’s license, the Department of Health moved immedtately for a summary
suspension. See Attachment D — Request for Summary Suspension, Attachment E —
Information Request. The Board has also reviewed the case and has determined that
disciplinary action should be instituted against Dr. Sarpong’s license.

On September 26, 2018, the Board issued a Notice of Intent to Take Disciplinary
Action (NOI) against Dr. Sarpong. See Attachment F — NOIL. The NOI charged the
following as bases for disciplinary action:

a. Dr. Sarpong was disciplined by the Maryland State Board of Physicians

(Maryland Board) for conduct that would be grounds for disciplinary
action under D.C. Official Code § 3-1205.14 (a)(11), (13) (25) (26) (37)
and (45), for which the Board may take action under D.C. Official Code
3-1205.14(2)(3).

The NOI was served on Dr. Sarpong NOI by certified mail, return receipt
requested, in accordance with 17 DCMR § 4105.2(c), at Dr. Sarpong’s address: 14819
Kimberwick Drive, Bowie, MD 20715. The NOI was in transit to that address on
November 24, 2018, but was returned with the note “not at this address” on the envelope.
See Attachment G — NOI Tracking. In accordance with 17 DCMR § 4105.5, the date
of return is deemed the date of service.

The District of Columbia Municipal Regulations provide that the Respondent

may request a hearing within twenty (20) days after the service of the notice. 17 DCMR

§ 4102.4(c)(1). To date, Dr. Sarpong has not requested a hearing. In accordance with 17



DCMR § 4103.1, the Board may, without a hearing, take the action contemplated in the

notice.

Findings of Fact

Based upon the preponderance of the evidence, the Board hereby makes the

following findings of fact:

1)

2)

4)

On September 15, 2014, the Maryland Board received a complaint from a
former patient (Patient 10) of Dr. Sarpong. Patient 10 complained that, after
an initial appointment with Dr. Sarpong, which involved extensive testing, Dr.
Sarpong failed to appear for two subsequent follow-up appointments. Patient
10 was also concerned about his billing and unnecessary testing.

On February 6, 2015, the Maryland Board sent a subpoena to Dr. Sarpong for
the medical and billing records he maintained on 10 specific patients the
Maryland Board investigators chose at random. On March 9, 2015, the
Maryland Board received records pertaining to eight patients (Patients 1-8)
with a certification signed, on March 2, 2015, by Dr. Sarpong for each of the
eight patients. The certification stated that he provided the Maryland Board
with the “complete medical records which include all records pertaining to the
care and treatment of the patient” in his possession.

On July 13, 2015 the Maryland Board sent another subpoena to Dr. Sarpong
for the records of the two patients whose records had not been received
(Patients 9 and 10).

On July 23, 2015, Dr. Sarpong met with Maryland Board investigators for an

interview, where it became apparent that he had not submitted all of the



5)

6)

7)

8)

9

patient records he possessed for the patients at issue. After the Maryland
Board requested the full and complete records of all of the patients whose
records were requested as part of the investigation, Dr. Sarpong provided the
records piecemeal from July 27, 2015 through July 30, 2015.

Two peer reviewers, Dr. Jani and Dr. Drelich, wrote reports on Dr. Sarpong’s
practice based on the records of the 10 patients whose records were obtained.
Their peer review reports are both dated February 29, 2016. Each peer
reviewer found that Dr. Sarpong engaged in unprofessional conduct in the
practice of medicine, grossly overutilized health care services, failed to meet
the standard of care, and failed to keep adequate medical records.

On March 22, 2016, Dr. Sarpong delivered additional medical records
pertaining to the 10 patients at issue which were not included in either of his
first two responses to the subpoenas.

May 26, Dr. Sarpong was charged with violating Health Occ. § 14-
404(a)(3)(ii), (19), (22), and (40).

On August 8, 2017, after an extensive evidentiary hearing before the
Maryland Office of Administrative Hearings’ (“OAH”) Administrative Law
Judge (“ALJ”), the Maryland Board Disciplinary Panel B revoked Dr.
Sarpong’s license to practice medicine in Maryland.

On September 26, 2018, the Board issued a Notice of Intent to Take
Disciplinary Action (NOI) against Dr. Sarpong for being disciplined by the

Maryland Board for conduct that would be grounds for disciplinary action



under D.C. Official Code 3-1205.14(a)(3). To date, Dr. Sarpong has not

responded.

CONCLUSIONS OF LAW

Dr. Sarpong was disciplined by the Maryland State Board of Physicians
(Maryland Board) for conduct that would be grounds for disciplinary action under D.C.
Official Code § 3-1205.14 (a)(11), (13) (25) (26) (37) and (45), for which the Board may
take action under D.C. Official Code 3-1205.14(a)(3).

Dr. Sarpong billed for services not provided when billing for days in which there
was no patient visit or encounter, billing for SPs that were not performed, and for billing
for more Patch Tests than he performed. Dr. Sarpong conducted unnecessary and
unindicated testing, billed under the highest billing level (CPT code 99245) on almost
every patient visit without justification, and with respect to two of the ten patients whose
records were examined, failed to meet the appropriate standard of care.

Accordingly, the Board now concludes that Respondent’s conduct violates:

1) D.C. Official Code § 3-1205.14(a)(11) in that he willfully made a

misrepresentation in treatment;

2) D.C. Official Code § 3-1205.14(a)(13) in that he submitted statements to

collect fees for services which were not medically necessary;

3) D.C. Official Code § 3-1205.14(a)(25) in that he violated District of Columbia

law or regulation related to the practice of a health profession;

4) D.C. Official Code § 3-1205.14(a)(26) in that he failed to conform to

standards of acceptable conduct and prevailing practice within a health

profession by engaging in the practice of medicine without authority to do so;



5) D.C. Official Code § 3-1205.14(a)(37) in that he failed to keep adequate
records as determined by a review of a board;

6) D.C. Official Code § 3-1205.14(a)(45) in that he committed fraud or made
false claims in connection with the practice of medicine or relating to

Medicaid, Medicare, or insurance

D.C. Official Code § 3-1205.14(c) provides, in pertinent part:

Upon determination by the board that an applicant, licensee, or person
permitted by this subchapter to practice in the District has committed
any of the acts described in subsection (a) of this section, the board
may:

(1) Deny alicense to any applicant;
(2) Revoke or suspend the license of any licensee;

3) Revoke or suspend the privilege to practice in the District of any person
getop yp
permitted by this subchapter to practice in the District;

(4) Reprimand any licensee or person permitted by this subchapter to practice
in the District;

(5) Impose a civil fine not to exceed $5,000 for each violation by any
applicant, licensee, or person permitted by this subchapter to practice
in the District;

(6) Require a course of remediation, approved by the board, which may
include:
(A) Therapy or treatment;
(B) Retraining; and

(C) Reexamination, in the discretion of and in the manner
prescribed by the board, after the completion of the course of
remediation;

(7) Require a period of probation; or

(8) Issue a cease and desist order pursuant to § 3-1205.16.



In fashioning the sanction, the Board is guided by the established case law in the
District. Health licensing boards have discretion concerning an array of statutory
sanctions or remedies to apply. Falkenstein v. District of Columbia Bd. of Med., 727
A2d 302, 308 (D.C. 1999). In determining the appropriate sanction in this case, the
Board is conscious that its decision should be supported by the record and is not an abuse
of discretion. See, e.g. Gropp v. District of Columbia Bd. of Dentistry, 606 A.2d 1010,
1014 (D.C. 1992); see also Kegley v. District of Columbia, 440 A.2d 1013, 1020 n. 11
(D.C. 1982). The court reasoned further that a “health professional maintains a position
of trust toward not only his patients but to the community.” Disciplinary proceedings are
held to determine whether a health professional is fit to continue practicing his
profession. A betrayal of that trust which a practitioner is required to maintain “demands
appropriate discipline.” Id. at 1017. The Board’s ultimate decisions must always be
guided by its mandate to protect the public. The HORA “was designed to ‘address
modern advances and community needs with the paramount consideration of protecting
the public interest.”” Joseph v. District of Columbia Board of Medicine, 587 A.2d 1085,
1088 (D.C.1991) (quoting Report of the D.C. Council on Consumer and Regulatory
Affairs on Bill 6-317, at 7 (November 26, 1985) (emphasis added by court)). Courts have
found that a licensing agency has broad discretion to suspend or revoke a license for
reasonable cause in order to protect public health, safety, or morals. Arthur v. DC
Nurses’ Examining Bd., 459 A.2d 141, 147 (D.C. 1983), Proctor v. District of Columbia

Hackers' License Appeal Bd., 268 A.2d 267, 269 (D.C.1970).



ORDER
Based upon the aforementioned it is hereby
ORDERED that SAMPSON SARPONG’s medical license, MD33881, be and is

hereby REVOKED.!

DISTRICT OF COLUMBIA BOARD OF MEDICINE

112 QQ/\AD/\M

Al

Date By:  Andrea Anderson, MD, FAAFP
Chairperson

! Pursuant to D.C. Official Code § 3-1201.01(12A), “revocation” means termination of the right to practice
a health profession and loss of licensure for five (5) years or more.



Judicial and Administrative Review of Actions of Board

Pursuant to D.C. Official Code § 3-1205.20 (2016 Repl.):

Any person aggrieved by a final decision of a board or the
Mayor may appeal the decision to the District of
Columbia Court of Appeals pursuant to D.C. Official
Code § 2-510 (2001).

Pursuant to D.C. Court of Appeals Rule 15(a):

Review of orders and decision of an agency shall be
obtained by filing with the clerk of this court a petition for
review within thirty (30) days after the notice is given.

This Order is the Final Order of the Board in this disciplinary matter and a public
record and, as mandated by federal law, 42 USC § 11101 and 45 CFR § 60, “the
National Practitioner Data Bank — Health Integrity and Protection Data Bank,” this
disciplinary action shall be reported to the U.S. Department of Health and Human
Services.

Copies to:

Dr. Sampson Sarpong
14819 Kimberwick Drive
Bowie, MD 20715

Fernando Rivero, Esquire

Assistant Attorney General

Civil Enforcement Section

Civil Division

441 4™ Street, NW, Suite 630 South
Washington, DC 20001



Attachment A: My License Office (D.C. Licensing Information)

Attachment A
2¥1 Online Agency Directory Online Services Accessibility
* * &
= === ]
JOV mummm
Department of Health

Licensee Details
Data current as of: April 30, 2018

Name\Phone
SAMPSON B. SARPONG 14819 KIMBERWICK DRIVE
3016456670

BOWIE MD 20718
Number: Profession:  Type: Obtained By Method:
MDa38a1 MEDICINE MEDICINE AND SURGERY Flex Exam Walver
From State/Prov: Issue Date: Expiration Date: Status:
NA 8/28/2002 12/31/2018 Summarlly Suspended

Temp. Issue Date: Temnp. Expire Date:

Specialty Information (as reported by Licensee)
| Pediatrics

| Pediatrics - Board Certified

Discipiine Information from 1998 o Present - Ploase aliok Ntemxie) below e view pwblls orders.

[samong, Sampson - MD33881 12.08.17

WMM Privacy and Security Terms and Conditions About BC.Qov



Attachment B: Summary Suspension Order

OiSTRICY D BN
OFFICE 0F
RATIVE HEARING
DisTRICT OF COLU ADMINISTRAIIVE AEARINGS
OFFICE OF ADMINISTRATIVE HEARINGS ) mn
| One Judiciary Sq ms 4R 1q P23

44| Fourth Strest, NW

| Washington, DC 20001-2714
TEL: (202) 442-9094
FAX: (202) 4424789

SAMPSON B. SARPONG
Petitioner
V.

| DEPARTMENT OF HEALTH
| Respondent | B

Case No.: 2018-DOH-00023

FINAL ORDER

| I Introduction

{ On December 8, 2012, the Senior Deputy Director of the Department of Health's Health
i Regulation and Licensing Administration issued a Notice to Respondent Sampson B. Sarpong.
M.D., regarding the summary suspension of his license (License No. M.D.33881) to practice as 8
physician in the Diswict of Columbia (Suspension Noticel. D.C. Official Code §§ 3-
1205.15(a)X 1 XA) authorizes the summary suspension of a license to practice a health occupation,
| without & hearing, if the licenised health professional has had bis or her license 1o practice the
l. same profession or occupation revoked ar suspended in another jurisdiction and has not hed the
license 1o practice reinstated within that jurisdiction.
' The Suspension Notice stated that Respondent’s license lo practice as a physician in Lhe
District was suspended, effective immediately, based on the fact that his license to practice
medicine as a physician was suspended in Maryland and has not been reinstated, in accordance

| with D.C. Official Code § 3-1205.15(a)}(1 XA).



Case No.; 2013-DOH-00023

The Suspension Notice was served on Respondent on February 22, 2018 via certified
mail and Respondent filed a reg t for u hewring to challenge the y suspensi A

hearing was scheduled for, and comvened on March 13, 2018,

At the hesring Petitioner Sampson Sarpong was present and represented by Syed-Shaun

Bokbari. The D.C. Department of Health (DOH) was rep d by Amomeys Pete
Chaftrabhutl and Amy Schmidl. Frank Meyers, the Executive Director of the D.C. Board of

Mediclne, appeared at the hearing and teslified on behulf of the DOH.

Pursuant to the requirements of D.C. Official Code § 3-1205.15(c), this decision s being

issued within 72 bowrs after the hearing.

Based upon the record evidence the following findings of fact and conelusions of lew are

made:
M. Findings of Fact

1. Atall times relevant to this matter, Petitioner beld a license o practice as a physician

in tha District of Columbia (License No. M.D. 33881).

2. By Drder dated Augusi 8, 2017, the Maryland State Board of Physicians revoked
Petitioner's medical licenss w0 practice as o physicisn in Maryland. (Petitioner’s
Exhibit 4).

3. Petitioner’s medical license 1o practioe as & physician in Meryland hea ool been
restored as of the date of the bearing.

-



Case Now; 2018-DOH-00013

. Conclusions of Law

Pursuant to 17 DCMR 41187, in order to affirm & summary suspension of 4 heaith
professional’s license, the Government must prove by 8 preponderance of evidence that the

action was necessary pursuant to D.C. Official Code §§ 3-1208.15(a)(1(A).

The Government has presented undisputed cvidence that Petitioner’s modical license was
revoked in Maryland. Thers wus oo evidence that Petitioner’s Maryland license wes restored
after the suspension, It is hereby concluded that the D. C. Department of Health’s summary
suspension of Petitioners D.C. medical licens¢ was in accordance with D.C. Official Code §§ 3-

1205.15(a) } (A) a8 charged in the Suspension Notice,

Accordingly, it ia concluded that the Government has met its burden of proof, and the
December 8, 2017, summary suspension of Petitioner’s licesc o practice as a physician in the

District of Columbia is hereby affirmed,
V. Order

Bnmdupmlhenboveﬁndinﬁof&amdwmlusimoﬂlw.mdtheminmfdof

this proceeding, it is this 14th day of March 2012

ORDERED, that the December 8, 2017, summary suspension of Petitioner Sampson
Sarpong's license to practice medicine in the District of Columbia as & physician (License

No.MD33881) is hereby AFFIRMED: and it is further



Case No.: 2018-DOH-00023

ORDERED that, pursuant o OAH Rule 2828, any party may file a motion for
seconsideration of this final order within 13 calendar days of the date of service of thia final
order. The 15 calendar days consist of 10 calendar deys (OAH Rute 2828), plus five days are

added when service is made by mail. | DCMR 2812.5; and it is further

ORDERED, that the appea) rights of any person aggrieved by this order are stated

below.

Administrative Law Judge



Case No.: 2018-DOH-00023

PAYMENTS

If o payment is required by this Onder, to be properly credited 1o your caseds) the payment must
be sent 1o the attention of the Clerk of the Office of Administrative Hearings. Payments are only
accepted by check or money otder and must be made payable to “D.C, TREASURER.™ Enclose
full payment and mail the check in an envelope with required postage to:

Clerk
Office of Administrative Hearings
Ome Judiciary Square
441 Fourth Street, NW
Washington, DC 20001-2714

IMPORTANT: Please do not call the D.C. Court of Appeals with questions about how to make
any payments required under this Order. The D.C. Count of Appeals does not accept any
payments in cases decided by the Office of Administrative Hearings. 1T you have questions,
please call the Clerk’s Office at the Office of Administrative Hearings on 202-442-9094,

APPEAL RIGHTS

Pursuant to D.C. Official Code § 2-1831.16(¢)-(c), any party suffering a legal wrong or adversely
affected or aggrieved by this Order may seek judicial review by filing a petitan for review and
six copies with the District of Columbia Court of Appeals at the following address:

Clerk
District of Columbia Court of Appeals
430 € Street, NW, Rm. 115
Washington, DC 20001
202-879-2700

The petition for review (and required copies) may be mailed or delivered in person to the Clerk
of the Court of Appeals, and must be received by the Clerk of the Court of Appeals within 30
calendar days of the mailing date of this Order. Information on petitions for neview 1o the Court
of Appeals can be found in Title 11 of the Rules of the District of Columbia Court of Appeals.

IMPORTANT NOTICES:

1. By law, the amount of a lawfully imposed fine cannot be maodified or reduced on
appeal. D.C. Official Code § 2-1831.16(x).

2. Filing of a petition for review does not stay (stop) the requirement to comply with a
Final Order, including any requirement (o puy a fine, penalty or other monetary
sanction imposed by a Final Order, 1l you wish to request a stay, you must first file
a written motion for a stay with the Office of Administrative Hearings, If the
presiding Administrative Law Judge denies a stay, you then may seek a stay from
the D.C. Court of Appeals.



Certificate of Service:

By First-Class Mali (Postage Paid): By Email:

DEPARTMENT OF HEALTH Phillip L. Husband
] P (Tit

899 North Capito! St NE General Counsel

6“(’11 Fllf’" DC 20002 District of Columbia Dc‘mﬂnwm of Health
Email: doh.cah@de.gov

Syed-Shaun A. Bokhari, Esquire

Kelly Dorsey Attomeys at Law

10320 Litile Patuxent Parkway

Suite 608

Columbia, MD 21044

{ hereby centify that on —f /27 L2018
this document was served upon the parties
named on uhi:“rage at the address(es) and by
the means stated,




Attachment C: Maryland State Board of Physicians Final Decision and Order

ATTACHMENT C

IN THE MATTER OF L BEFORE THE
SAMPSON SARPONG, M.D. * MARYLAND STATE BOARD
Respondent ¥ OF PHYSICIANS
License Number 139249 * Case Number 2015-0174
% # ¥ * * * * * * " * * *
FINAL DECISION AND ORDER

Om May 26, 2016, the Respondent Sampson Sarpeng, M.D., an allcrgist, was charged
under the Maryland Medical Praciice Act, Md. Code Anm., Health Oce. §4§ 14-101—14-702, for
unprofessional conduct in the practice of medicine, see [lealth Oce. § 14-404(a)(3)(ii); grossly
overutilizing health care services, Health Oce. § 14-404(a)(19); failing to meet the appropriate
standards of quality medical care, see Health Oce. § 14-404(2)(22)"; and failing v keep adequate
medical records, see Heulth Occ. § 14-404(2)(40). The case was forwarded to the Otfice of
Administrative Hearings (“OAH”) for an evidentiary hearing,

On October 27, 28, and 31, 2016, an evidentiary hearing was held at OAH before an
Administeative Law Judge (“ALI"). The State presented the testimony of Alpa Lahcti Jani,
M.D., and Jeremy Drelich, M.D., who were accepted as expert witnesses in allergy and
immunology; Molly Dicken, a compliance analyst for the Maryland State Board of Physicians
{the “Board™); and Patient 10, a former patient of the Respondent. The Respondent testified on
his own behalf and did not present any other witnesses. On January 23, 2017, the ALT issued a
proposed decision, finding that the Respondent violated Health Oce. § 14-404(a)(3)(i), (19),

(22), and (40), and recommended that his license to practicc medicine in Maryland be revoked.

' A violation of Health Occ, § 14-404(a}(22) is commonly referred fo as a violation of the
“standard of care.”



The Respondent filed exceptions, and on March 22, 2017, an exceptions hearing was held

before Board Disciplinary Panel B (“Pane! B* or the “Pancl™).
FINDINGS OF FACT

Panel B finds that the following facts were proven by the preponderance of evidence:

The Respondent was initially licensed to practice medicine in Marylund since 1989, and
be continuously renewed his license. His most recent license was issucd in 2015 and bhad the
expiration date of September 30, 2017. He is board-certified i pediatrics, and héis practice has
been in the field of allergy and immunology. In 1983, be received bis medical degree from the
University of Ghana Medical School and moved to the United Statcs. He completed his
intemnship and residency at Howard University Hospital. Following bis residency, he was in
private practice until he received a fellowship in allergy snd immunology & Johns Hopkins
Hospital. From 1995 s 2000, he was sn assistant professor in pediatrics. allergy and
immunology &t the University of Chicago. He then returned o Howard Umiversity Hospital,
where he remained until 2007, Since 2007, he has been in private practice, which is named the
Center for Allergic Discases. His private practice has been a2 two offices which are both locsted
in Maryland.

On September 13, 2014, the Boerd received & complaint from a former patient (Patient
10) of the Respondent. Patient 10 complained thet, afler an initial sppointment with the
Respondent, which involved extensive testing, the Respondent failed o appear for two
subsequent follow-up appointments. Patient 10 wes also concerned about kis billing and
unnecessary testing.

On February 6, 2013, the Board sent a subpoena to the Respondent for the medical and
billing records be maintained on 10 specific patients the Board investigators listed. The 10



patients were chosen randomly by the Board investigators. Ow March 9, 2015, the Board
received records pertaining to cight patients (Patients 1-8) with a certification signed, on March
2,2018, by the Respondent for each of the ¢ight patients stating that he provided the Board with
the “complete medical records which include afl records pertaining 1o the care and treatment of
the patient . . . in [the Respondent's] posscssion.™ (Emphasis omitied.) The Respondent also
provided a written summary of his care for each of these paticnts.

On July 13, 2015, the Board sent another subpocna to the Respondent for the records of
two additional patients (Patients 9 and 10).

On July 23, 2015, the Respondent met with Board investigators for s interview, where
it became apparent that the Respondent bad not submitted all of the patient records be possessed
for the patients at issue. Thus, cn hdy 24, 2015, the Board requested the full and complete
records of all of the patients whose records were requested sa part of the investigation.

From July 27, 2018, through July 30, 2015, the Respondemt piecemcal provided the
Board with additional records of Patients 1-8 sad records of Patients 9 and 10 with a certification
signed, on July 27, 2015, by the Respondent for each patient stating again that be has provided
the “complete medical records which include all records pertaining o the care and treatment of
the patient . . . in [the Respondent’s] possession.” (Emphasis omitted.) The Respondent also
provided a written summary of his treatment for each of the 10 patients.

Two peer reviewers, Dr. Jazi and Dr. Drelich, were forwarded the records for a review of
the Respondent’s practice. The two peer reviewers wrote reports on his practice based on the
records of the 10 patients whose records were obtained. Their peer review reports are both dated
February 29, 2016. Each peer reviewer found that the Respondent engaged in unprofessional
conduct in the practice of medicine, grossly overutilized health care services, failed 10 meet the



standard of care, and failed to keep adequate medical records. The Respondent was sent copies
of the peer review reports.

On March 22, 2016, the Respondent delivered additional medical records pertaining 1o
the 10 patients at issue which were not included in cither of his first two responses 1o the
subpoenas. The Respondent aiso included documents he drafled in response to the Board's
investigation. As he explained, *1 translated those records that | had presented before in a format
that they can see.” (Tr. 490.)

On May 26, 2016, the Respondent was charged with violating Health Ocec. § 14-
404(a)(3)(ii), (19), (22). and (40).

On October 31, 2016, of the cvidentiary hearing before the ALJ, the Respondent
produced additional documents, which included additional records pertaining to Patient 4 (Resp.
Ex. 7) and Patient 6 (Resp. Ex. 6).

CPT CODE 99245

Billing for Level 5 services indicates the visit mvolved the most complex services that
can occur during a visit. CPT code 99245 is a billing code for Level $ services that requires a
comprehensive history, a comprehensive examination, and medical decision making of high
complexity. Dr. Jani explained, “level 5 is the most complex level of coding that can be
applied.” (Tr. 79.) Referring to CPT code 99245, Dv. Jani stated, “Physicians typically spend
80 minutes face-to-face with the patient and/or family.” (Respondent’s Ex_ 1) She explained that
CPT code 99245 gencrally applies to the initial visit and “requires a comprehensive history,
comprehensive physical examination snd then complex medical decision-making needed in
forming an assessment and plan.” (Tr. 80.)



TESTING

The Respondent tested his patients through a variety of procedures. The five tests at
issuc are the Skin Prick Test (SPT), Patch Testing (PT), Spirometry (SP). Radioallergosorbent
Test (RAST), and the Open Food Challenge (OFC). Each of these is explained below.

SKIN PRICK TEST (SPT)

To identify a person’s allergic disonder, a physician can perform the SPT. Using a skin
puncture device, small amounts of allergens are loaded into pricks or needles which are then
pricked into the patient’s skin. A specific allergen is placed into sa individual prick. Thus, if 40
sllcrgens are tested, there are 40 pricks. After 15 to 20 minutes, the physician examines the skin.
A wheal (hive) response to a prick is indicative of an allergic disorder.

The allergens tested should be guided by the patient’s complaints and symptoms. The
SPT can sest for “environmental allergens, such as dust, pollens, animal danders, things that are
inhaled, typically, . . . in the ¢nvironment. And then there are other skins tests relevant to foods
causing symptoms, others 0 insect venoms.” (Tr. 120.) Positive and negative controls should
aiso be tested o ensure the validity of the interpretations. Unless there is a consequential change
in the patient’s condition, the SPT should pot be repeated if the results of SPT are valid.

A patient should not take antihistamines and certain other medications for a period before
a SPT (generally three days, but it can be more depending on the half-life of the antihistamine).
A histamine scst can determine the usefulness or validity of a SPT. A negative histamine
response means that the results of 8 SPT are, or would be, compromised by medication, such as
an antihistamine, which would interfere with the reactions to the allergens tested.  Thus, patients
must be notified o discontinue antihistamines and certain other medications before a visit i
which a SPT will be performed. Tr. 64-65. If an SPT is invalidated or cancelled due w0 the



patient taking an antihistamine or other medication, the SPT should not be repeated uniess there
is first a positive histamine response (a result showing the test will not be compromised by
medication). Tr. 119-20.

A SPT is genenally not indicated for a patient with dermographism (ov
dermatorgraphism), which is a skin condition in which scratching causcs a rash or hives. The
dermographism often makes the SPT more difficult and ofien futile, as the skin condition
interferes with an interpretation of the SPT.

PATCH TESTING (PT)

PT is used to diagnose allergic disorders in a patient who has contact dermatitis.
Indications for PT would be a rash that is suspect for contact dermatitis or a8 rash that develops
from contact with an allergen. Additionally, another possible indication for PT is cosinophilic
esophagitis, which is an esophageal disorder (an intestinal disorder thought 10 be related 1 food
allergies).

Generally, PT involves placing seven to eight large patches on a patient  Fach large
patch has 10 individual patch tests. Thus PT generally involves approximately 70-80 individual
patch tests. Each individual patch test concerns an individual allergen. PT generally requires
three visits. The patches are applied during the first visit, and then, after two days, the patient
returns for the patches to be removed and the skin is evaluated by the physician. The patient
returns again, after three to seven days, for a third visit for a second reading.
SPIROMETRY (SP)

SP is a pulmonary function test o diagnosc asthma and other lung conditions. SP is
indicated if an upper airway discase is suspected. The test is performed by the patient exhaling
into a machine for a measurement of the amount of air that is exhaled and the velocity of the air.



RADIOALLERGOSORBENT TEST (RAST)

RAST is a form of blood testing for allergic disorders.
OPEN FOOD CHALLENGE (OFC)

If the patient reports symptoms of an allergy to a certain food, but other forms of testing
does not substantiate the allergy, then a physician may conduct an OFC. The physician will
observe the patient ingesting the food and watch for symptoms to determine if it is a true food
allergy.

PATIENT 1

The Respondent’s records contain a Health Insurance Claim form indicating that the
Respondent billed $250 under CPT code 99245, $2640 for SPT for 264 allergens tested, and SP
for $100, totaling $2990, for services he provided Patient | on March 24, 2014. (State’s Ex, 16 at
160.) The Respondent did not perform those tests or provide those services to Patient | nor did
he even meet with Patient ! on that date. The first time Patient | met with the Respondent was
on April 15, 2014,

On April 15, 2014, Patient 1 initially visited the Respondent. Patient 1 is a teacher. She
reported a history of asthma, seasonal allergies, and an allergy to nuts. She had a severe asthma
attack while working at her school, which was undergoing renovations. She was treated st a
hospital emergency room. The Respondent documented Patient 1's history, noting asthma,
seasonal allergies, and an aflergy to nuts. The patient was taking Albuterol every four hours, or
as needed, and Spiriva daily. The Respondent examined the patient's head, eyes, ears, nose, and
throat (HEENT), as well as lungs. He also noted, “Rest of Exam within normal Limits.” On
April 15, 2014, the Respondent performed SPT testing for 264 allergens (a full panel). The SPT

included comprehensive food allergy testing and was not limited to testing for nuts. The SPT



results were uninterpretable because the patient had taken an antihistamine. The Respondent also
performed SP, which was within normal limits, The Respondent billed $2640 for the SPT for
264 allergens tested, $100 for the SP, and $250 under CPT code 99245 for a total of $2990.

Patient 1 returned on April 18, 2014. The Respondent again performed a SPT of 264
allergens. The Respondent wrote, “She is not on any histamine since last visit.” There,
however, was again a negative histamine response, which was deemed caused by a “cough
mixture” the patient had taken the previous night. The SPT results were deemed “inconclusive.”
The Respondent billed $2640 for the SPT for 264 allergens tested and $250 under CPT code
99245 for a total of $2890,

Patient | returned on April 24, 2014, The Respondent again performed a2 SPT. There
was an “equivocal response to histamine.” The Respondent also performed another SP, again
with normal results. The Respondent scheduled another visit for May 1, 2014 for a follow-up
and ordered that the patient temporarily discontinue her current medications (to prevent another
antihistamine compromised SPT) and that, in the meantime, the patient take Prednisone for her
allergies. The Respondent billed $250 under CPT code 99245, $2640 for the SPT for 264
allergens tested, and $100 for the SP for a total charge of $2890.”

On May 1, 2014, the Respondent’s progress notes state that he performed another SPT.
This time there was a positive histamine responsc. According to the Respondent’s progress
notes, the test showed a “negative responsc to Nuts.” Other than this note, there were no test
results documented in the record. The Respondent also performed another SP, again with normal

results. The Respondent also performed patch testing (PT) with 300 patch tests. The

? The Respondent miscalculated the charges. The charges add to $2990.
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Respondent billed $250 under CPT code 99245, $2640 for SPT for 264 allergens tested, $100 for
the SP, and $3000 for PT for a total of $5990.

On May 3, 2014, Patient 1 was seen by the Respondent for a reading of the PT performed
on May 1, 2014, The Respondent recorded 70 patch tests with the following results: “Patch Test
reading ~ No reaction.” He scheduled an OFC for Brazil nuts, and ordered that the patient
resume her medications except for any antihistamine. The Respondent billed $250 under CPT
code 99245.

On May 10, 2014, Patient 1 returned, and the Respondent performed another SPT. There
was a positive histamine response, The Respondent’s progress notes state, “Prick Skin Test to
Brazil Nut negative.” Other than this note, the test results of the SPT are not documented. The
Respondent performed the OFC and reported that the patient was [it to take Brazil nuts since
there was no reaction. The Respondent also performed two SPs, each with normal results. The
Respondent billed for $250 under CPT code 99245, $2640 for the SPT for 264 allergens tested,
and $100 for the SP for a total of $2990 for the May 10, 2014, visit,

PATIENT 2

The Respondent’s medical records contain a health insurance billing form for services he
purportedly provided Patient 2 on March 31, 2014, (State’s Exhibit 18 at 207.) The claim form
lists SPT billed at $2640 for 264 allergens tested and $250 under CPT code 99245 for a total
charge of $2890. The Respondent, however, did not provide services to Patient 2 on that date.

On April 2, 2014, Patient 2 saw the Respondent for the first time. Patient 2 is a mechanic
who suffered from hives for two years prior to sceing the Respondent. He had seen other
physicians, but his hives had not been successfully treated. On April 2, the Respondent

performed a SPT for 264 antigens. The histamine test was negative; the Respondent noted,



“Pgor histamine response.” The Respondent also conducted a SP; the results were normal. In
addition, the Respondent ordered RAST. Another appointment was scheduled, and the
Respondent’s notes state that the patient should “{sjtop all antihistamines by mouth.” The
Respondent billed $250 under CPT code 99245, $2640 for a SPT for 264 allergens tested, and
$100 for the SP for a total of $2990 for the visit.

On April 16, the Respondent performed another SPT for 264 allergens, which showed
“generalized prick response to all allergens including saline control.” RAST resuits were
abtained, which showed a response to cockroaches. The Respondent also performed a SP. The
results were normal, In a bifl that incorrectly provided the service date as April 17, 2014, the
Respondent wrote $250 under CPT code 99245, $2640 for the SPT, and $100 for the SP for a
total of $2990.

On April 30, 2014, RAST was repeated, showing a moderate response to dust mite. The
Respondent billed for $250 under CPT code 99245.

On May 7, 2014, the Respondent performed another SPT. The Respondent wrote in his
progress notes the SPT had an “equivocal result” {although he wrote unequivocal result on the
SPT result form). He also performed another SP and noted normal results and “poor effort.”
The Respondent billed $250 under CPT code 99245, $2640 for SPT for 264 allergens tested, and
$100 for SP for a total of $2990.

On May 13, 2014, the Respondent performed another SPT, which, according to his
progress notes had an “equivocal response.” The Respondent also performed another SP, which
had a disposition of “poor effort.” The Respondent billed $250 under CPT code 99245, $2640

for a SPT for 264 allergens tested, and $100 for SP for a total of $2990.



On May 28, 2014, the Respondent performed another SPT. The progress notes state that
the SPT had a generalized responsc including a saline control reaction. The SPT test results
form states, “Unequivocal response.” The Respondent’s summary says that the results werce
“equivocal.” The Respondent diagnosed the patient with dermatographism and prescribed
Hydroxine HC! 2. The Respondents records do not contain a health insurance claim form for
this visit, although the Respondent circled CPT codes 99245 (Level S/HC/80), 95004 (Pricks,
inhalants), 95004 (Pricks, food), and 94060 (Spirometry w/ Bronchodilator) on the form listing
the billing codes.

The Respondent's records contain a health insurance claim form for services provided to
Patient 2 on June 6, 2014, for Level 5 services under CPT code 99245 for $250. (State’s Ex. 18
at 201,) There is no progress note pertaining to that date or other medical records indicating he
provided services to Patient 2 on that date.

On July 2, 2014, the patient retumed for a follow-up visit. The progress notes state that
the patient has dermatographism, a dust mite allergy, and a cockroach allergy and that the
paticnt’s symptoms have shown a marked improvement with the Hydroxine HCl. The
Respondent performed a SP, which had normal results. The plan was to “continue medication.”
Although the only service listed on the billing claim form was for CPT code 99245 for $250, the
total charge was $2990.

PATIENT 3

Patient 3 saw the Respondent for the first time on April 24, 2014, At this visit, the
Respondent documented in his progress notes that the patient complained of facial pain, sinus
pressure, and seasonal allergies, and the Respondent wrote in his summary that the paticnt had

occasional hives. She had previously seen another allergist without success. The Respondent



wrote in his summary that the patient admitted to taking antihistamine medication. The
Respondent performed a SPT with a “poor histamine response.” The Respondent wrote under
the plan for the patient to be “off antihistamines.” The Respondent performed a SP with normal
resuits. The Respondent also ordered RAST which showed normal total IgE but abnormal
responses to cat hair, cat dander, dog dander, dust mites, and cockroaches. The Respondent
billed $250 under CPT code 99245, $100 for a SP, and $2640 for the SPT for 264 allergens
tested for a total charge of $2990.

On May 1, 2014, the Respondent wrote in the progress notes that the patient presented
with “chronic rhinosinusitis.” He performed another SPT, which showed late-phase reactions.
The Respondent checked on his SPT form reactions to Cat Pelt, German Cockroach, Cat Hair,
Dock/Sorrel Mix, Dog Epithelium, Meadow Fescue Grass, Mite D.P., Mouse Epithelium,
Neurospora, Mosquito, Bleck Locust, Melaleuca Pollen, and Mullberry White. The Respondent
also performed another SP, which again had normal results. The Respondent also performed a
PT. The Respondent’s summary states, “She was instructed to take the patch off after 48 hours
and take a picture after removal.” The Respondent billed $250 under CPT code 99245, $2640
for the SPT for 264 allergens tested, and $100 for the SP for a total of $2990.

On May 15, 2014, Patient 3 visited the Respondent. The Respondent’s progress notes
state that the patient had a late phase reaction to the SPT performed on May [, 2014. There is no
form recording the results of a SPT performed on May 15, 2014. His summary states that the
patient “reported a late phase reaction to some of the skin prick test but could not identify the
kind of allergen.” He performed a SP with normal results. With respect to the PT, the
Respondent wrote, “The patches on her back fell of{f] within a day.” The patient was prescribed

Allegra D. The Respondent’s records do not contain a health insurance claim form for this date
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but his records contain a billing code form with the CPT codes circled: 99245 (Level S/HC/80),
95004 (Pricks, inhalants), 95004 (Pricks, food), and 94060 (Spirometry w/ Bronchodilator).
PATIENT 4

Patient 4 visited the Respondent for the first time on July 11, 2011. Patient 4, who was
57 years old, has chronic lung disease, presented with a persistent cough, shortness of breath,
rash, swelling of her feet, possible food allergy, and allergic rhinitis. She became itchy after
eating crab. She had previously met with other physicians without improvement. The
Respondent performed a physical examination, which included an evaluation of the patient’s
vital signs, cognitive functioning, HEENT, lungs, heart, musculoskeletal, extremities. The
progress notes state, “[the patient| is off Allegra for 1 week.” The Respondent performed SPT
for environmental skin and food allergy testing which had only equivocal results due to poor
histamine response. He performed SP without bronchodilation showing a possible mixed
restrictive or obstructive pattern. A RAST was conducted that was negative to crab and several
other foods. The Respondent ordered a chest X-ray and started the patient on Advair 500/50
twice a day, a burst of Prednisone, and an EpiPen for possible anaphylaxis from crab. The
patient had an elevated IgE discovered upon testing. The Respondent billed $1200 for SPT,
$250 under CPT code 99245, and $100 for a SP, for a total of $1550.

According to the Respondent, the Patient was “Lost to follow up.”

Approximately one year later, however, on August 17, 2012, Patient 4 returned to the
Respondent after having difficulty breathing for one week. He performed a physical
examination and found papular rash and exacerbation of lung disease. He performed a SP which
showed an increasing restrictive pattern.  The patient was evaluated for allergic

bronchopulmonary aspergillosis (ABPA) which was negative. He placed the patient on a short
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burst of Prednisone and referred her to dermatology. The Respondent billed $250 for CPT code
99245 and $100 for a SP for a total of $350. He wrote that he would see the patient in one week.

Patient 4 again became lost to follow-up, but had a walk in visit on June 5, 2013. She
had a SP which was back to her “basetine” of her initial visit. The Respondent billed $100 for a
SP with a date of service of June 5, 2013. (State’s Ex. 23 at 384.)

On June 17, 2013, the Respondent performed a physical evaluation and an SPT which
had a “poor histamine response.” Because of a rash, the Respondent performed PT, which
showed “No reaction™ to 66 patch tests. The patient was continued on medications. The
Respondent billed SPT for $2640 for 264 allergens tested, PT for $2000 for 200 patch tests, and
$250 for CPT code $99245 for a total of $4890.

On July 29, 2013, the Respondent assessed the patient, performed a SP, which was found
“unchanged.” No specific SP testing results are noted. He continued the patient on her
medications. The Respondent billed $250 under CPT code 99245 and $100 for SP for a total of
$350.

On August 26, 2013, the Respondent wrote that the patient was improving. The SP was
“unchanged.” No specific SP testing results are noted. He continued the patient on her
medications. The Respondent billed $250 under CPT code 99245 end $100 for SP for a total of
$350.

On November 11, 2013, the Respondent performed a SPT with & good positive control.
He wrote, “negative for a fumigatus,” SP was “unchanged,” and that the medication should
continue. No specific SP testing results are noted. The Respondent billed $250 under CPT code

99245 and $2640 for SPT for 264 allergens tested for a total of $2890.
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On September 30, 2014, the patient visited complaining of a two week cough. He
performed a SP with normal results and ordered a chest CT. The Respondent billed $250 under
CPT code 99245 and $100 for SP for a total of $350.

On October 21, 2014, the Respondent noted the results of the chest CT, which confirmed
the patient’s lung diseasc.  Respondent billed $250 under CPT code 99245 and $100 for a SP
for a total of $350. The progress notes do not mention a SP.

PATIENT §

Patient 5 was a 14 year old female who saw the Respondent for the first time on April 15,
2014, The Patient reported seasonal allergies (unny nose, itchy eyes, hives), food allergies to
seafood and peanuts, and anaphylactic reaction. The Respondent performed a SPT, but the
histamine response was negative. The Patient stated that she had taken some allergy medicine
two days prior to the visit. The SP was normal. The Respondent billed $2640 for SPT for 264
allergens tested and $250 under CPT code 99245 for a total of $2890.

On April 19, 2014, the SPT was repeated, with a good histamine response. The SPT
showed reactions to the following: Bermuda Grass, Eucalyptus, Furarium, Johnson Grass, Mixed
Feathers, Meadow Fescue Grass, Black Locust, Qak Read, white Oak, Queen Palm, Pine
Australian, Wide Polien Ouak, and Virginia Live Oak. The Respondent also ordered the RAST.,
‘The RAST showed reactions to peanuts, green peas, almonds, green bean, and maple sugar. The
Respondent billed $2640 for the SPT for 264 allergens tested and $250 under CP1' code 99245
for a total of $2890.

On May 1, 2014, the patient returned and reported some iate phase reactions to the SPT
performed on April [9. The Respondent conducted another SPT. A SP was performed again

with normal results again. And the Respondent performed a PT. The Respondent billed $2640
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for SP'T" 264 allergens tested, $250 under CPT code 99245, and PT for $3000 for 300 patches for
a total bill of $5890.

On May 3, 2014, the Respondent evaluated the PT, finding no reaction. There is no form
documenting the allergens tested for the PT. The Respondent billed $250 under CPT code
99245,

On May 13, 2014, the Respondent conducted an OFC for green peas. The Respondent
determined from the OFC that Patient 5 has no allergy. Two SPs were normal. The Respondent
also wrote in his progress notes, “Skin Test to Shrimp negative.” The Respondent billed $2640
for SPT for 264 allergens tested, $100 for SP, and $250 under CPT code 99245 for a total of
$2990.

On May 29, 2014, the paticnt rctumed for an OFC for shrimp. The patient had no
reaction to the Shrimp. Two SPs were normal. The Respondent wrote, “Can eat shrimp.” He
prescribed an EpiPen in case of accidental ingestion of peanuts. The Respondent billed $100 for
Ingestion Challenge (CPT code 95075), $100 for the SP, and $250 under CPT code 99245 for a
total of $450.

PATIENT 6

Patient 6, a 53 year old woman, initially saw the Respondent on March 24, 2014. The
patient complained of snoring, pain in her knce, and scasonal allergies. The full panel of SPT
was positive for dust mite, He recommended environmental controls for the dust mites. lle
conducted ¢ SP. He also performed PT. He billed $2640 for SPT for 264 allergens tested, $100
for SP, PT for $1000 for 100 patch tests, and $250 under CPT code 99245 for a total of $3990.

On March 31, 2014, the Patient arrived for an cvaluation of the PT. The PT assessment

form listed only 70 allergens tested, despite the Respondent billing for 100. The PT showed a
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reaction to nickel. The plan was for Flonase nose spray twice 4 day and for the patient to make a
follow up appointment as needed. The Respondent billed $250 under CPT code 99245,

The Respondent’s records of Patient 6 also contain a health insurance billing form for
gervices the Respondent cleims he provided Patient 6 on April 15, 2014. 1t shows the
Respondent billed $250 for CPT code 99245, $100 for SP, and $2640 for a SPT (264 aliergens
tested) for a total of $2990. For his summary of care, however, the Respondent identified the
dates of his treatment of this patient as *3/24/ to 3/31/14.” And the Respondent does not mention
in his summary any visit or services provided on April 15, 2014. Further, supplemental records
the Respondent provided the Board afler the peer review reports included a note he signed,
regarding Patient 6 stating, “Patient was not seen in April 2014 and therefore no medical records
or billing to the insurance company.” (Resp. Ex. 17, at 464.) The Respondent, however,
submitted into evidence at the ALJ hearing several documents purporting to document services
he provided Patient 6 on April 15, 2014, including SPT results and progress notes.

PATIENT 7

The Respondent’s records contain a Health Insurance Claim Form for Patient 7 for
scrvices provided on April 24, 2014, which states that he billed $2640 for SPT (264 allergens),
$100 for a SP, and $250 under CPT code 99245 for a total of $2990. There is no indication from
any other record that the Respondent provided services to Patient 7 on that date. The document
states thut the patient’s authorization for the release of medical rocords for processing the claim
is on filc with the date July 18, 2014, The billing form is signed by the Respondent with the
signature date of April 24, 2014.

Patient 7 was 27 years old when she initially saw the Respondent on July 18, 2014. The

patient reported snoring, headaches, postnasal drainage, and scason allergies. She was taking



Zyrtec and Flonase with minimal success. The Respondent performed a SPT (“good histamine
response™) that showed positive reactions to the following: Short Ragweed, Hickory Shugbank,
[lackberry, Live Pollen, Pecan Pollen, Orchard Grass, Redtop Grass, Rube Rhodotorula, Rhe
Grass Perrenial, Bermuda Grass, Cat Pelt, Cat Hair, Eucalyptus, Epococcum Nigrum, Juniper
Western, Neurospora, Dust Mite, White Ouk, Australis Pine, and Pigweed Spiny. The
Respondent also performed PT. He diagnosed the patient with severe allergic rhinosinusitis. He
recommended an antibiotic (Z-Pak) and the pstient as a candidate for immunotherapy. The
Respondent billed $2640 for SPT (264 sllergens), $100 for a SP, $1000 for PT for 100 patch
tests, and $230 under CPT 99245 for a total of $3990. There is no reference 1o 8 SP in his
progress notes or summary,

On July 21, 2014, the patient returncd. The Respondent noted that the PT was negative,
The PT form states ‘“no positive reaction” for 60 petch tests. The Respondent continued the
Flonase and that the patient was a candidate for allergy shifts and to make any further
appointments on an as nceded basis. The Respondent billed $250 for CPT code 99245 for the
visit.

PATIENT 8

Patient 8 was 85 years old when she initially visited the Respondent on February 7, 2014,
The patient reported postnasal drainage and scasonal allergies. She had taken Atrovent, eye
drops, and Flonsse with minimal success, The Respondent performed a SPT (for 80 pricks)
which showed a reaction to mustard seed and spinach. He also performed a PT for 80 patches.
He also performed a SP with normal results. He assesses the patient with allergic rhinitis and

sinusitis. He suggested a referral to an ENT and antibiotics. He billed $800 for SPT for 80
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allergens, $800 for the PT for 80 petch tests, $100 for the SP, and $230 under CPT code 99205
(1.evel 5/HC/60) for a total of $1950,

On February 21, 2014, Patient 8 retumed. The Respondent documented no reaction to the
PT. He performed another SPT, which showed a reaction to Virginis Osk. He changed the
patient’s Flonase prescription to Nesonex and recommended secing the patient after her visit to
an ENT. He billed $800 for the SPT for 80 allergens, $250 for CPT code 99205, and $100 for
another SP for a total of $1150. There is no reference to a SP in either the progress notes or his
summary.
PATIENT 9

Patient 9 was 25 years old when he saw the Respondent for the first time on May 29,
2014. The patient complained of sncezing, cough, rash, and scasonal and perennial allergies. He
was also diagnosed with AIDS, The Respondent performed a SPT (good histamine response)
which showed reactions to the following: Acacia, Bermuda Grass, Grass Bahia, Meadow Fescue
Grass, Neurospora, Black Locust, Melaleuca Pollen, White Oak, Queen Palm, Pine Australia,
and Peanut. The patient stated he could eat peanuts without a problem. The Respondent also
performed PT. The Respondent also ordered a RAST. The Respondent diagnosed the patient
with hives and rhinitis and prescribed hydroxyzine. He also instructed the patient to return with
a list of his medications to see if any relsted to his rash. The Respondent billed $2640 for the
SPT for 264 allergens, PT for $3000 {or 300 patch tests, and $250 for CPT code 99245 for a total
of $58%0.

On June 3, 2014, the Respondent documents no response to 70 patch tests for the PT.
The RAST showed a negative response to pesnut. The patient reported a late phase reaction on

the SPT. On a repeat SPT, the patient had a reaction to the following: Meadow Fescue Grass,



Oak Red, White Oak, Wide Pollen Oat, Virginia Live Ouk, Rhe Grass Perennial, Velvet Grass,
Timothy Standard, and Siemphyiium. The Respondent also checked a reaction to unnamed
allergens 3 and 4 under column U. The Respondent noted thet the petient scemed to have s
reaction to Sulfa drugs. The Respondent billed $2640 for SPT of 264 allergens and $250 for
CPT code 99245 for a total of $2890.

On June 30, 2014, the patient returned for a fotlow-up visil. The Respondent noted that
the rash has subsided and that the patient should see him on an as needed basis. The Respondent
billed for $230 for CPT code 99245.

PATIENT 10

Patient 10 was 63 years old woman when she visited the Respondent for the first time on
August 23, 2014. The patient complained of snoring, barking cough, plugging in ear, itchy eyes,
and a runny nose. Her symptoms worsened despite taking Lasix. The Respondent performed s
SPT, there was no histamine response. The Respondent instructed the patient to stop all
medications for a repeat SPT, and prescribed a five day dosage of Prednisone.  The Respondent
also placed patches on the patient for a PT. He billed $2640 for the SPT for 264 allergens,
$1000 for PT of 100 patch tests, and $250 for CPT code 99215 (Level S/HC/40) for a total of
$3890.

The patient was scheduled for an appointment for August 25, 2014, The Respondent,
however, was not at the office, and the office was locked. The Respondent telephoned the
patient, and she agreed to return the following day.

On August 26, 2014, the patient returmned. The Respondent again was not present. An

office assistant removed the patches, The Respondent wrote that the patches could not be
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interpreted because the patches stayed the patient's back for 72 hours instead of 48 hours. The
Respondent billed for $250. (State's kx. $2.)
THE STATE'S EXPERTS
Dr. Jani and Dr. Drelich testifled for the State, and each was uccepted as an expert in
allergy and immunology. The Respondemt did not present any expert testimony. The Panel

adopts the following description of the professional background and credentials of the State’s

experts;

Dr. Jani received her medical degree from Johns Hopkins University
School of Medicine in 1998, She was a resident at Barnes-Jewish
Hospitat in St. Louis, Missouri, from 1998 to 2001. She was a Fellow in
allergy and immunology &t the Washington University School of
Medicine from 2001 to 2003. Dr. Jani was certified by the American
Board of Allergy and Immunology in 2003, and recertified in 2012, She
was certified by the American Board of Internal Medicine in 2001, She
has been in private practice in Frederick, Maryland, since February 2005,
She has also been employed by the Johns Hopkins University School of
Medicine, Division of Allergy snd Clinical [mmunology, Assistant
Professor of Clinical Medicine, [from] Janusry 2005 to July 2006, and
April 2010 to the present. Dr. Juni has been licensed to practice
medicine in Maryland since 2004,

Dr. Drelich received his medical degree from Rutgers Medical
School, Piscataway, New Jersey, in 1981, He was a pediatric resident st
the Michael Reesc Hospital in Chicago, Nlinois, from 1981 to 1984, He
was a fellow in Allergy and Clinical immunology af the Henry Ford
Hospital, Detroit, Michigan, from 1991 to 1993. Dr. Drelich has been
cettified by the American Board of Allergy and Immunology in 1993,
2003, and 2013. He is board-certified in pediatrics. He has been
licensed to practice medicine in Maryland since 1994,

The ALJ found the testimony of both experts relinble. The ALJ explained that both of
the State’s experts testificd in an “understundable and straightforward manner.” The ALJ found
significant that, while there was “some varistion in their opinions,” they were “consistent in their
opinion that patterns in the Respondent’s practice demonstrate the violations alleged in the

charges,” noting that there was no evidence the experts ever met and discussed standards,
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According to the AlJ, both experts found “excessive SPT, excessive repeat SPT without a
histamine control, PT without indication, billing for visits and procedures not documented in the
record, and inadequate medical records.”

A careful review of the evidentiary record and the testimony of the experts confirms the
ALT's description of their testimony. By no means was their testimony identical. At times they
relicd upon on or emphasized different details. But, in general, they both found the same
patterns of misconduct. Their opinions werc well-reasoned, well-founded, and consistent with
fundamental medical principles. Their clear explanations of the intricacies of the field of
allergies and immunology were decidedly helpful. Dr. Jani and Dr. Drelich were reliable expert
witnesses, and the Panel relied heavily upon their testimony and opinions in forming its findings
and conclusions.

EXCEPTIONS
The AL succinctly summarized the Respondent’s conduct:
the State demonstrated that the Respondent routinely administered
excessive SPT not supported by patient history, repeated SPT without
first finding a [positive] histamine response, used PT without indication
in some instances, and billed for consultations and tests not documented
in the record. [ALY's Proposed Decision at 22.]

The Respondent filed extensive exceptions, but the exceptions generally do not focus on
the conduct summarized by the ALJ and which is central to this case. The corc of the case is the
Respondent’s unprofessional conduct and gross ovendtilization. The Respondent instead focuses
his exceptions on the issue of the standard of care. Although there is certainly some overlap in
this case between the standard of care and unprofessional conduct and gross overutilization, the

nature of the grounds are quite differemt. Ullimately, though, the most serious concerns of the

Panel and the crux of this case pertain to unprofessional conduct and gross overutilization.
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The standard of care requires that a physician is held to that degree and skill expected of
a reasonably competent physician in the same class acting in the same or similar circumstances.
See Shitkrat v. Annapolis Emergency Heospital Association, 276 Md. 187, 200 (1975). The
Respondent's main argument is that there was insufficient expert testimony to support a finding
of a standird of care violation for seven out of 10 patients, contending that both peer reviewers
did not find a standard of care violalion for three of the patients and they disagreed on four other
patients. There is merit to the Respondent’s exception that a standard of care violation is not
indicated for his treatment of most of the paticnts at issue. The Panel thus finds a violation of the
standard of care concerning only Patients | and 9, as explained later in this decision. But, as
already stated, standard of care issucs were not the driving force in this case,

The Respondent also argues on exceptions that the ALJ improperly failed to give any
weight to records the Respondent produced in response to the peer reviewer reports, The Panel
does not accept this exception, There are several serious concerns about these records and other
records of the Respondent which were his exhibits and admitied into evidence. First, many of
these documents were not included in the documents the Respondent, in March and July 2015,
produced and certified were all of the records in hig possession concerning the patients at issue.
Regarding Patients 1-8, the Respondent twice certified he was producing all of the records in his
possession. Yet, numerous records he later produced concemning these patients were not included
in the first two productions, Sccond, there is no guestion that the Respondent wrote many of
these documents long after the services were provided or purportedly provided. The
Respondent’s exceptions state, “Respondent reformatted the original patient records from the
original format his office used.” One document (Resp. Ex. 7 at 304) purports to record the

results of a SPT for Patient 4 from July 11, 2011, Bul there is another form recording the results
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of the SPT from July |1, 2011, for Patient 4 (State’s Exhibit 23 at 199) for the samc allergens,
and the Respondent provided the Board this form in July 2015. And these documents contain
different writings on them. Then, the Respondent admitted that one document (Resp. Ex. 7 at
304 ) was written “scveral years afler the actusl visit.” (Tr. 506.) Another example is Patient 6°s
results for the PT of March 24, 2014, There is one version from the documents he submitted to
the Board in July 2015 (State’s Ex. 27 at 511-13) and a different version in Respondent’s Exhibit
6 at 209-10. And third, the records contradict themselves. For example, the supplemental
records contain a signed statement from the Respondert stating that he did not sec Patient 6 in
April 2014. (Resp. Ex. 17 at 464.) Notwithstanding his representation that he did not provide
services to Patient 6 in April 2014, the Respondent later admitted into evidence several purported
medical records of his treatment of Patient 6 for treatment purportedly provided on Apxil 15,
2014 (2.2, Resp. Ex. 6 a1 192-95, 219). What is clear is that these later produced records are not
what they purport to be. It should be clear from the documents when the documents were
actually written. These records do not. These records were written years after the services were
provided or purportedly provided but that is not mentioned in the records. The information
contained in the supplemental documents is not trustworthy and, in some cases, outright false. In
any case, the supplemental records the Respondent belatedly produced are not reliable indicators
of his purported treatment.” The exception is denied.

The Pancl has carefully considered the Respondent’s other exceptions, which take issue
with numerous details in thc ALJ's decision. There are several instances in which the

Respondent’s exceptions are correct; that is, the ALJ did at times misstate certain dates, number

? The Panel deems the supplemental records to be the documents the Respondent provided the
Board in March 2016 after the peer review reports were issucd and the records concerning
Patients 6 and 4 in Respondent’s Exhibits 6 and 7.
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of tests, and other details. Most of these misstatements are of minor significance, however. And
there were several concerns of the Respondent’s practice that the ALJ found rose to the level of a
violation where the Panel does not. But oversll, the ALJ did correctly find that State proved
significant violations of the Maryland Medical Practice Act. The Panel has thus written this
decision to focus on the most profound violations.

CONCLUSIONS OF LAW
L BILLING FOR SERVICES NOT PROVIDED

1. BILLING FOR DAYS IN WHICH THERE WAS NO PATIENT VISIT OR
ENCOUNTER.

The Respondent billed on several occasions for testing and services that were not
provided, as demonstrated by the fact that his records contain billing forms indicating he billed
for testing and services on days in which there was no patient visit or encounter.

The Respondent billed for a March 24, 2014, visit with Patient 1, even though there was
no visit with Paticnt | that day. (St. Ex. 16 at 160.) The Respondent billed $250 under CPT code
99245, $2640) for & SPT for 264 allergens tested, and $100 for a SP with bronchodilator for a
total charge of $2990.  The Respondent signed the billing form with the signature date of March
24, 2014. The Respondent testified, however, “Patient | came into my care April the 15* of
2014." (Tr. 392.) And the Respondent wrote in his summary that Patient | was first seen in his
office on April 15, 2014. The progress notes make no reference to a visit on March 24, 2014,
As Dr. Dreclich stated in his report, “There is also the billing on March 24, 2014 for 264 skin
tests, although there is no notation in the chart of this encounter.” The ALJ correctly found thet
the Respondent billed for 3 SPT and SP for March 24, 2014, with a total bill of $2990. With
respect to this finding, the Respondent’s exceptions only state, “the record does not support the

finding of a 3/24/14 encounter for Patient 1.” This further makes clear that the Respondent did
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not meet with Patient | on March 24, 2014. The billing form also siates that the authorization for
the release of records to process the claim is dated March 24, 2014, and is “on file,” although the
records do not contain an authorization from that date. Deaspite billing for $2990 for services to
Putient 1 on March 24, 2014, the Respondent did not provide services o Patient | that day.

The Respondent billed for April 1S, 2014, visit with Patient 6, even though there was no
visit with Patient 6 that day. (St. Ex. 26, at 489.) The Respondent billed $250 under CPT code
99245, $2640 for a SPT for 264 allergens tested, and $100 for a SP with bronchodilstor for a
total of $2990. The Respondent’s signature is on the billing with the signature date of April 15,
2014, The Respondent's summarics do not reference a visit by Patient 6 on April 15, 2014, And
the records he produced in response to the Board's subpoenns in March and July 2015 do not
contain any medical records confirming this visit. In fact, in the supplemental records the
Respondent produced in response (o the peer review reports is a note signed by the Respondent
concerning Patient 6, stating, “Patient was not secn in April 2014 and therefore ne medical
records or billing to the Insurance compamy.” (Resp. Ex. 17, at 464.) The Respondent,
nonetheless, entered into evidence at the ALJ hearing several documents purporting lo be
medical records from April 15, 2014, The Respondent submitted SPT results (Resp. Fx. 6 a
192-195) and progress notes (Ex. 6 at 218-219) concerning April 15, 2014. These documents
were not included in the medical records he submitted on either March 2, 2015, or in July 2015,
despite certifying on both those occasions that the records he submitted with each of those
certifications were the patient’s complete medical records. Nor were they even part of the
supplemental documents he produced in response to the peer review reports. These are false
medical records. The Respondent billed for services for Patient 6 for April 15, 2014, although

the Respondent did not provide services to Patient 6 on that date.
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The Respondent’s records contain a billing form for services for Patient 7 for services on
April 24, 2014. (St. Ex. 28, at 517.) The billing form delineates $250 under CPT code 99245,
$2640 for a SPT of 264 allergens, and $100 for a SP for a total of $2990. Paticnt 7°s first visit to
the Respondent, however, was on July 18, 2014, There are no notes to show that a visit on April
24, 2014, occurred, and the Respondent’s summary does not mention a visit for that date. The
Respondent’s exceptions state, “The record does not support finding Respondent billed Patient 7
for 4/24/14 visit.” The Respondent cites his own testimony in which he stated that the bill form
contains the date, “7/18/14" after “on file,” which pertains to patient’s authorization to release
medical records necessary to process the claim. July 18, 2014, was the date of the patient's
initial visit with the Respondent. He testified that the billing form was not submitted for billing,
explaining that “the insurance company would not even look at it because of the discrepancy.” It
should be noted that an inconsistency between (he date of the patient’s authorization for relcase
of records for processing and the dates of service is not present on the other billing forms with
false dates of service, such as March 24, 2014, for Patient | or April 15, 2014, for Patient 6. It is
possible the the Respondent recognized the discrepancy in the April 24, 2014, billing form prior
to submitting it and decided not to submit this false document. The Panel will accept the
Respondent’s assertion that he did not bill for treatment or services for Patient 7 on April 24,
2014.% But it must also be noted that this billing form has the Respondent’s signature on it with
the signature date of April 24, 2014. (St. Ex. 28 at 517.)

In sum, the Panel concludes that the Respondent did bill for medical services he did not

perform for Patients 1 and 6, as described above. The billing forms at issue for Patients 1 and 6

* Likewise, concerning Patient 2, the Pancl does not find that the Respondent submitted to the
insurance compeny billing forms for services on March 31, 2014, and June 6, 2044, as neither of
these forms was signed by the Respondent.
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have multiple false dates that align with each other. These false dates were not mere accidents or
aberrations. They were deliberately made to deceive. The Respondent's billing for services not
provided, as described above, constitutes unprofessional conduct in the practice of medicine, in
violation of Health Oce. § 14-404(a)(3)(ii).

2, BILLING FOR SPs THAT WERE NOT PERFORMED

The Respondent billed $100 for a SP performed on Patient 4 on October 21, 2014. The
records indicate that he did not perform a SP on Patient 4 on that date. There arc no SP results
documented and there is no mention of a SP in the progress notes for October 21, 2014,

The Respondent billed $100 for a SP performed on Patient 7 on July 18, 2014, The
records indicate that he did not perform a SP on Patient 7 on that date. There are no SP cesults
documented: there is no mention of a SP in the progress notes for July 18, 2014; and the
Respondent does not mention a SP for that date in his summary.

The Respondent billed $100 (or a SP performed on Patient 8 on February 21, 2014. The
records indicate that he did not perform a SP on Patient 8 on that date. There are no SP results
documented and no mention of a SP in the progress notes for October 21, 2014, end the
Respondent does not mention a SP for that date in his summary.

The Respondent’s billing for SPs that were not performed constitutes unprofessional
conduct in the practice of medicine, in violation of Health Occ. § 14-404(a)3)Xii).

3 BILLING FOR MORE PATCH TESTS THAN HE PERFORMED

The Respondent routinely billed for more patch testing than he actually performed. Dr.
Drelich testified, “the numbers of patch tests were way in excess of anything [’ ve ever scen. And
I'm not even sure it's physically possible to perform on a patient, for example, 200 patch tests in

one visit. We do patch testing, and [ don't think I could fit 200 or 300 patch tests on a patient in
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a visit. It's not physically possible.” He explained that gencrally PT involves between 65 and 80
patch tests at a ime. (Tr. 222.)

The Respondent billed $3000 for PT on Patient | for 300 patch tests on May 1, 2014, On
May 3, 2014, the Respondent, however, wrote “no reaction”™ for the results of 70 patch tests, As
Dr. Delich explained, “there's documentation for 70 patch tests, but there's billing for 300.” (Tr.
227)

The Respondent billed $2000 for PT on Patient 4 for 200 patch tests on June 17, 2013.
The Respondent wrote “no reaction” for the results of 66 patch tests (although the results form is
missing a page (page three of three, which generally has four allergens listed)).

The Respondent bilted $1000 for PT on Patient 6 for 100 patch tests on March 24, 2014,
The Respondent marked the results of 70 patch tests, which showed a reaction to nickel.

The Respondent billed $1000 for PT on Patient 7 for 100 patch tests on July 18, 2014.
On July 21, 2014, the Respondent marked “no positive reaction™ for the results of 70 patch tests.

The Respondent billed $3000 for PT on Patient 9 for 300 patch tests on May 29, 2014.
On June J, 2014, the Respondent wrote “Negative Response™ for results of 70 patch tests. As
Dr. Drelich testified, “And then there was, for example, billing for 300 patch tests, but the
cvidence in the record is for only 70 patch tests.” (Tr, 248.)

The Respondent billed $1000 for PT on Patient 10 for 100 patch lests on August 23,
2014. The Respondent wrote that the test was “incomplete” for the results of 70 patch tests. Dr.
Drelich testified, “the record indicates 70 patch tests, but the patient was billed for 100.”

The Respondent’s exceptions for Patients 1 and 7 state that he “no longer bills for patches
that fall off a patient or are otherwise unable 10 use once opened for a patient.” For none of the

patients discussed nbove, however, did the Respondent record that paiches fell off or were



otherwise unable 1o use once opened for a patient, nor did the Respondent specify or detail any
mishaps for any paticnts that would explain the discrepancies between the number of patch tests
billed and the number recorded as performed. The Respondent routinely billed for more patch
tests than he actually performed, constituting unprofessional conduct in the practice of medicine,
in violation of Health Occ. § 14-404(a)(3)(ii).

Il. UNNECESSARY AND UNINDICATED TESTING

1. UNINDICATED PT AND EXCESSIVE ALLERGENS TESTED ON STPh

The Respondent routinely performed testing that was unncccssary, unindicated, and
excessive. He ofien performed PTs when there was no indication. On numerous occasions with
the SPTs, the Respondent unnecessarily tested a full panel of allergens (264). This was evident
with his testing of food allergens when there were no complaints, symptoms, or indicators for
these tests,

The Respondent billed for a full panel SPT (264 allergens) on Patient 1 on six occasions.
A full Panel was unnecessary and not indicated. On each of these SPTs there was “no indication
for SPT for food atlergens beyond nuts.” (Dr. Jani, Tr. 36.) As Dr. Drelich explained, there may
have been justification to test for nuts “but not for 100-and-some-odd other foods.” (Tr. 229.)

On at lcast two occasions the Respondent billed for a full pancl SPT on Patient 3, which
included extensive testing of food allergies. The testing for food allergens was not indicated:
“there’s no history of food allergy.” (Dr. Drelich, T. 234.)

On July 18, 2014, the Respondent performed PT on Patient 7. Both experts for the State
testified PT was not indicated. Dr. Jani testified, “There was ne documentation to support the
need for patch testing.” (Tr. 87.) Dr. Jani further testified in support of her opinion that the

Respondent engaged in gross overutilization that “in the case of patch testing, it being applied
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when it was not indicated.” (/d) Dr. Drelich testified. “And the paticnt was tested for sn
excessive number of patch tests for contact dermatitis, but there is no history to suggest contact
dermatitis.” (Tr. 244-45) The ALJ found, “there was no patient history or presentation to
support the PT.” (ALJ’s Proposed Decision ut 47.) The Respondent’s exceptions contend, “The
record does not support finding Respondent did not document need for PT. The use of Nexium
may indicate acid reflux and may therefore indicate for PT. (R-2 a1 445-46).” (Exceptions at 6.)
There is, however, no documentation that Patient 7 was taking Nexium. The transcript pages the
Respondent references concemn Patient 6, not Patient 7. In fairness, the ALJ also incorrectly
wrote, “The Respondent administered PT because Patient 7 took Nexium." (ALJ's Proposed
Decision at 16, § 80.) In any case, the Panel does not find that Patient 7 was taking Nexium. PT
wis not indicated for Patient 7. Thus, in addition to billing for more patch tests than performed
for Patient 7, the PT in general was unjustified. Morcover, on two occasions the Respondent
billed for full panel SPTa on patient 7, which were unnecessary. Dr. Drelich explained, “the
patient was tested for an excessive number of food allergens which there [is] no [ ] history to
suggest it.” (Tr. 244.)

There was no indication for PT for Patient 8. Both experts for the State correctly testified
that PT was unindicated and unneccssary. Thus, in sddition to billing for more patch tests than
performed for Patient 8, there was no justification for any PT.

There also was no indication for PT for Patient 9. In cxplaining the basis for her opinion
that the Respondent engaged in gross overutilization, Dr. Jani included, “patch testing not being
indicated, but performed.” (Tr. 92) Thus, in addition to billing for more patch tests than

performed for Paticnt 9, no PT was needed. Furthermore, the Respondent twice billed for full
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panel STPs for Patient 9, which included tests that were excessive and irrelevant. (Dr. Jani, I,
92; Dr. Drelich, Tr. 249.)

The Respondent billed for a full Panel STP on Patient 10, which included an excessive
number of unnecessary testing for specific allergens. Dr. Drelilch testified, “I do not see an
indication for food allergy testing.” (Tr. 251.) Dr. Jani testified, “Again, an excessive number of
skin tests not supported by the patient complaints.™ (Tr. 94.) Additionally, there was no
indication for the PT the Respondent performed on Patient 10. And, as mentioned previously,
the Respondent billed for more PT than he actually performed. The Respondent then failed to
show up for the subsequent two follow-up appointments, thus, the Respondent was not shle to
read the results of the PT.

Performing the unnecessary and unindicated testing, as described above, constitutes gross
overutitization of health care services, in violation of Health Occ. § 14-404(a)X19).

2 UNNECESSARY REPEAT SPTs

Patient 2 complained of chronic hives, which the patient had for approximately two years
prior to his first visit with the Respondent. The Respondent, nonctheless, performed SPT on at
least five occasions, and billing $2640 for SPTs on five occasions for a total of $13,200. Dr.
Drelich correctly explained that a patient with hives “would, in fect, make skin testing very
difficult to perform or interpret.” He further testified, there was “both excessive and unnecessary
allergy skin testing for environmental and food allergics in a patiemt with two years of chronic
urticarial [hives] which he - ultimately, dermographism does not merit any of that testing.” The
SPT results, in fact, were equivocal or generalized. During the first visit, the Respondent
performed a SPT with equivocal results, and RAST testing was obtained. After this visit, as Dr.

Drelich explained in his peer review report, “any further skin testing would not be necessary.”
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(Drelich’s pecr review report at 6.) Afler that visit, the Respondent performed SPTs on four
more occasions. The Panel finds the repeat SPTs were unnecessary and unjustified.

The Respondent billed for SPT's for Patient 5 on four occasions. The first SPT had a poor
histamine response, but the second SPT (April 19, 2014) had adequate resuttn, Nonctheless, the
Respondent documented that he performed two more SPTs (May 1, 2014, and May 13, 2014).
There was no justification for repeating the SPTs afier an adequate response. The Respondent
noted that the patient had a late phase reaction from the SPT from April 19, 2014, but this would
not justify repeat testing.

On May 29, 2014, the Respondent performed a full pancl SPT on Patient 9. The
Respondent then unnecessarily repeated the SPT on Junc 3, 2014. A late phase reaction did not
justify repeat the SPT.

The unnecessary and unindicated testing described above constitutes unprofessional
conduct in the practice of medicine, in violation of Health Oce. § 14-404(a)(3Nii), and gross
overutilization of health care services, in violstion of Health Occ. § 14-404(a)(19).

3 SPT HISTAMINE RESPONSES

Taking antihistamines within a short period before a SPT will invalidate the SPT, thus a
patient must discontinue taking antihistamines before a SPT. If testing shows a negative
histamine response (an antihistamine was taken too close to the SPT), one does not know if
negalive responses (o the allergens tested are duc o the antihistamine or to the patient being non-
allergic. If there is an invalidated SPT because of a negative histamine response, the physician
should obtain a positive histamine response prior to performing a subsequent SPT, which the

Respondent did not do.
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Patient 1's first visit, on April 15, 2014, included a SPT which was uninterpretable
becausc the patient took an sntihistamine before the visit. The Respondent billed $2640 for the
SPT. On the second visit, April 18, 2014, the Respondent did not perform s histamine test prior
to conducting another SPT, and the SPT was again uninterpretable, because the patient had taken
“cough medicine” before the visit. The Respondent billed $2640 for the SPT. On April 24,
2014, the Respondent performed another SPT without first testing for a histamine response. The
results of the test were “equivocal response to histamine.” The Respondent billed $2640 for the
SPT. On Muy I, 2014, the Respondent performed another SPT, again without first testing for an
antihistamine, but this time, fortunately, there was a positive histamine response indicated from
the SPT, 30 the SPT was adequate. The Respondent billed $2640 for the SPT.'  Both of the
State’s experts found that it was improper for the Respondent to conduct a SPT afler the first
SPT was invalidated due to a negative histamine respoase without conducting a histamine test
prior to any subsequent SPT. The Respondent’s failure to do so resulted in two further
invalidated SPTs for which he billed a combined $5,280.

In addition to Patient |, Patients 2, 3, 4, 5, and 10 also had negative histamine responses
on their initial SPTs. Based upon the number of patients with negative histamine responses, the
ALJ determined that the Respondent fuiled to notify his patients to stop taking antihistumines
prior to the visit. The ALJ did not accept the Respondent's testimony that he did instruct his
patients to stop taking antihistamine before their visits. The Pancl accepts the ALJ's finding that

the Respondent did not instruct his patients to stop taking antihistamines before their visits.

¥ Az described above, the Respondent again performed another SPT on May 10, 2016, billing for
$2640 for that STP, and billed $2640 for a SPT on March 24, 2016, although no visit occurred or
SPT actually occurred on that date.



The Respondent’s failure to obtain valid SPT results due to negative histamine responscs
resulted in numerous repeated tests that otherwise would have been unnccessary and fits within
his pattern of unjustified testing and billing. As Dr. Jani testified, “There is also a pattern of
reporting negative histamine response to the initial excessive number of Iests o justify repeat
testing.” (Tr. 64.) The Respondents actions and omissions which resulting in poor or negative
histamine responscs on SPTs constitutes unprofessional conduct in the practice of medicine, in
violation of Health Occ. § 14-404{a)(3)ii); and gross overutilization of bealth care services,
Health Occ. § 14-404(a)(19).

IIl. UPCODING

On almost every patient visit, the Respondent billed under the highest billing level (CPT
code 99245), which Dr. Drelich explained is meant for an “initial consultation, and in none of the
records is there the level of complexity documented in the record to bill for that leve! of
complexity.” (1r. 244.) The ALJ specifically found that the Respondent unjustifisbly billed
under CPT code 99245 for Patients 1, 2, 5, 7, and 9. The Panel accepts the ALJ’s determination
that the Respondent upcoded (billed under Code 99245 when the level of services required for
that Code were not provided) for those patients. The Panel does not consider the initial visits for
these patients to have been upcoded. The subsequent visits for Patients |, 2, §, 7, and 9 thet were
billed under CPT code 99245 were improperly upcoded and constitute unprofessional conduct in
the practice of medicine, in violation of Health Occ. § 14-404(a)(3Xii).

IV. STANDARD OF CARE
While the focus of this decision is the Respondent’s unprofessional conduct and his gross

overutilization, his conduct also constitutes a violation of the standard of care, as described here.
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Conceming Pstient 1, according to the experts for the State, the Respondent’s repeated
unnecessary lesting violated the standard of care. The Panel accepts the testimony of the experts,

Concerning Patient 9, the State’s experts agreed thst the Respondent’s excessive and
unnecessary lesting violated the standurd of cure. The Panel sgrees with the State’s experts.

Basced on the above findings, with respect to Patients | and 9, the Respondent failed to
meet the appropriate standards as determined by appropriate peer review for the delivery of
quality medical care performed in this State, in violation of Health Occ. § 14-404(a}(22).
V. FAILURE TO KEEP ADEQUATE RECORDS

The State’s experts often considered the lack of documentation for testing which the
Respondent billed to be both a violstion of Health Occ. § 14-404(a)(40) (failure to keep adequate
records) and Health Occ. § 14-404(a)(3)(ii) (unprofessional conduct). In many cases, the lack of
documentation helped demonstrate that the Respondent billed for testing that he did not perform.
The Panel considers these instances unprofessional conduct, as opposed to failure 10 keep
adequate records. There were, however, several instances in which the Respondent’s records
clearly demonstrate a straightforward recordkeeping violation, under of Health Occ. § 14-
404(a)(40).

The Respondent failed to document an adequate history of Patient |'s asthma and food
allergies. The Respondent did not record medications, symptoms, triggers, onset, or frequency.
The Respondent disputes that there was not a8 full history of the patient’s asthma and points to
paragruph 11 of the ALJ"s findings of fact, but this paragraph appears to concern the patient’s
seasonal allergies, not asthma. The Respondent also refers in general to bis progress notes, but,
again, the Panel cannot identify the necessary history specific to asthma, as opposed to the

scasonal allergies. Additionally, the Respondent billed $2640 for 264 allergens on six occasioas,
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but there are only three forms with test results. Each time a SPT is performed thete should be
documentation of allergens tested, the resulls for each allergen tested, and the date the test was
performed, One form has two dates on it: 4/15/14 and 4/18/14. Each page has one signature of
the Respondent. It is unclear when the Respondent completed this form. That should have been
clear, His documentation of SPTs was substandard.

The Respondent billed for four SPTs for Patient S purportedly perfonmed on April 15,
2014; April 19, 2014, May 1, 2014, and May 13, 2014, The Respondent billed for the testing of
264 allergens with each of these SPTs. Each SPT should be documented with each of the
allergens tested, the results, and the date of the test.  The records, however, contain only three
forms with SPT results. One results form pertaing to April 15, 2014 (“poor histamine response™).
Another results form is dated April 19, 2014, and lists 96 allergens tested, although he billed for
264, The other results form is dated “4/15/14 - $/29/15,” which were the dates of the first and
last of the six patient visits. This form does not distinguish the dates of any of the tests, and one
cannot discern when any of these allergens were tesied. [n addition, on May 1, 2014, the
Respondent billed $3000 for 300 patch tests, but there is no results form for the PT, which
should list the allergens tested, the results, the date of the test, and the date of the reading. The
Respondent only wrote “negative - (no reaction)” in the progress notes,

Based upon the findings described above, the Respondent failed to keep adequate
medical records as determined by appropriate peer review, in violation of Heaith Occ. § 14-
404(a)40}.

Summary of Conclusions of Law
As described above, the Respondent: is guilty of unprofessional conduct in the practice of

medicine, in violation of Health Occ. § 14-404(a)(3)(ii); grossly overutilized health care services,
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in violation of Health Occ. § 14-404(a)(19); failed to meet the appropriate standards us

determined by appropriate peer review (or the delivery of quality medical care performed in this

State, in violation of Health Occ. § 14-404(r)(22); and failed to keep adequate medical records as

determined by appropriate peer review, in violation of Health Ove. § 14-404(a)(40),
SANCTION

The ALJ recommended the revocation of the Respondent's license. The ALJ found that
the Respondent’s aver-billing was deliberate and included billing for testing he did not perform.
The ALJ aiso emphasized that his over-billing was not isolated and that he made no efforts to
restify it, According to the ALJ, his “offenses were part of a pattemn of detrimental conduct.”

The Respondent flled sn exception to the ALJ's recommended sanction. The Respondert
states that the Respondent has no prior disciplinary history and that “no patient was harmed.”
The Respondent argues he has rehabilitative potential and his conduct “was not committed in the
deliberate fashion with which the ALJ concluded.” The Respondent clasims that his poor
recordkeeping skills “undeniably contributed to the ALJY’s finding of deliberate conduct.” The
Respondent contends that his practice could improve through a comprehensive recordkeeping
course and a supervisor for his billing and medical records. he Panel finds this inadequaste.

The Panel finds the Respondent’s practices disturbing and intolernble. Certsinly, the
Respondent’s over-billing was not isolated. It consumed his practice. His practice was replete
with different schemes to bill for services that were not performed and for services that were
performed but not indicated. And there is no doubt his conduct was deliberate. The Panel also
finds unacceptable the number of inaccurate, contradictory, and false documents he produced.

The Panel agrees with the ALJ that revocation is appropriate.
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ORDER
Based upon the Findings of Fact and Conclusions of Law, it is, by an sffirmative vote of
a majority of the quorum of Board Disciplinary Panel B, hereby
ORDERED that the license of Sampson Sarpong, M.D. (o practice medicine in Marylsnd
(License No. D39249) is REVOKED; and it is further

ORDERED that this is a public document.

H»uzysf 8 2017

Date

NOTICE OF RIGHT TO APPEAL

Pursuant to § 14-408(a) of the Health Occupations Article, Dr. Sarpong has the right to
seek judicial review of this Fina! Decision snd Order. Any petition for judicial review must be
filed within 30 days from the date this Fina! Decision and Order was sent to the Respondent.
The petition for judicial review must be made as directed in the Maryland Administrative
Procedure Act, Md. Code Ann., State Gov't § 10-222, and Maryland Rules 7-20] ¢/ seq.

If Dr. Sarpong petitions for judicial review, the Board is a party and should be served
with the court’s process. In addition, Dr. Sarpong should send & copy of his petition for judicial
review to the Board’s counsel, David Wagner, Assistant Attorney General, Officc of the
Attorncy Genersl, 300 W, Preston Street, Suite 102, Baltimore, Maryland 21201. The
administrative prosccutor is not involved in the circuit court process and does not need to be

served or copicd on pleadings filed in circuit court.
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Attachment D: Request for Summary Suspension

[ 3
-

P i Tt

DeH Government of the District of Columbia
JEPARTMEMT Of pEALTH Department of Health

i

Hoalth Regulstion and Licensing Adminisirstion

December §, 2017

Eric Glover, Esq.

Chief - Civil Enforcement Section
Office of the Attorney General

441 4™ Street, N.W_, Suite 630 South
Washington, D.C. 20001

Re.: Sampson B. Sarpong, M.D.
14819 Kimberwick Drive
Bowle, MD 20718
MD33881

Dear Mr. Glover:

The District of Columbia Department of Health (“the Department™) requests that your
OfTice prepare a Notice of Summary Suspension to summarily suspend Dr. Sampson Sarpong’s
medical license, License No. MD33881. Dr. Sarpong has been licensed to practice medicine in
the District of Columbia since 2002, and recently renewed his license on January |, 2017.
Currently, Dr. Sarpong’s District lioense is in active status. See My License Office (D.C.
Licensing Information) - Attachment A. Dr. Sarpong was also licensed to practice medicine in
Maryland, until the Maryland State Board of Physicians revoked Dr. Sarpong’s license to
practice medicine in that state. See Maryland State Board of Physicians Fimal Decision and
Order - Attachment B.

By a Final Decision and Order (“the Order™), dated August 8. 2017, the Maryland State
Board of Physicians (“the Maryland Board™) revoked Dr. Sarpong’s license to practice medicine
in Maryland. The revocation of Dr. Sarpong’'s license resulted following an extensive
evidentiary hearing before the Maryland Office of Administrative Hearings’ (“*OAH™)
Administrative Law Judge (“ALJ™). Following the hearing, the ALJ issued a proposed decision,
finding that Dr. Sarpong had violated the Maryland Medical Practice Act in that he engaged in
unprofessional conduct in the practice of medicine (Health Occ. § 14-404(a)(3Xii)); grossly
overutilized health care services (Health Occ. §14-404(a)(19)); failed to mect the appropriate
standards of quality medical care (Health Occ. § 14-404(a)(22)); and failed to keep adequate
medical records (Health Occ. §14-404 (aX40)). The ALJ recommended revocation as the
appropriate discipline for the violations. After the Respondent filed his exceptions to the ALJ’s
recommended decision, the Maryland State Board Disciplinary Panel B (“the Panel™) thoroughly
reviewed the ALJ’s recommended decision, the evidence that was presented, and Dr. Sarpong's
exceptions to the decision, and found that Dr. Sarpong was:

...guilty of unprofessional conduct in the practice of medicine, in violations of

Health Occ. § 14-404(a)}(3)Xii)); grossly overutilized health care services in

899 North Capitol Strect. N.E. + 2nd Floor + Washington, D.C. 20002 - Phone (202) 724-8500 « Fax (202) 442-8117



violation of Health Occ. §14-404(a)19); failed to meet the appropriate standards
as determined by appropriste peer review for the delivery of quality medical care
performed in this State [Maryland] in violation of Health Occ. § 14-404(a)X22);
and feiled to keep adequate medical records as determined by appropriate peer
review, in violation of Health Occ. §14-404 (a)(40). Order, pp. 37 - 38.

The Panel agreed with the ALJ's recommended disciplinary sanction of revocation, finding Dr.
Sarpong’s “practices disturbing and intolerable.” The panel found that his over-billing
“consumed his practice. His practice was replete with different schemes to bill for services that
were not performed and for services that were performed but not indicated. And there is no
doubt his conduct was deliberate.” ., p.38.

The Maryland Board based its decision on the following underlying finding of facts,
among others:

e The Respondent billed for services that were not provided. On scveral occasions,
Respondent billed for testing and services on days in which there was no patient visit
or encounter. The Respondent billed for Spirotomy (SP) tests, a pulmonary function
test, that were not performed. The Respondent billed for more patch tests than he
performed. The peer reviewer testified that it was not physically possible to “fit 200
or 300 patch tests on a patient in a visit.” A patch test, which involved placing seven
to eight large patches on a patient, each of which has ten (10) individual patch tests, is
used to diagnose allergic disorders in a patient who has contact dermatitis. The peer
reviewer testified that patch test usually involve between sixty-five (65) and eighty
(80) patch tests at a time. The Respondent billed numerous times for 100 - 300 patch
tests allegedly completed on one time for numerous patients.

e The Respondent routinely performed unnecessary and unindicated testing. On
numerous occasions Respondent unnecessarily tested for a full panel of allergens
when there were no complaints, symptoms or indicators for the tests. These tests
included skin prick tests and patch tests. He performed unnecessary repeat skin patch
tests either that were inappropriate in the first place, or afler confirmed results or late
phase reactions, which would render additional skin patch testing unjustified.
Respondent also failed to conduct histamine tests on patients whose first skin prick
test was uninterpretable due to the patient having taken a histamine, which resulted in
numerous uninterpretable skin prick tests. Also, due to the high number of
Respondent’s patients who were taking histamines prior to their testing, Respondent
was not advising his paticnts to not take antihistamines prior to testing.

e On almost every patient visit Respondent routinely billed under the highest billing
level (CPT code 99245) without justification. Thst code, used for initial
consultations, was billed by Respondent for subsequent visits without the level of
services that code would require.

e For two patients, due to Respondent’s repeated, excessive and unnecessary testing,
Respondent violated the standard of care.

e Respondent also failed to keep adequate medical records. The Maryland Board
considered numerous deficiencies in the medical records, as in lack of documentation
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for testing for which Respondent would thea bill, to be indicative of unprofessional
conduct. In addition to that, however, the Maryland Board found Respondent failed
to document an adequate history of a petient’s asthma and food allergies, and failed to
document test results for different allergens for two patients,

The ALJ recommended revocation of the Respondent’s license because his “offenses
were part of a pattern of detrimental conduct.™ The Respondent filed an cxception to the
recommended sanction, stating that he had no prior disciplinary history, no patients were
harmed, and his errors were due to poor recordkeeping skills which could be improved through
alternatc measures, namely a record-keeping coursc and & supervisor for his billing and medical
records, The Maryland Board disagreed with the Respondent and found bis practices “disturbing
and intolerable” and had “no doubl his conduct was deliberate.”™ ht found unacceptable the
“number of inaccurate, contradictory, and false documents™ produced by the Respondent As 3
result the Board decided to revoke Respondent’s license. /d.

The following serves as thc basis for the request to issuc 8 Notice of Summary
Suspension:

The Maryland State Board of Physicians revoked Dr, Sarpong’s license to practice
medicine in Maryland. The Maryland Board concluded that Dr. Sarpong violated
the Maryland Medical Practice Act, Health Oce. §§ 14-404(a)(3)(ii), unprofessional
coaduct in the practice of medicine; 14-404(a)(19), grossly overutilizing health care
services; 14-404(a)(22), failing to meet the appropriate standards of quality medical
care; and 14-404(a)(40), failing to keep adequate medical records. Feoc this reason,
the Mayer of the District of Columbia may summarily suspend or restrict, without a
hearing, the D.C. license te practice the same profession or eccupation revoked or
suspended In another jurisdiction which has mot beem reinstated within that
jarisdictioa, pursuant te D.C. Official Code § 3-1205.15(a)(1XA)-

Pursuant to D.C. OfTicial Code §3-1205.15(a)}{1)(A). Dr. Sarpong’s license to practice medicine
in District may be summarily suspended, without a hearing, solely upon the finding of a
revocation in another junsdiction. Therefore, the Department asserts Dr. Sarpong’s revoked
status in Maryland supports a basis for the summary suspension of his D.C. license.

Enclosed is a copy of the Department’s file in this matter. Please contact me or Suzanne
Fenzel, Counsel to the Boerd of Medicine st (202) 724-891$, should you nced any other
information.

Sincerely,

Sharon Williams Lewis DHA, RN-BC, CPM
Senior Deputy Director

Health Regulation and Licensing Administration

Aftachments
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Attachment E: Information Request

_‘} MARYLAND
De nt of Health Board of Physicians
Larry Hogan, Govemor  Boyd Rutherford, Lt Governor - Denais Schrades, Secretary

December 14, 2017

Lisa Robinson
899 North Capitol Street, N.E. 2* Fioor
Washington, D.C. 20002

Re: Sampsoa Sarpong, M.D.
Dear Ms. Robinson:

Pursusnt to the Maryland Public Information Act (P1A), Md. Code Ann., Thle 4 of the General
Pravisions (GP) Article, | am responding to your letter received by the Maryland Bosrd of Physicians
(Board) on December 8, 2017 requesting information on Dr. Sampson Sarpong

In particular, your request includes the following:

s Charging Document
o A certified copy of the charging document for Case Number: 2015-0174A has been

provided.

* Final Decision and Order
o A certifled copy of the order for Case Number: 2015-0174 has been provided.

e Maedical School and Graduation Date
o Information regarding the medical school sttended and the date of graduation can be
found on the Board's website at hitps:/www.mbpstate.md.us/ and searching with the
practitioner’s last name or license number.

» Licensee’s Date of Birth
¢ Disclosure of the date of birth of a practitioner is prohibited by section 4-333 of the

General Provisions Article, Annotated Code of Maryland.

Pursuant to GP § 4-362 you are entitled to seek judicial review of this decision. You may refer any
concemns about this decision to the Public Access Ombudsman in accordance with GP § 4-1B-01 &1

8eq.
Please contact Jasmin Johnson at (410) 764-4770 if you have any questions about this response.

Sincerely,

»2(,01\ (% ‘Kﬂﬁ-\l 3)
isi Koya, Director

Communications, Education and Policy
YK/jj

4201 Pancrson Avenwe - Baltimore, Marylend 21213
Toil Froe |-877-463-3464 - TTY/Marylsad Relay Sorvice t-800-735-2258
Web Site: www.mbp.stste.md uz



Attachment F: NOI

GOVERNMENT OF THE DISTRICT OF COLUMBIA
BOARD OF MEDICINE

IN THE MATTER OF:
SAMPSON B SARPONG, M.D.

Respondent

NOTICE OF INTENT TO TAKE DISCIPLINARY ACTION

To: Sampson B. Sarpong, M.D.
14819 Kimberwick Drive
Bowie, Maryland 20715
MD 33881

In accordance with the provisions of the District of Columbia Administrative
Procedure Act, D.C. Official Code § 2-509. the District of Columbia Health
Occupations Revision Act of 1985, D.C. Official Code § 3-1205.19(a); and Section
4102 of Title 17 of the District of Columbia Municipal Regulations (DCMR); the
Board of Medicine (the Board) hereby gives you notice that it proposes to take
disciplinary action against you with respect to your license to practice medicine in
the District of Columbia, License No. MD 33881.

You have the right to request a hearing on this matter by deliveriag a letter
to the Board, in person or by certified mail, within twenty (20) calendar days after
service of this notice. The request for a hearing must be submitted to Suzanne Fenzel,
Assistant General Counsel, D.C. Department of Health, Board of Medicine, 899 North
Capitol St. N.E., 2+ floor, Washington, D.C. 20002. If a hearing is not requested
within the time and in the manner specified, the Board will take the proposed
action without a hearing. Should you request a hearing however, the Board will
notify you of the hearing date.

The District of Columbia is represented by the Office of the Attorney General
for the District of Columbia in these proceedings. A copy of your hearing request
and any pleading or other written communication addreesed to the Board should
also be delivered to Amy Schmidt and Pete Chattrabhuti, Assistant Attorney
Generals, Office of the Attorney General for the District of Columbia, Civil
Enforcement Section, 441 Fourth Street, N.-W_, Suite 630 South, Washington, D.C.
20001. Ms. Schmidt can be reached at (202) 727-6278.



You may appear personally at such a hearing and you may be represented by
legal counsel. You have the right to produce witnesses and evidence on your behalf,
to cross-examine witnesses against you, to examine evidence produced, and to have
subpoenas issued on your behalf to require the production of witnesses and
evidence.

All hearings are conducted before the Board in the English language. If you
or any witnesses to be called are deaf, have a hearing impediment or cunovt readily
understand or communicate the spoken English language, an application may be
made to the Board for the appointment of a qualified interpreter.

The baais of the contemplated action is certain information received by the
Board which, if proven to be true, justifics taking the proposed action pursuant to
D.C. Official Code § 3-1205.14(c).

The charge upon which the proposal to take disciplinary action is based is set
forth below.

Chargel: You were disciplined by the Maryland State Board of Physicians
(Maryland Board) for conduct that would be grounds for
disciplinary action under D.C. Official Code § 8-1205.14 aX1D),
(18) (25) (26) (37) and and (45), for which the Board may take
action under D.C. Official Code 3-1206.14(a)(3).

By a Final Decision and Order dated August 8. 2017, the
Maryland Board (Board) revoked your license to practice
medicine. This decision was made after an extensive evidentiary
hearing before the Maryland Office of Administrative Hearings.
The Administrative Law Judge (AL.)) in that case recommended
revocation. You filed your exceptions to that decision to the Board
and the Board followed the recommendation of the ALJ.
Specifically, the Maryland Board found that you engaged in
unprofessional conduct in the practice of medicine, grossly
overutilized health care services, failed to meet the appropriate
standards of quality medical care and failed to keep adequate
medical records.

Please note that under 17 DCMR § 4103.2, your failure to appear at the time
and place set for the hearing, either in person or through counsel, or both, will not
preclude the Board's proceeding in this matter.



G240 | B @/»»Q/L__ﬂ

Date Andrea Anderson, MD, FAAFP
Chair
Board of Medicine



Attachment G: NOI Tracking

AUN2DH

USPS Tracking®

USPS com® - USPS Tracsing £ Resulty

FAQs ) (https://www.usps.com/faqs/uspstracking-fags.htm)

Track Another Package +

Tracking Number: 70170660000097973831 RSOV

Duplicate

Duplicate

Muiltiple items found.
Need More Detalls »

Weqpasy



4102009 URPS.com® - UGPS Trucanp® Resuls

U SPS Tra c kin g" FACE ) (hitpev/wweiuspo.com/fags/uspstracking-tags.htm)

Track Another Package +$

Tracking Number: 70170660000097973831 Parnove, X

Your package Is moving within the USPS network and ia on track to be delivared to it final
destination, it is currently In transit to the next facility.

In=Transit

Novernber 24, 2018
in Transit to Next Pacility

PRGpaa4

Tracking History

November 34, 2018
In Transhk to Next Facility
Your package s moving within the USPS network and is on track to be delivered to Re final destination, It is

currently in transit to the next facility.

Novemnber 23, 2018, 9:31 pm
Daparted USPS Regional Faciity
WASHINGTON DC DISTRIBUTION CENTER

November 23, 2018, 12:98 am
Amived at UBPS Regional Facility
WASHINGTON DC DISTRIGUTION CENTER

Novernber 19, 2016, 9:07 on
Departed USPS Regional Onigin Facifty
GAITHERBBURG MD DISTRIBLITION CENTER

olt. s, conaarT o inpurtsonvesesate Labolyt 017065000009 7073831 BaCreciadiabaiCount= 100 sonddset=1.,, 1M




41192019 USPB.com® - USPS Tracking® Remite

November 16, 2018, 11:52 am
Amived at USPS Regional Origin Facility
GAITHERSBURG MD DISTRIBUTION CENTER

Novarnber 18, 2018, 4:54 pm
Astived at USPS Regional Origin Facility
SOUTHERN MD DISTRIBUTION CENTER

November 14, 2018, 8:38 pm
Dsparted USPS Raglonal Facity
QAITHERSBURG MD DISTRIBUTION CENTER

November 14, 2018, 7:48 pm
Arrived at USPS Regional Qrigin Facllity
GAITHERSBURQ MD DISTRIBUTION CENTER

November 13, 2018, 10:18 am

Departed USPS Raglonal Fucliity
WASHINGTON DC DISTRIBUTION CENTER é

November 8, 2018, 4:38 pm
Arrived at USPS Reglonal FacilBity
WASHINGTON DC DISTRIBUTION CENTER

November 8, 2016, 1:22 am
Arrived at USPS Reglonal Origin Facility
BALTIMORE MD DISTRIBUTION CENTER

November 5, 2018, 6:19 pm
Departed Post Office
CROFTON, MD 21114

November 5, 2018, 4:48 pm
USPS plcked up item
CROFTON, MD 21114

October 13, 2018, 6:44 am
Oeparted USPS Raglonal Facility
SOUTHERN MO DISTRIBUTION CENTER

mm-:m.meommnmm_Jmm-mm_am|m'mmoonmm1mw-mmmm_mmmo... Fo



412010 USPS com® - UBPS Tracuny® Resulls

Octaber 12, 2018, B:27 pm
Arived &t USPS Ragional Origin Facility
SOUTHERN MD DISTRIBUTION CENTER

October 12, 2016, 1221 am
Arrived at USPS Regional Origin Facility
GAITHERSBURG MD DISTRIBUTION CENTER

Produot Information

Seo Loss A

Can't find what you’re looking for?
Go to our FAQs section to find answaers o your tracking questions.

POGRIAY

FAQs (https://www.usps.com/faqs/uspstracking-fags.htm)

htipia Soots. UApY comig/ TrackConfimmaction_inputMfssastruedile_ILabein 1 #701 106000000797 1831 AsChockedLaselCountr 15gis_senddatal=10 34
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