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Quote of the Issue 
“If there is no struggle, there is no progress.” 

Frederick Douglass 

Insurance Criminal Appeals After Pleading Guilty 

Ohio Court Allowed Insurance Criminal to Change Felony to Misdemeanor Only to Face an Appeal 
Sandy Diane Pinney, appealed the March 2, 2021 judgment of the Ashtabula County Court of Common Pleas overruling her motion 
to dismiss due to pre-indictment delay, and the March 30, 2021, judgment sentencing her to twelve months community control on one 
count Insurance Fraud. In State of Ohio v. Sandy Diane Pinney, 2021-Ohio-3483, No. 2021-A-0013, Court of Appeals of Ohio, 
Eleventh District, Ashtabula (September 30, 2021) the Ohio Court of Appeal dealt with the claim. 
FACTS 
Ms. Pinney, a fairly incompetent insurance fraud perpetrator, in October 2018, staged a fall on a broken egg while shopping at Wal 
Mart. Much to her surprise, she was actually injured and suffered a broken ankle.  Wal Mart denied her insurance claim and she 
received no monetary compensation. An investigation was submitted to the prosecutor’s office in 2019. 
Meanwhile, in August 2021, Pinney was under indictment for an unrelated offense, to which she pleaded guilty and served a twelve-
month prison term. In October 2020, after her release in the unrelated matter, the state charged her with one count Insurance fraud in 
violation of R.C. 2913.47(B)(1) &(C), a felony of the fifth degree, in relation to the Wal Mart fall. 
Pinney filed a motion to dismiss due to a pre-indictment delay arguing prejudice in that she was deprived of the ability to argue for a 
concurrent sentence, or from seeking a negotiated plea that would have concluded the matter prior to her release from prison. 
Additionally, she argued that although the events occurred in 2018, the conviction appears on her record in 2021, after the completion 
of the 2019 prison sentence. The trial court overruled her motion, finding there was no evidence that the State was negligent or 
intentional in the delay, and that appellant failed to demonstrate prejudice in preparing her defense due to the delay. 
In March 2021, Pinney, seeing a conviction on the way, withdrew her not guilty plea and entered a plea of no contest to an amended 
count one, Insurance Fraud, in violation of R.C. 2913.47(B)(1), a misdemeanor of the first degree. By so doing she avoided jail and 
the court sentenced her to a twelve-month period of community control. 
ANALYSIS 
In reviewing a trial court’s decision on a motion to dismiss for preindictment delay, the court reviews only the legal issues, but affords 
great deference to the trial court’s findings of fact. 
When unjustifiable preindictment delay causes actual prejudice to a defendant’s right to a fair trial despite the state’s initiation of 
prosecution within the statutorily defined limitations period, the Due Process Clause affords the defendant additional protection. 
the Supreme Court of Ohio clarified that preindictment delay violates due process only when it is unjustifiable and causes actual 
prejudice. Once a defendant presents evidence of actual prejudice, the burden shifts to the state to produce evidence of a justifiable 
reason for delay. If the defendant fails to show actual prejudice, the state need not present evidence justifying the delay in the case. 
To demonstrate prejudice, Pinney must point specifically to how she was prejudiced, and the showing must be concrete, not 
speculative. This court has made it clear that speculation does not show actual prejudice. The possibility of faded memories, 
inaccessible witnesses, and lost evidence is insufficient to demonstrate actual prejudice. Thus, mere possibilities do not prove actual 
prejudice. 
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Pinney argued that the delay in prosecution deprived her of the ability to argue for concurrent sentences or negotiate the plea in the 
unrelated case. The state argued that her argument must fail because she presented no evidence of this allegation to the trial court. 
Pinney’s argument is fundamentally, and fatally, speculative; she argues that she was not permitted the opportunity to argue for 
concurrent sentences. Thus, Pinney failed to show actual prejudice, and her sole assignment of error was without merit. Her sentence 
stood. 
ZIFL OPINION 
Insurance criminals have no honor. After the prosecutors allowed Pinney to plea to a misdemeanor and avoid a return to jail, with 
unmitigated gall and a total lack of appreciation for the kindness provided to her by the prosecutor and the court, appealed the 
conviction because it took the prosecutor too long to arrest her while she was in jail on another charge. Her arguments on appeal were 
specious and she should have had her plea withdrawn and convicted – at trial – on the felony. She got nothing other than waste the 
time of a trial and Court of Appeal. 

Wisdom 
“All the ill that is in us comes from fear, and all the good from love.” – Eleanor Farjeon 
“All things are bound together. All things connect.” – Chief Seattle  
"Guard with jealous attention the public liberty. Suspect everyone who approaches that jewel. Unfortunately, nothing will preserve it 
but downright force. Whenever you give up that force, you are inevitably ruined." —Patrick Henry 
“All journeys have secret destinations of which the traveler is unaware.” – Martin Buber 
Someone's sitting in the shade today because someone planted a tree a long time ago.  – Warren Buffett  
“There are two ways to conquer and enslave a nation. One is by sword. The other is by debt.” – John Adams 
“All tyranny needs to gain a foothold is for people of good conscience to remain silent.” – Thomas Jefferson 
“I think the imagination is the single most useful tool mankind possesses. It beats the opposable thumb. I can imagine living without 
my thumbs, but not without my imagination.” — Ursula K. Le Guin” 
“Every animal leaves traces of what he was; man alone leaves traces of what he created.” — Jacob Bronowski 
“When you are in doubt, be still, and wait; when doubt no longer exists for you, then go forward with courage.” Chief White Eagle,  
"In questions of science, the authority of a thousand is not worth the humble reasoning of a single individual." —Galileo Galilei 
 

Man Bites Dog Story – Aetna Sues Fraud Perpetrators to Recover Fruits of 
Fraud 

New Jersey’s IFPA Helps Victims of Fraud Sue the Fraudsters 

Aetna Health Inc. and Aetna Life Insurance Co. (collectively, “Aetna”) appeal from trial court orders dismissing for failure to state a 
claim their second amended complaint, and denying as untimely their motion for leave to file a third amended complaint, against 
father-daughter defendants Robert W. Kerekes (“Kerekes”) and Susan Nicoll (“Nicoll”). The two were minority owners of 
Biodiagnostic Laboratory Systems, LLC, (“BLS”) which submitted millions of dollars of fraudulent claims to Aetna. David Nicoll 
(“David”) – Nicoll’s husband and Kerekes’s son-in-law – was BLS’s majority owner and was convicted of various federal crimes 
related to the fraud, along with other Nicoll and Kerekes family members and numerous physicians who participated in the scheme. 
In Aetna Health Inc. and Aetna Life Insurance Company v. Biodiagnostic Laboratory Services, L.L.C., et. al., No. A-3335-17, 
Superior Court of New Jersey, Appellate Division (October 7, 2021) the Appellate Division explained that the statutory provisions 
require less detailed pleadings than a common law fraud case. 
FACTS 

Aetna seeks to recover over $32 million that BLS distributed to Kerekes and Nicoll. Aetna contends the funds are proceeds of the 
fraud, and that Nicoll and Kerekes are liable to Aetna under the New Jersey Insurance Fraud Prevention Act (“IFPA”), N.J.S.A. 
17:33A-1 to -30, because they knowingly benefitted from BLS’s fraud and they failed to disclose the fraud to Aetna. Aetna also 
contends that BLS’s payments to Nicoll and Kerekes are voidable under the Uniform Fraudulent Transfer Act (“UFTA”), because 
BLS made them with the actual intent to hinder, delay, or defraud Aetna, as a BLS creditor. 
The principal question here is whether, in its second amended complaint, Aetna adequately pleaded its IFPA and UFTA claims. We 
conclude it did, and the trial court erred by failing to read the complaint indulgently by misapplying the heightened pleading standard 
applicable to fraud claims, and by misconstruing the meaning of “knowingly” as used in the IFPA. Because we reinstate the second 
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amended complaint, we remand to the trial court to consider anew Aetna’s motion to file a third amended complaint, which would add 
claims, among others, for restitution, piercing the “corporate veil,” and imposition of a constructive trust. 
Aetna asserts in the second amended complaint claims against Nicoll and Kerekes under the IFPA and UFTA. Aetna also asserts 
numerous claims against the direct participants in the fraud, including David, Kerekes’s son Kevin Kerekes (“Kevin”) who was a BLS 
salesperson, physicians who accepted bribes to funnel business to BLS, and other BLS employees who paid the bribes. 
Aetna alleged that BLS, through its salespeople and their sham business entities, bribed physicians or paid them kickbacks to refer 
Aetna’s insureds to BLS for laboratory services. BLS then submitted fraudulent insurance claims to Aetna by billing for services that 
BLS did not perform, by double-billing, and by waiving patients’ copays and deductibles. 
Aetna alleged that Nicoll and Kerekes, as principals and owners of BLS, “orchestrated, directed and/or knew of the bribery scheme,” 
and “knowingly benefitted from the scheme to defraud.” 
Aetna alleged, with supporting documentation, that Nicoll and Kerekes acquired twenty-nine and twenty percent of BLS respectively 
– and David acquired fifty-one percent – without paying anything out of pocket. In return for an insignificant investment in a company 
that evidently had little value, Nicoll and Kerekes respectively received disbursements from BLS topping $19 million and $13 million 
over an eight-year period beginning the year following their acquisition. Aetna alleges that under these circumstances, Nicoll and 
Kerekes knew that BLS was not operating within the confines of the law and knew of the fraudulent scheme. 
In addition, Nicoll and Kerekes were both personally named in a lawsuit that Horizon Blue Cross Blue Shield of New Jersey 
(Horizon) brought during the fourth year of their ownership, alleging many of the claims Aetna later raised: that BLS paid kickbacks, 
double-billed, and waived patient responsibility in a fraudulent scheme. 
In lieu of an answer, Nicoll and Kerekes moved to dismiss the second amended complaint under Rule 4:6-2(e). And after oral 
argument, the trial court granted the motion without prejudice. 
Although Nicoll and Kerekes were dismissed from the case, Aetna took their depositions as part of discovery in the case remaining 
against other defendants. Five months later, Aetna sought leave to file a third amended complaint that repeated IFPA and UFTA 
claims against Nicoll and Kerekes and added claims for a constructive trust, piercing the corporate veil, and restitution against the two. 
In its proposed pleading, Aetna bolsters its claims by alleging additional facts regarding BLS’s formation, its operating agreement, 
Nicoll’s and Kerekes’s respective backgrounds and levels of sophistication, their incomes from BLS, and the Horizon litigation. Aetna 
alleged that in the years before the Horizon lawsuit, Nicoll received an 8,196 percent return on investment, or about 262 percent 
annually. 
ANALYSIS 

The court examined the legal sufficiency of the facts alleged on the face of the complaint, assuming the truth of those facts and 
granting plaintiffs every reasonable inference. A pleading which sets forth a claim for relief need only contain a statement of the facts 
on which the claim is based, showing that the pleader is entitled to relief. The dismissal motion must fail if the claim has been made 
out. Applying this liberal standard, Aetna adequately pleaded facts supporting causes of action under the IFPA and the UFTA. 
The IFPA “aggressively” combats insurance fraud in part by authorizing insurers to pursue private claims for statutory violations. 
Here, Aetna adequately alleged that Nicoll and Kerekes committed two statutory violations. 

1. That Nicoll and Kerekes “conceal[ed] or knowingly fail[ed] to disclose the occurrence of an event which affects any person’s 
initial or continued right or entitlement to (a) any insurance benefit or payment or (b) the amount of any benefit or payment to 
which the person is entitled. 

2. Aetna alleged that due to the assistance, conspiracy or urging of any person or practitioner, that is, BLS and its numerous 
actors – Nicoll and Kerekes knowingly benefitted, directly or indirectly, from the proceeds derived from a violation of the act 
that violation being BLS’s numerous acts of fraud. 

The “events” that Nicoll and Kerekes allegedly concealed or failed to disclose were BLS’s fraudulent acts, including bribes, double-
billing, and waiver of patient responsibility. Aetna described them in great detail, and explained they affected BLS’s right to payment. 
Put another way, Aetna alleged that had it known that BLS bribed doctors, double-billed, and waived patient’s copays and deductibles, 
it would not have paid the claims. 
Aetna was not obliged to allege more. Knowledge is a state of mind that is rarely proved by direct evidence. Knowing is well 
understood to be an awareness or knowledge of the illegality of one’s act. 
In a civil action under the IFPA the defendant’s knowledge of a violation may be proven by circumstantial evidence, including, for 
example, a defendant’s demeanor and intellect. 
Despite its short title, the IFPA is designed to combat insurance fraud by creating causes of action based on less than the elements of 
common law fraud. The Seventh Circuit held pleading-with-particularity did not apply to “an allegation of unfair conduct, because 
fraud is not a required element under that branch of the statute.” Benson v. Fannie May Confections Brands, Inc., 944 F.3d 639, 646 
(7th Cir. 2019). 
Aetna’s claims against Nicoll and Kerekes rest not on the elements of common law fraud, but on their knowing receipt of BLS’s fraud 
proceeds and their failure to disclose that knowledge. Regarding BLS’s underlying fraud, Aetna pleaded facts with great particularity, 
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explaining who, what, when, where, and how the bribes were paid to corrupt physicians and the claims paid for double-billing. The 
trial court, therefore, erred in dismissing Aetna’s IFPA claims in its second amended complaint. 
Aetna’s UFTA claim also passed pleading muster. However, even assuming that heightened pleading is required, a party may allege 
intent generally. In order to adequately plead a fraudulent-conveyance claim, a complaint must plead the who, what, where, when, and 
how of the challenged transactions. Aetna met that test. 
Therefore, the trial court erred in dismissing Aetna’s UFTA claims in its second amended complaint and Aetna’s motion to file a third 
amended complaint deserves consideration from the trial court. 
ZIFL OPINION 

Since prosecutors seem reluctant to prosecute people who commit insurance fraud and seek restitution for the victims, the insurers, 
Aetna and other insurers are becoming proactive and seeking to take the profit out of the crime. The defendants made millions by their 
fraud and Aetna, if it can prove what it alleged will recover the millions stolen from it by insurance fraud, even if the defendants are 
imprisoned for their crime. It is time for insurers to fight back in a way that will hurt the fraudsters the most – in their bank accounts. 
New Jersey is only one of many states that have an IFPA that allows insurers to sue or sue under Qui Tam suits. Aetna’s actions 
should be emulated by all insurer victims. 

ClaimSchool, Inc. – Insurance Education 
Insurance Education from Barry Zalma 
Barry Zalma Presents What Your Insurance Organization Needs.  
Mr. Zalma’s presentations are practical, thought-provoking, entertaining and will fit easily into any 
budget. 
Enthusiastically committed to professionalism in insurance and insurance claims Mr. Zalma positively 
influences other insurance professionals through the spoken and written word. 
Mr. Zalma specializes in clarifying the importance of insurance in a modern society and in making 
insurance understandable. He also provides everything needed by the insurance claims professional to 
complete the thorough investigation of a property, casualty or liability claim efficiently, equitably, empathetically and in good faith. 
How Will You or Your Group or Organization Benefit from Working with Barry Zalma? 
You can expect live or video presentations supplemented with texts that are: 

• Clear and understandable presentations that involve the both youngest and oldest member of your organization. 
• Presentations that entice the most experienced person in your organization who thinks he or she has nothing to learn. 
• Enhanced communications between claims and legal service providers. 
• Methods to make claims operations more cost effective. 
• Improved recognition of the indicators or “red flags of fraud.” 
• Better understanding of how to deal with people presenting claims 
• Improved interviewing techniques. 
• Ability to use methods that achieve a quantifiable reduction in claims expenses and indemnity payments while leaving the 

insured totally satisfied. 
Live Training Available 
Barry Zalma Presents What Your Insurance Organization Needs. 
He positively influences other insurance professionals through the spoken and written word. He specializes in clarifying the 
importance of insurance in a modern society and in making insurance understandable. 
The Excellence in Claims Handling Program Will Cover: 

• How to Read and Understand an Insurance Policy; 
• The loss notice. 
• The first contact with the insured presenting a claim. 
• The first contact with a third party claimant 

presenting a claim against an insured. 

• Underwriting for the claims professional. 
• The recorded statement. 
• Locating and taking recorded statement of 

independent witnesses. 

https://zalma.com/claimschool-inc/
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• Locating and obtaining information from 
governmental entities. 

• Preparing an agreed scope of loss with an insured or 
the insured’s public insurance adjuster. 

• Preparing a captioned report to insurance company 
management. 

• Preparing a statement of loss. 
• Negotiating a first party claim with an insured. 
• Negotiating a third party claim with a claimant or 

lawyer. 
• Preparing a sworn proof of loss with an insured after 

agreement. 
• Requiring an insured to submit a sworn proof of loss 

if agreement cannot be reached. 
• Preparing a release of all claims after reaching 

settlement with a claimant or claimant’s counsel 

• Use of an Insurance Coverage and Claims Handling 
Expert in Insurance Litigation. 

• Insurance Fraud & Weapons to Fight Fraud; 
• The Examination Under Oath; 
• Presentation and Adjustment of Claims in a 

Catastrophe; 
• Appraisal, A Specialized and Narrow Type of 

Insurance Arbitration; 
• Rescission of Insurance Policies; 
• Catastrophes and Fraud; 
• Torts for the Claims Person — A Primer; 
• Avoiding the Tort of Bad Faith; 
• Arson and Arson for Profit; 
• Dealing with the Public Insurance Adjuster; or 
• Barry Zalma will customize a talk and speak on any 

insurance topic you require. 

Good News From the 
 

 

 
 
 
 
Sad story, seemingly. Gemma Goodwin said she had terminal breast, lung and cervical cancer. Except the UK mother of three 
was perfectly healthy. Goodwin even shaved off her hair. Friends also set up a crowdfunding site to help with her large medical 
expenses. Goodwin earlier had bought a life policy that paid out if she contracted a medical condition that gave her less than a year of 
life expectancy. She told the insurer she had terminal cancer, and nominated a friend as beneficiary to manage the payout after she 
died. Goodwin sent the insurer forged medical records and a fake letter from a hospital seemingly confirming her diagnosis and 
impending death. The insurer went directly to the National Health Service and discovered the forgeries. Around that time, Goodwin 
re-contacted the insurer to say she had just three months to live. The nominee-friend was fooled as well, thinking Goodwin was near 
death. Goodwin was handed a prison sentence of two years, suspended. 
Craig Vandewege slashed the throats of his wife and infant son for a $700K life-insurance payout in Fort Worth, Tex. Police 
found Shanna Riddle Vandewege and three-month-old Diederik dead inside the family's home — just 10 days before Christmas. 
Shanna was in her bed and Diederik was in his bassinet. Vandewege said he returned home from work to find them murdered. A 
burglar broke in, plundered the house and killed them, he told police. Vandewege claimed the $700K life payout. Yet a burglar had no 
reason to murder an infant. The murder scene also appeared staged to simulate a burglary. Vandewege’s coworkers at Costco said he 
often made disparaging remarks about Shanna. He wanted to kill his then-pregnant wife by pushing her down the stairs, he also told a 
coworker. Vandewege even said he’d get time off of work if Shanna and Diederik were dead. And he was unnaturally calm when 
calling 911. Vandewege received life without parole. 
Patients were shuttled into pain clinics for cursory exams lasting just a few minutes, if even that. Chiro Daniel McCollum owned 
a network of clinics and testing labs in Upstate South Carolina. His kickback-fueled network inhaled nearly $140M from insurers. His 
cronies spooned out large volumes of addictive opioids to vulnerable patients after those quick exams with little medical value. His 
network falsely billed insurers as if the brief exams lasted up to 20 minutes. Putting vulnerable patients on unneeded opioids enabled 
McCollum to send them to a urine drug screening lab — which he illegally owned — for expensive and needless tests. Other urine 
labs kicked back payments after billing insurers up to $3K for each test. A pharmacy bribed McCollum to send him unneeded insurer-
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paid prescriptions for filling. He was ordered to repay more than $136M in a federal civil judgement in September. McCollum then 
pled criminally guilty this week. Up to five years in federal prison await when he’s sentenced. 
Mavros Construction is now defunct. But while still in business, owner Argyrios “Eric” Mavros cashed more than $3.3M of 
customer checks at a check-cashing firm to help bilk his comp insurer, the IRS, Social Security and Medicare. The Peabody, Mass.-
area man used some of the cashed checks to pay his employees under the table. He didn’t report the employees or their wages to his 
comp insurer, in quarterly corporate IRS tax filings, or to Social Security and Medicare for taxes on employee wages. Overall, Mavros 
didn’t pay or withhold federal taxes on more than $2.5M of wages. That resulted in more than $1M of tax losses, plus defrauding his 
insurer of comp premiums. Mavros pled federally guilty to mail fraud and failure to pay taxes. He faces up to 20 years for the mail 
fraud charges and up to five years for the tax count. 
The expensive cholesterol drug Juxtapid is FDA-approved only for cholesterol patients with a rare related genetic disorder. 
That’s because the drug has serious side effects such as liver damage. Yet drug sales rep Mark Moffett convinced docs to prescribe 
Juxtapid — which costs more than $300K a year — for patients without the genetic disorder. The Springfield, Ill. man obtained false 
prescriptions and statements of medical necessity for insurance. He also created bogus patient test results, clinical histories and patient 
diagnoses. Moffett used the IDs of several cardiologists to carry out his ruse. The drugmaker Aegerion paid him up to $11K for each 
prescription of Juxtapid. Moffett received 54 months in federal prison. 
Michigan UAW members were duped into getting useless compound meds that cost their insurers $8M. Patrick Wittbrodt 
pitched prescriptions for the high-reimbursing meds at UAW meetings. UAW members would receive their scripts for free — without 
a copay at the pharmacy, Wittbrodt told them. He collected the UAW insurance info of UAW members and their families. Dr. April 
Tyler then authorized the scripts. She never met or examined the patients, or determined medical needs. Tyler also pre-signed 
prescription forms, and let cronies choose which creams to write on the prescriptions. Wittbrodt sent the prescriptions to various 
pharmacies. The pharmacies filled the scripts, billed the UAW members’ insurance and paid kickbacks to Wittbrodt. The scripts were 
re-filled whether or not UAW members requested them. Wittbrodt was sentenced to four years in federal prison. Tyler earlier received 
18-24 months. 
A paramedic killed his wife for $250K of life insurance by poisoning her with deadly amounts of Visine eye drops, prosecutors 
allege in Gaston County, N.C. The charges: Joshua Hunsucker placed deadly doses in Stacy’s water over a period of time. Her death 
was initially ruled a heart attack, and Hunsucker collected the insurance money. He refused to have an autopsy done, and quickly had 
Stacy’s remains cremated. Investigators were creative. She was an organ donor, and the donation center still had a sample of her 
blood. The sample tested positive for the deadly chemical tetrahydrozoline — the main ingredient in Visine. Overdoses can cause the 
heart to stop. Hunsucker was inspired by a similar case in which Lana Sue Clayton poisoned her husband Stephen with eye drops in 
South Carolina. 
New details on the disability scam by Shannon Nenninger. The former Anheuser Busch employee in Imperial, Mo. stole more than 
$457K of federal and private disability money. She paid chiro Thomas Hobbs $6.1K to sign off on the false injury claims. She claimed 
crippling medical conditions, yet traveled internationally, attended concerts, did yard work and fished while lying that she needed a 
cane and brace. The feds now allege: Hobbs was a major cog in a related $12M disability con. An undercover FBI agent came to his 
Power Med clinic posing as an Anheuser-Busch-employee. Hobbs showed the agent how to falsely apply for disability. The agent also 
was given a menu called “Disability Package Pricing.” It listed fees for bogus Social Security ($4K), short-term ($4K), Prudential 
($6K), long-term ($4K), psych eval. ($1K), two IV packages ($2K), form fees ($125-$175), disability plates ($125) and insurance 
policy ($1.5K). The agent paid $1K for a package at his first visit, and agreed to pay the $1K balance at his next visit. Hobbs also 
falsely claimed a medical degree from the University of Health Sciences of Antigua. He pleaded not guilty. Nenninger earlier pleaded 
guilty, and will be sentenced in January. 
More than 250 pregnant women from Mexico innocently paid premiums that illegally enrolled them in California’s state-run 
health system. Melissa Alvarez Torres and Jose Luis Olmos Hernandez peddled pregnancy coverage on Facebook. The San Diego-
area couple said they’d provide women with private low-cost maternity insurance to give birth in the U.S. — granting their babies 
U.S. birthright citizenship. But instead the coverage was secretly a state-run Medi-Cal program for pregnant middle-income 
Californians. The Mexican women didn’t live in California and weren’t eligible. Nor did they know Torres and Hernandez were trying 
to fraudulently enroll them in Medi-Cal. The duo falsely filled out the women’s insurance applications. The supporting documents, 
such as letters from fake employers, were also fake. Torres and Hernandez charged the women $1.2K-$3K each for premiums, much 
of which the pair pocketed. Torres and Hernandez pled guilty. Torres was given 33 months in federal prison, and Hernandez 40 
months. 
Marty T. Johnson ran a mental health counseling firm that stole $3.5M from Medicaid by faking treatment files and 
emergency transport in Shreveport, La. area. Johnson bribed people to enroll with Positive Change, increasing the clinic’s capacity 
to bill Medicaid for phantom services. He told employees to forge client files. Sections from different client documents were 
physically cut to create inserts that were glued into blank client log templates. The templates were then photocopied to create the 
appearance of legitimate treatment files. Johnson pled guilty and will spend up to five years in federal prison when sentenced. 
A cop killed five relatives and her boyfriend for $95K (U.S.) of life and funeral insurance money in South Africa. Nomia 
Rosemary Ndlovu hired a hitman for most murders. She arranged life and funeral coverage for each victim in advance — with herself 
as beneficiary — then had them killed. Ndlovu murdered her cousin Witness Madala Homu. Then came her boyfriend, niece, two 
nephews and another relative. Ndlovu poisoned and strangled her sister herself. Her murder streak ended when she tried to hire 
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someone to kill another sister — and her sister’s five children. The youngest was just five months old. Ndlovu wanted them burned 
alive by setting their house afire as they slept. The presumed hitman went to the police instead. Ndlovu called only her mother as a 
witness at trial. Ndlovu’s defense was to simply call all prosecution witnesses liars. She was convicted and awaits sentencing. 
 

Health Insurance Fraud Convictions 
Two Sentenced for Embezzling Over $777,000 From Native American Addiction & Counseling Center 
Fredericka DeCoteau, 63, Cloquet, Minnesota, and Edith Schmuck, 77, Rice Lake, Wisconsin, were sentenced October 29, 2021 in 
federal court in Madison, Wisconsin for theft of federal program funds.  
U.S. District Judge William M. Conley sentenced DeCoteau to 2 years in prison, and Schmuck to 1 year and 1 day in prison. Judge 
Conley also ordered the defendants to jointly pay restitution of $777,283. Both defendants were ordered to report to the Bureau of 
Prisons on December 29, 2021 to begin their sentences. 
DeCoteau and Schmuck pleaded guilty to one count of theft of federal funds on July 15 and June 24, 2021, respectively. They worked 
at Ain Dah Ing (ADI) which has operated as a non-profit halfway house in Spooner, Wisconsin since 1971. DeCoteau worked as the 
Executive Director at ADI from 2002 to 2017. Schmuck worked as the bookkeeper from 1990 to 2017. They were fired after the thefts 
were discovered. 
ADI offered mental health and alcohol and substance abuse services to Native Americans from Michigan, Minnesota, and Wisconsin 
tribes. ADI's services included a 90-day program at its 15-bed Community-Based Residential Facility in Spooner, Wisconsin. ADI's 
funding came from a federal commercial contract with the U.S. Department of Health and Human Services, Public Health Service, 
Indian Health Services Division. 
Both DeCoteau and Schmuck pleaded guilty to embezzling a total of $777,283 from ADI by paying themselves unauthorized bonuses 
via payroll checks that were signed using a rubber signature stamp of the ADI Treasurer. The embezzlement lasted from 2007 to 2017. 
At today's sentencing, Judge Conley noted that DeCoteau and Schmuck stole over 67% of the total funds intended for programming at 
ADI, and that they gambled away most of this money at local Indian casinos. Judge Conley explained that the defendants violated the 
trust of the ADI Board of Directors and took advantage of vulnerable people with addictions. In imposing sentence, Judge Conley 
made clear to both defendants that the gravity of the offense, coupled with the long-term nature of the embezzlement, mandated that 
they serve prison time despite their claims of being addicted to gambling. 
Grand Blanc Man Sentenced To 48 Months in Prison After Pleading Guilty to Fraud, Kickback 
Violations Involving UAW Health Care Fund 
Patrick Wittbrodt, 46, was sentenced by United States District Judge Laurie J. Michelson also ordered that Wittbrodt be placed on a 
two-year term of supervised release. In addition, Wittbrodt was ordered to pay $7,317,173.51 in restitution to Blue Cross Blue Shield 
of Michigan and $902,387.93 in restitution to Medicare. As part of his plea agreement, Wittbrodt also agreed to forfeit approximately 
$72,000 seized by federal agents.   
Wittbrodt, a Grand Blanc, Michigan man was sentenced to 48 months in prison after having pleaded guilty to supervising a complex 
fraud and kickback scheme involving UAW members and medically unnecessary compounded pain creams, scar creams, pain patches 
and/or vitamins.  
According to court documents, Wittbrodt and his co-defendants caused an approximate $8,000,000 loss to Medicare and Blue Cross 
Blue Shield of Michigan (“BCBS”). Some of this money was stolen from UAW members’ prescription insurance accounts.  
Court documents outlined the scheme: 

Due to the high reimbursement rate paid by Medicare and BCBS for prescription pain cream, scar cream, pain 
patches and/or vitamins, defendants targeted these insurance plans. Wittbrodt and others would then schedule time at 
various UAW meetings where defendants would tout pain cream, scar cream, pain patches and vitamins to the UAW 
members. An aspect of the presentation was that the UAW members could receive their prescriptions free -- without 
paying a prescription drug copay at the pharmacy. UAW members did not realize that acceptance of the “free” 
medications would cost their health care fund millions of dollars.     

Defendants would then collect the UAW members’ insurance information along with their family members’ insurance information. 
According to court documents, Dr. April Tyler, who also pleaded guilty in the case, would then authorize the pain cream, scar cream, 
pain patch and/or vitamin prescriptions for the UAW members and/or their family members. Defendant Dr. Tyler did not establish a 
valid doctor-patient relationship with any of the UAW members, did not perform a physical exam and did not determine medical 
necessity for the prescriptions she wrote for the UAW members. The prescriptions were not, therefore, legally eligible for 
reimbursement from the various insurance companies. Defendant Dr. Tyler also pre-signed prescription forms and allowed defendants 
to choose which compounded creams, patches and vitamins to write on the prescriptions. 
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Wittbrodt directed the prescriptions to various pharmacies. The pharmacies would fill the prescriptions, bill the UAW members’ 
insurance and pay a monetary kickback to Wittbrodt. Wittbrodt would then provide remuneration to co-conspirators from the 
kickbacks he received. The prescriptions were periodically re-filled and/or re-billed, regardless of whether the UAW member 
requested a refill or not. The prescription co-pay was waived at the pharmacy for the UAW members. Another defendant, Jeffrey 
Fillmore, is scheduled for sentencing on November 23, 2021. 
12 Years in Federal Prison 
Frenchone One Horn, a/k/a Frenchone Kills In Water, age 41, was sentenced to 60 months in federal prison to be served 
consecutively on each count of Assault Resulting in Serious Bodily Injury. One Horn was sentenced to 24 months in federal prison on 
the charge of Health Care Fraud, to be served consecutively to the assault charges. As to the charge of Obtaining Controlled 
Substances by Fraud, One Horn was sentenced to 12 months in federal prison. In total, One Horn was sentenced to 12 years in federal 
prison, followed by three years of supervised release, and ordered to pay $400 in special assessments to the Federal Crime Victims 
Fund. 
The Mission, South Dakota, woman convicted of two counts of Assault Resulting in Serious Bodily Injury, one count of Health Care 
Fraud, and one count of Obtaining Controlled Substances by Fraud was sentenced on October 22, 2021, by Judge Jeffrey L. Viken, 
U.S. District Court. 
One Horn was indicted for the charges by a federal grand jury on October 22, 2020. She pleaded guilty on May 28, 2021. 
One Horn was addicted to prescription controlled substances and was no longer able to obtain controlled substances as a result of her 
behavior. One Horn assaulted others, including her minor children, in order to obtain prescriptions from medical providers for the 
injuries she intentionally inflicted. As a result of One Horn’s actions, three victims lost four fingers to amputation. One Horn 
fabricated stories as to how the individuals received their injuries, and also provided false statements to health care providers in order 
to obtain controlled substances and health care benefits. Once the individuals received controlled substances, One Horn took the 
controlled substances, despite the individuals having significant bodily injuries. 
Pharmacy Owner Sentenced To 41 Months in Prison for Role in Multimillion-Dollar Illegal Kickback 
Scheme and Evading Taxes on Over $33 Million Of Income 
Igor Fleyshmakher, 59, of Holmdel, New Jersey, previously pleaded guilty before U.S. District Judge Michael A. Shipp to an 
information charging him with conspiring to violate the federal anti-kickback statute and tax evasion. Judge Shipp imposed a sentence 
of 41 months in prison for his role in a scheme to pay bribes to health care professionals and evading taxes on $33.9 million in 
income. 
According to documents filed in this case and statements made in court: 

The Prime Aid Pharmacies – now closed – operated as “specialty pharmacies” out of locations in Union City, New 
Jersey, and Bronx, New York. They processed expensive medications used to treat various conditions, including 
Hepatitis C, Crohn’s disease, and rheumatoid arthritis. Igor Fleyshmakher was a co-owner of Prime Aid Union 
City. Samuel “Sam” Khaimov was the other co-owner of Prime Aid Union City and the lead pharmacist of Prime 
Aid Bronx. Yana Shtindler was Khaimov’s wife and managing director of Prime Aid Union City. Ruben 
Sevumyants was Prime Aid Union City’s operations manager, and Alex Fleyshmakher worked at Prime Aid Union 
City and was an owner of Prime Aid Bronx. Eduard “Eddy” Shtindler (Yana Shtindler’s brother) was a Prime Aid 
Union City employee.   

Starting in 2010, to obtain a higher volume of prescriptions, Igor Fleyshmakher, Khaimov, Sevumyants, Alex Fleyshmakher, Eddy 
Shtindler, and other Prime Aid employees paid bribes to doctors and doctors’ employees to induce doctors’ offices to steer 
prescriptions to the Prime Aid Pharmacies. The bribes included expensive meals, designer bags, and payments by cash, check, and 
wire transfers. The bribes and kickbacks were paid to, among others, doctors and doctors’ employees in New Jersey and New York. 
As part of his plea agreement, Igor Fleyshmakher agreed that the improper benefit conferred as part of the conspiracy to violate the 
federal anti-kickback statute was between $3.5 million and $9.5 million. 
In addition, between 2012 and 2014, Igor Fleyshmakher diverted a substantial amount of Prime Aid Union City income into a secret 
bank account that he opened and controlled. He concealed the account from the pharmacy’s tax preparers and did not report any of the 
funds he deposited into it on his personal income tax returns. In total, he diverted $33.9 million of income into the secret account, all 
of which he failed to report to the IRS. As a co-owner of the pharmacy, his conduct resulted in a $5.8 million tax loss to the IRS on his 
share of that income for tax years 2012 through 2014. 
In addition to the prison term, Judge Shipp sentenced Fleyshmakher to three years of supervised release and ordered him to pay $5.8 
million in restitution and a $100,000 fine. 
Khaimov, Yana Shtindler, and Sevumyants have been charged together by superseding indictment with health care fraud offenses 
and violations of the anti-kickback statute, and that matter is pending. In addition, the following individuals associated with the Prime 
Aid Pharmacies have pleaded guilty for their respective roles in the kickback and bribery scheme described above: Joel Grimshaw, a 
former Prime Aid sales representative, Yudelka “Vicky” Ayala, a doctor’s employee who received over $200,000 in bribes and 
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kickbacks as part of the scheme, and Alex Fleyshmakher, who also pleaded guilty to conspiring to defraud the IRS, resulting in losses 
to the IRS of over $9,000,000. Eddy Shtindler also pleaded guilty for his role in a related kickback conspiracy. These four defendants 
have not yet been sentenced. 
South Florida Addiction Treatment Facility Operators Convicted In $112 Million Fraud Scheme 
Jonathan Markovich, 37, and his brother, Daniel Markovich, 33, both of Bal Harbour, conspired to and did unlawfully bill for 
approximately $112 million of addiction treatment services that were never rendered and/or were medically unnecessary, and that 
were procured through illegal kickbacks, at two addiction treatment facilities that they operated, Second Chance Detox LLC, dba 
Compass Detox (Compass Detox), an inpatient detox and residential facility, and WAR Network LLC (WAR), a related outpatient 
treatment program. Jonathan Markovich, who owned both facilities, was also convicted of bank fraud in connection with PPP loan 
applications in which he falsely stated that Compass Detox and WAR were not engaged in illegal conduct. 
After a seven-week trial, a federal jury in the Southern District of Florida convicted two operators of two South Florida addiction 
treatment facilities for fraudulently billing approximately $112 million for services that were never provided or were medically 
unnecessary, and for paying kickbacks to patients through patient recruiters, and receiving kickbacks from testing laboratories. One 
defendant was also convicted of money laundering, and of separate charges of bank fraud connected to Paycheck Protection 
Program (PPP) loans. 
The evidence showed that defendants obtained patients through patient recruiters who offered illegal kickbacks to patients (such as 
free airline tickets, illegal drugs, and cash payments). The defendants then shuffled a core group of patients between Compass Detox 
and WAR to fraudulently bill for as much as possible. Patient recruiters gave patients illegal drugs prior to admission to Compass 
Detox to ensure admittance for detox, which was the most expensive kind of treatment offered by the defendants’ facilities, therapy 
sessions were billed for but not regularly provided or attended, and excessive, medically unnecessary urinalysis drug tests were 
ordered. Compass Detox patients were given a so-called “Comfort Drink” to sedate them, and to keep them coming back. Patients 
were also given large and potentially harmful amounts of controlled substances, in addition to the “Comfort Drink,” to keep them 
compliant and docile, and to ensure they stayed at the facility. Certain patients were also routinely re-admitted and repeatedly cycled 
through Compass Detox and WAR to maximize revenue. 
Both defendants were convicted of conspiracy to commit health care fraud and wire fraud. Jonathan Markovich was convicted of eight 
counts of health care fraud and Daniel Markovich was convicted of two counts of health care fraud. They were also convicted of 
conspiracy to pay and receive kickbacks and two counts of paying and receiving kickbacks. Jonathan Markovich was separately 
convicted of conspiring to commit money laundering, two counts of concealment money laundering, and six counts of laundering at 
least $10,000 in proceeds of unlawful activities, as well as two counts of bank fraud related to his fraudulently obtaining PPP loans for 
both Compass Detox and WAR during the COVID-19 pandemic. Both defendants are scheduled to be sentenced on Jan. 13, 2022. 
They each face a maximum of 20 years for the health care fraud and wire fraud conspiracy count, 10 years for each substantive count 
of health care fraud and paying and receiving kickbacks, and five years for the kickbacks conspiracy. Jonathan Markovich faces 
additional maximum sentences of 20 years for conspiracy to commit money laundering, 20 years for each substantive count of 
concealment money laundering, 10 years for each additional count of money laundering, and 30 years for each substantive count of 
bank fraud. A federal district court judge will determine the sentences after considering the U.S. Sentencing Guidelines and other 
statutory factors. A related trial is scheduled to begin on Feb. 28, 2022, in the Southern District of Florida, for four other defendants 
charged in this case. 
Two Sentenced To Federal Prison For Health Care Fraud 
Michael Nolan (48, Tampa) and Richard Epstein (29, Aurora, CO) were sentenced for their roles in a conspiracy to defraud federal 
health benefit programs, Medicare and the Civilian Health and Medical Program of the Department of Veterans Affairs 
(“CHAMPVA”).  
Nolan was sentenced to six years and six months in federal prison, followed by three years of supervised release. Epstein was 
sentenced to five years and three months in federal prison, followed by three years of supervised release. As part of their sentences, 
the court also entered a money judgment against each defendant in the amount of $2.1 million and $3 million, respectively, which 
were proceeds of the conspiracy. Noland and Epstein were also ordered to pay restitution, jointly and severally with each other and 
other conspirators, in the amount of $29,020,304.  
Nolan and Epstein each had pleaded guilty on July 31, 2020. 
According to court documents, from around October 2016 through around April 2019, Epstein and Nolan ran a telemarketing 
company in Tampa called REMN Management LLC that targeted the elderly to generate thousands of medically unnecessary 
physicians’ orders for durable medical equipment (“DME”) and cancer genetic testing (“CGx”). Epstein and Nolan also created and 
operated Comprehensive Telcare, LLC, a “telemedicine” company through which they illegally bribed physicians to sign the orders 
regardless of medical necessity. Epstein and Nolan then illegally sold the signed physicians’ orders to client-conspirators for use as 
support for false and fraudulent claims submitted to Medicare and CHAMPVA. The conspiracy resulted in the submission of at least 
$134 million in fraudulent claims to the federal health benefit programs, resulting in approximately $29 million in payments. 
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Medical Device Company Arthrex to Pay $16 Million To Resolve Kickback Allegations  
Arthrex Inc., a Florida-based medical device company, has agreed to resolve allegations that it violated the False Claims Act by 
paying kickbacks that caused the submission of false claims to the Medicare program.   
According to the settlement, Arthrex Inc., which specializes in orthopedic products, has agreed to pay $16 million for allegedly paying 
kickbacks to a Colorado-based orthopedic surgeon. The settlement resolves allegations that Arthrex agreed to provide remuneration to 
the surgeon in the form of royalty payments purportedly for the surgeon’s contributions to Arthrex’s SutureBridge and SpeedBridge 
products when the remuneration was in fact intended to induce the surgeon’s use and recommendation of Arthrex’s products. The 
United States contended that Arthrex’s participation in this arrangement violated the Federal Anti-Kickback statute and, in turn, the 
False Claims Act by causing the submission of false or fraudulent Medicare claims. 
In connection with the settlement, Arthrex entered into a five-year corporate integrity agreement with HHS-OIG, setting forth 
requirements for future compliance. 
The settlement resolves claims brought in a lawsuit under the qui tam or whistleblower provisions of the False Claims Act by Joseph 
Shea. The lawsuit was filed in the U.S. District Court for the District of Massachusetts and is captioned United States ex rel. Shea v. 
Arthrex Inc. et al., No. 20-cv-10210-ADB (D. Mass.). Under the False Claims Act’s qui tam provisions, a private party can file an 
action on behalf of the United States and receive a portion of any recovery. Shea will receive $2.5 million of the False Claims Act 
settlement. 
Florida Man Admits Role In $1 Million Kickback Scheme Related to Genetic Testing 
Norman Smiley, 80, of Boca Raton, Florida, admitted his role in a conspiracy to receive kickbacks and bribes from laboratories in 
exchange for referrals of patient DNA samples and genetic tests. 
Smiley pleaded guilty by videoconference before U.S. District Judge Brian R. Martinotti to an information charging him with 
conspiracy to violate the Anti-Kickback Statute.  
According to documents filed in this case and statements made in court: Smiley owned and operated Sun Health Advocates LLC, a 
company that was in the business of acquiring patient DNA samples and physicians’ orders for purposes of submitting those samples 
and orders to clinical laboratories for genetic testing, including Metric Lab Services LLC and Spectrum Diagnostic Labs LLC. 
Smiley, on behalf of Sun Health, entered into illicit agreements with the Metric and Spectrum laboratories under which the 
laboratories paid Sun Health kickbacks in exchange for delivering DNA samples and orders for genetic tests. Sun Health concealed 
these arrangements by issuing sham invoices to the laboratories that purportedly reflected services provided at an hourly rate even 
though the parties had already agreed upon the kickback amount, which was based on the revenue the laboratories received from 
Medicare. Metric and Spectrum paid Sun Health approximately $1.16 million in kickbacks as part of the scheme. 
The charge to which Smiley pleaded guilty carries a maximum penalty of five years in prison and a fine of $250,000, or twice the 
gross grain or loss from the offense, whichever is greatest. Sentencing is scheduled for March 16, 2022. 
Maryland Woman Sentenced to Prison for Defrauding Medicaid  
Defendant Falsely Claimed to Provide Services During COVID-19 Pandemic 
Sikirat Adunni Brown, 60, of Upper Marlboro, Md., was sentenced today to 13 months in prison for defrauding the D.C. Medicaid 
program out of more than $340,000. 
Brown pleaded guilty in July, in the U.S. District Court for the District of Columbia, to health care fraud. In addition to the prison 
term, the Honorable Dabney L. Friedrich ordered Brown to pay $343,539 in restitution and $201,645 in a forfeiture money judgment. 
According to the government’s evidence, at various times between January 2014 and June 2020, Brown worked as a personal care 
aide for at least eight different home health agencies in the District of Columbia. The home health agencies employed her to assist 
D.C. Medicaid beneficiaries in performing activities of daily living, such as getting in and out of bed, bathing, dressing, and eating. 
Brown was supposed to document the care that she provided to the Medicaid beneficiaries on timesheets and then submit the 
timesheets to the home health agencies, which would in turn bill Medicaid for the services that she rendered. In her guilty plea, Brown 
acknowledged that between 2014 and 2020, she caused the D.C. Medicaid Program to issue payments totaling $343,539 for services 
that she did not provide. As part of her scheme, she submitted false timesheets to different home health agencies claiming that she 
provided 20 hours or more of personal care aide services in a given day. She also claimed to provide services when she was traveling 
outside the D.C. metropolitan area. She paid kickbacks during the scheme to at least one beneficiary. She also acknowledged that she 
claimed to provide services to one beneficiary during the COVID-19 pandemic even though that beneficiary said she did not. 
Laboratory Owner Sentenced To 82 Months in Prison for Covid-19 Kickback Scheme 
Leonel Palatnik, 42, of Aventura, Florida, as a co-owner of Panda Conservation Group LLC (Panda), the owner of multiple 
diagnostic testing laboratories was sentenced today in the Southern District of Florida to 82 months in prison for a scheme to defraud 
the United States and to pay and receive kickbacks through exploiting regulatory waivers put in place to ensure access to health care 
during the COVID-19 pandemic. 
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According to court documents, conspired with other co-owners of the company and with Michael Stein, the owner of 1523 Holdings 
LLC, to pay illegal kickbacks to Stein in exchange for his work arranging for telemedicine providers to authorize genetic testing 
orders for Panda’s laboratories. 1523 Holdings and Panda then exploited temporary amendments to telehealth restrictions enacted 
during the pandemic, which were intended to expand access to care for Medicare recipients by making it easier for beneficiaries to 
receive needed medical care from home. Palatnik and his co-conspirators took advantage of these waivers by using telehealth 
providers to authorize thousands of medically unnecessary cancer and cardiovascular genetic testing orders. In exchange, Panda gave 
these providers access to beneficiary information and the opportunity to bill for purported telehealth consultations with Medicare 
recipients, which often did not take place. On Aug. 31, Palatnik pleaded guilty to one count of conspiracy to defraud the United States 
and offer kickbacks and one count of paying a kickback. 
The case against Palatnik was brought as part of the COVID-19 Health Care Fraud coordinated law enforcement action on May 26 
against 14 defendants in seven judicial districts. Palatnik was charged along with Stein, who is currently awaiting trial. The law 
enforcement action was brought in coordination with the Health Care Fraud Unit’s COVID-19 Interagency Working Group, which is 
chaired by the National Rapid Response Strike Force and organizes efforts to address illegal activity involving health care programs 
during the pandemic. 
Anesthesia Providers and Outpatient Surgery Centers Pay More Than $28 Million To Resolve Kickback 
and False Claims Act Allegations 
Three anesthesia providers and several Georgia outpatient surgery centers, as well as their physician-owners and an administrator, 
agreed to pay more than $28 million to resolve allegations that they entered into kickback arrangements by paying and receiving 
payments for medications, supplies, equipment and labor as well as free staffing in exchange for the referral of patients. 
Anesthesia providers typically depend on hospitals and outpatient surgery centers for their income.  If an anesthesia provider can 
secure an exclusive contract for anesthesia services with a center, it is guaranteed a steady stream of patient referrals during the term 
of the contract. As a result, anesthesia providers compete aggressively for these contracts. 
The Government alleges that between 2005 and 2015, Ambulatory Anesthesia of Atlanta, LLC (f/k/a Ambulatory Anesthesia of 
Atlanta, PC) (“AAA”) and Northside Anesthesiology Consultants, LLC (“NAC”) made payments for drugs, supplies, equipment 
and labor, and provided free staffing to a number of Georgia outpatient surgery centers in order to induce the centers to select AAA 
and NAC to be their exclusive anesthesia providers.  The Government alleges that these arrangements were negotiated by Stanford 
Plavin, M.D. on behalf of AAA and NAC. The Government alleges that these arrangements violated the Anti-Kickback Statute, 42 
U.S.C. § 1320a-7b(b), and caused the submission of false claims in violation of the False Claims Act, 31 U.S.C. § 3729, et seq. 
The following individuals and entities have entered into settlement agreements with the Government (listed in alphabetical order): 
•         Ambulatory Anesthesia of Atlanta, LLC (“AAA”) 
•         Arif A. Aziz, M.D. 
•         Jean Calhoun 
•         Jay A. Cherner, M.D. 
•         David Finkelman, M.D. 
•         Alan M. Fixelle, M.D. 
•         DCA Diagnostics, L.L.C. 
•         The Endoscopy Center, LLC (Savannah) 
•         Endoscopy Consultants, LLC 
•         Gastrointestinal Specialists of Georgia, P.C. 
•         Georgia Endoscopy Center, LLC 
•         G.I. Diagnostics Endoscopy Center, L.L.C. 
•         Eugene H. Hirsh, M.D. 

•         A. Steven McIntosh, M.D. 
•         North Fulton Medical Center, Inc. 
•         Northside Anesthesiology Consultants, LLC 
(“NAC”) 
•         Northwest Georgia Orthopaedic Surgery Center, 
LLC 
•         Stanford Plavin, M.D. 
•         M. Thomas Riddick, M.D. 
•         Bruce A. Salzberg, M.D. 
•         Gary S. Simon, M.D. 
•         David N. Socoloff, D.O. 
•         United Surgical Partners International, Inc. 
•         Wellbrook Endoscopy Center, P.C. 

This settlement resolves a lawsuit originally filed in the U.S. District Court for the Northern District of Georgia by Kathleen Hartney-
Velazco, M.D., Jan Kersey and Capitol Anesthesiology, P.C. (the Relators) under the qui tam or whistleblower provisions of the False 
Claims Act. United States ex rel. Capitol Anesthesiology, P.C., et al. v. Stanford Plavin, M.D., et al., No. 1:11-cv-2513-SCJ.  Under 
the False Claims Act, private citizens may bring suit for false claims on behalf of the United States and share in any recovery obtained 
by the government. The Relators have received over $4,700,000.00 from the settlement. 
North Carolina Family Sentenced in Multimillion Dollar South Carolina Medicaid Scheme 
Tony Lee Covington, 50, his wife Priscilla Covington, 51, and his sisters Vanessa McPhaul, 56, and Mary Moses Covington, 51, 
all of Raeford, North Carolina, were sentenced for conspiracy to commit wire fraud in a scheme to defraud South Carolina Medicaid 
of over $3.6 million. 
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According to evidence presented during the defendants’ guilty plea and sentencing hearings, the family members founded two 
companies, Preferred Care Incorporated and Saving Grace Outreach. The two companies claimed to provide rehabilitative behavioral 
health services to disabled, low-income individuals in South Carolina through the Medicaid program. Instead, between 2014 and 2016, 
the companies billed South Carolina Medicaid millions of dollars for “crisis intervention,” a service offered to individuals 
experiencing extreme emotional distress like suicidal thoughts or mental breakdowns. 
During the hearings, the government indicated that despite the companies having fewer than 20 clients, they billed more in total for 
crisis intervention services than the entire South Carolina Department of Mental Health. Clients contacted by investigators indicated 
that while they had received some services from the companies, they never received any crisis intervention. Evidence in the case 
indicated that the services provided by the companies should have been billed at approximately $9.00 an hour, but by billing the 
services as crisis intervention, the companies were instead paid $67.88 per hour. 
Although Medicaid instituted an audit of Preferred Care once the irregular billing was discovered, the family immediately started 
Saving Grace Outreach to continue the fraudulent billing practices. 
United States District Judge Mary Lewis sentenced Tony Covington to 51 months in federal prison, Priscilla Covington to 39 months 
in federal prison, Mary Covington Moses to 33 months in federal prison, and Vanessa Covington McPhaul to 33 months in federal 
prison. There is no parole in the federal system. All defendants were given a three-year term of court-ordered supervision and ordered 
to repay $3,647,094.83 in restitution to South Carolina Medicaid. 
Three Men Admit Roles In $50 Million Health Care Fraud and Kickback Scheme 
Nicholas Defonte, 73, and Christopher Cirri, 63, both of Toms River, New Jersey, and Pat Truglia, 53, of Parkland, Florida, each 
pleaded guilty before U.S. district Judge Kevin McNulty in Newark federal court to conspiracy to commit health care fraud. 
According to documents filed in these cases and statements made in court each defendant played a role in defrauding health care 
benefit programs by offering, paying, soliciting, and receiving kickbacks and bribes in exchange for completed doctors’ orders for 
durable medical equipment, namely orthotic braces (DME orders): 

• Truglia and his conspirators had financial interests in multiple DME companies. The DME companies paid kickbacks to 
suppliers of DME orders, including Cirri, Defonte, and Truglia, in exchange for DME orders, which the DME companies 
subsequently fraudulently billed to Medicare, TRICARE, CHAMPVA, and other health care benefit programs. Truglia and 
his conspirators concealed their ownership of the DME companies by using straw owners who were falsely reported to 
Medicare as the owners of the companies.  

• Truglia, Cirri, Defonte, and their conspirators owned and operated multiple call centers through which they obtained DME 
orders for beneficiaries of Medicare and other federal health care programs. The call centers paid illegal kickbacks and bribes 
to telemedicine companies to obtain DME orders for these beneficiaries. The telemedicine companies then paid physicians to 
write medically unnecessary DME orders. The DME orders were provided to DME supply companies owned by Truglia and 
others in exchange for bribes. The DME supply companies in turn provided the braces to beneficiaries and fraudulently billed 
the health care programs. 

• Cirri, Defonte, and their conspirators had business relationships with call centers through which they obtained prescriptions 
for compounded medications and other medical products reimbursable by federal and private health care benefit programs. 
Cirri and Defonte provided these prescriptions for compounded medical prescriptions and other medical products in 
exchange for kickbacks and bribes from companies that fraudulently billed them to health care programs. 

The defendants caused losses to Medicare, TRICARE, and CHAMPVA of approximately $50 million. 
The charge of conspiracy to commit health care fraud is punishable by a maximum potential penalty of 10 years in prison and a fine of 
$250,000, or twice the gross profit or loss caused by the offense, whichever is greatest. Sentencing for all three defendants is 
scheduled for March 22, 2022. 
Florida Man Pleads Guilty to Unlawfully Distributing Opioids at His Pain Management Clinic 
Habib Geagea Palacios, 40, of Miami, Florida man pleaded guilty November 9, 2021 to unlawfully distributing opioids at his pain 
management clinic in Miami, Florida. 
According to court documents, Palacios owned a cash-only pain management clinic in Miami, Florida named General Care Center, 
Inc. At General Care Center, Palacios paid doctors to prescribe opioids to nearly all patients who visited the clinic, resulting in the 
illegal distribution of more than two million tablets of Oxycodone 30 mg and generating more than $3 million in cash that was 
deposited into various bank accounts associated with the clinic and Palacios. Five doctors who worked at General Care Center have 
already pleaded guilty in connection with their unlawful prescribing practices at the clinic.  
Palacios pleaded guilty to one count of conspiracy to distribute a controlled substance and one count of distributing a controlled 
substance. He is scheduled to be sentenced on January 26, 2022 at 11:00 a.m. and faces a maximum penalty of 40 years in prison. A 
federal district court judge will determine any sentence after considering the U.S. Sentencing Guidelines and other statutory factors. 
Martial Artis Josh Burns Convicted 
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Josh Burns, 43, of Dexter, Michigan, a former heavyweight mixed martial artist and bare-knuckle brawler who conspired with a 
Metro Detroit doctor at the center of one of the largest health-care fraud schemes in U.S. history was sentenced to a year in a halfway 
house. 
The sentence of Burns fell short of the minimum 18-month sentence recommended by prosecutors who credited Burns with helping 
secure the conviction of Woodhaven Dr. Frank Patino in September. In addition to the halfway house time, Burns must pay 

$144,000 restitution. 
The 5-foot-11-inch, 262-pound Burns, who sports shiners, bruises and welts in photos and videos posted 
on social media, along with a tattoo of his nickname "Hammer" down the length of his spine, was a 
colorful, fringe figure in a broader, $120 million scheme headed by Patino, an alligator-wrestling, 
frequently shirtless fraudster who prescribed excessive amounts of opioids to patients at his Livonia 
clinic. 
Burns funneled kickbacks to Patino from medical labs that paid money in exchange for the doctor 
referring patients to their clinics for urine tests. In this portion of a broader scheme, Patino referred 

more than $2.6 million worth of lab services and Burns had the kickbacks deposited in his bank account and spent some of the cash on 
the doctor's behalf sponsoring MMA fighters. 
Burns and Patino were involved in a case resulting from a prolonged government focus on health care fraud across the country.  
Burns posted an 8-10 record during an MMA career from 2006-16 before competing in Bare Knuckle Fighting Championship events. 
He knocked out heavyweight Sam Shewmaker in the first round of a September event in Nebraska in what could be his last fight for a 
few years. 
The sentence by Chief U.S. District Judge Denise Page Hood includes three years of supervised release and comes three years after 
Burns pleaded guilty to conspiracy to defraud the U.S. and pay and receive health care kickbacks. He faced up to five years in prison 
but prosecutors sought a lesser sentence, in part, because Burns provided truthful and prolonged assistance and testified against Patino 
in September. 
For much of his adult life, Burns has worked in professions that are physically taxing — for example, bare knuckle boxing, mixed 
martial arts, bouncing, and landscaping, prosecutors advised the court. The kickback scheme to which Burns pleaded guilty presented 
an opportunity to earn a living without damaging his body. 
Former Pharmaceutical Sales Representative Sentenced to More Than Four Years in Prison for 
Insurance Fraud and Aggravated Identity Theft 
Mark Moffett, 49, of Springfield, Ill., was sentenced by U.S. Senior District Court Judge William G. Young to 54 months in prison 
and three years of supervised release. In December 2019, Moffett was convicted by a federal jury of nine counts of wire fraud and six 
counts of aggravated identity theft. 
Moffett was sentenced for defrauding insurance companies in relation to a high-priced drug made by Cambridge-based pharmaceutical 
company Aegerion Pharmaceuticals Inc., and for using the identities of physicians to carry out the fraud. 
In 2014 and 2015, Moffett, a pharmaceutical sales representative for Aegerion, marketed the company’s cholesterol drug Juxtapid. 
Juxtapid was approved by the FDA only to treat high cholesterol in patients with a rare genetic disease called homozygous familial 
hypercholesterolemia (HoFH). The FDA approved the drug only to treat HoFH patients because the drug carried serious risks of side 
effects, including liver damage. The drug’s label included a black box warning. 
Moffett nonetheless convinced doctors to prescribe Juxtapid, which costs over $300,000 per year, for patients without HoFH. In order 
to defraud Medicare and private sector employee health plans into paying for a drug they only covered for FDA-approved uses, 
Moffett obtained fraudulent prescriptions and falsified numerous documents, including statements of medical necessity and other 
insurance documents. This included false patient test results, false clinical histories and false diagnoses. Moffett used the identities of 
several cardiologists to carry out the fraud. He was paid bonuses by Aegerion of up to $11,000 for each prescription of Juxtapid. 
Physical Therapy Provider to Pay $4 Million To Resolve Alleged False Claims Act Violations 
RehabAuthority, LLC, a physical therapy company with operations in Minnesota, agreed to pay $4 million to resolve allegations that 
it submitted false claims for payment for outpatient physical therapy services in violation of the False Claims Act. 
The settlement resolves allegations that, from January 1, 2014, to December 31, 2018, RehabAuthority clinics submitted or caused to 
be submitted false claims for payment to the government for outpatient physical therapy. The clinics, located in Minnesota, North 
Dakota, Idaho, and Wyoming, improperly billed Medicare Part B, Minnesota Medicaid, TRICARE, and the Veterans Health 
Administration for one-on-one outpatient physical therapy, including therapeutic exercises, manual therapy, ultrasounds, therapeutic 
activities, and gait training. The resolution centered on allegations that the company billed the government for direct, one-one-one care 
with physical therapists, but did not provide it when it overbooked government beneficiaries for certain outpatient physical therapy 
services. 
The civil settlement includes the resolution of claims brought under the qui tam or whistleblower provisions of the False Claims Act 
against RehabAuthority. Under the qui tam provisions of the False Claims Act, a private party can file an action on behalf of the 
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United States and receive a portion of the recovery. The qui tam case is captioned United States and the State of Minnesota ex rel. 
Cami Lane v. RehabAuthority, LLC, et al., No. 17-cv-5103 (DWF/ECW). 
Pediatric Associates, Samir Mullick, MD, & Dr. Samir Mullick Agree to Pay Over $700,000 To Resolve 
False Claims Act Allegations 
Samir Mullick, MD, SC, which does business as Pediatric Associates, and its owner Dr. Samir Mullick, agreed to pay $706,599 to 
resolve allegations that Pediatric Associates submitted false claims to Medicaid for unnecessary treatment and visits. 
According to court records, Pediatric Associates operates three pediatric clinics in the Milwaukee area. The United States alleged that 
Pediatric Associates, under the direction of Dr. Mullick, submitted claims to Medicaid that relied on falsified diagnosis codes to justify 
unnecessary and otherwise non-reimbursable office visits. The United States further alleged that Pediatric Associates submitted claims 
for medically unnecessary testing and treatment, with disparate and more aggressive testing protocols for patients with Medicaid 
coverage as opposed to privately-insured patients. 
The government’s investigation resulted from a whistleblower lawsuit filed under the qui tam provisions of the False Claims Act. 
Accordingly, the whistleblower will receive a share of the settlement amount. As part of the settlement, the government and the 
whistleblower will ask the district court to dismiss the whistleblower’s qui tam complaint. 
Mother-Of-Three Lied About Dying from Cancer to Cash In £130,000 Life Insurance Policy 
Gemma Goodwin, 38, claimed to have less than two years to live and mocked-up medical documents saying she had breast, lung, and 
cervical cancer. Goodwin, a mother-of-three who pretended to have terminal cancer in a bid to cash in a £130,000 insurance policy has 
been handed a suspended prison sentence. 
She shaved her head to keep up the pretext that she was ill, and convinced friends and colleagues that she was dying as they raised 
money to send her for treatment in America. 
In 2015, Goodwin had taken out a life insurance policy and three years on she made the first attempt to cash it in, Woolwich crown 
court heard.  
She wrote to insurers to say she had terminal cancer, asking for money to support her three children and help with funeral 
arrangements.  
Two months later, she asked for a friend to be added as a beneficiary, to manage the insurance claim after her death and submitted 
paperwork including a letter from a local hospital confirming the diagnosis and prognosis. 
Investigations revealed that Goodwin was not a patient at the hospital, and she later admitted mocking-up the letter at home on her 
computer. Goodwin cancelled her fraudulent claim, but tried to reinvigorate it in January 2019 when she told the insurers she had just 
two to three months left to live. 
The friend who had been nominated as a beneficiary revealed to police how Goodwin had repeatedly lied about being ill, claiming to 
have several different forms of cancer and lupus. 
Goodwin had also withdrawn nearly £2,000 from a fundraising page, using the money to pay for a holiday with her children. 
Under questioning, she admitted that she “enjoyed the attention she received from being ‘ill’”, said City of London Police.  
Goodwin admitted two counts of fraud by false representation and was sentenced at Woolwich crown court to a two-year suspended 
prison sentence with a six-month electronic tag. 
She was convicted in 2019 of claiming almost £19,000 in benefits by lying about terminal illness, when she also received a suspended 
sentence. Three years earlier, she was convicted of obtaining approximately £40,000 in housing benefit.  
ZIFL wonders why, after these blatant frauds, the U.K. Court has not sentenced her to serve time in prison.  

Videos on YouTube and Zalma on 
Insurance from Barry Zalma 

Over 320 Videos describing important insurance issues described by Barry Zalma and available to anyone who views or subscribes to 
the YouTube account.  Issues include insurance fraud, definition of insurance, insurance as a contract of personal indemnity, millions 
for defense and not a dime for tribute and the tort of bad faith. Please subscribe. There are 62 Videos are at 
https://www.youtube.com/channel/UCFg7qxC0tVgKcMUqoUfnwPw/videos but I have had some difficulty posting new videos to my 
YouTube channel. I have posted about 320 videos on insurance, insurance claims, insurance law, and insurance fraud to this YouTube 
Channel my Rumble channel https://rumble.com/c/c-262921 and my blog, https://zalma.com/blog. 

https://www.youtube.com/channel/UCFg7qxC0tVgKcMUqoUfnwPw?view_as=subscriber
https://www.youtube.com/channel/UCFg7qxC0tVgKcMUqoUfnwPw?view_as=subscriber
https://www.youtube.com/channel/UCFg7qxC0tVgKcMUqoUfnwPw/videos
https://www.youtube.com/channel/UCysiZklEtxZsSF9DfC0Expg
https://www.youtube.com/channel/UCysiZklEtxZsSF9DfC0Expg
https://rumble.com/c/c-262921
https://rumble.com/c/c-262921
https://zalma.com/blog
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Other Insurance Fraud Convictions 
Life Sentence for Fort Worth Man Found Guilty of Gruesome Murder of Wife, Infant Son 
Craig Vandewege, 40, was found guilty, Thursday, and given an automatic sentence of life without the possibility 
of parole. 

Vanderwege, a Fort Worth man was charged with, and convicted by a jury, of the capital murder of his wife and 
infant son. He was found guilty, November 4, 2021 and automatically sentenced to life without the possibility of 
parole. 
The closure of the case comes nearly five years after Shanna Riddle Vandewege and their 3-month-old son, 
Diederik, were found with their throats cut inside the family's Fort Worth home. 
According to the investigation, Vandewege called 911 on the night of Dec. 15, 2016 and told dispatchers that 
someone broke into the house, ransacked it, and killed his wife and son. 
Investigators found that Craig Vandewege stood to claim more than $700,000 in life insurance after the deaths of his wife and son. 
The guilty verdict and sentencing came years after an agonizing wait for Shanna's family; after waiting three years for a possible trial, 
the family had to wait even longer after the COVID-19 pandemic forced a delay in court proceedings. 
Massachusetts Construction Company Owner Pleads Guilty to Tax, Workers’ Comp Fraud 
Argyrios “Eric” Mavros pleaded guilty to 10 counts of failure to collect or pay over taxes and one count of mail fraud. U.S. Senior 
District Court Judge William G. Young scheduled sentencing for Feb. 17, 2022. Mavros was indicted in September 2020. 
Mavrps, the owner of a now-defunct Peabody, Massachusetts, construction company pleaded guilty in connection with a scheme to 
defraud the IRS of payroll taxes and to defraud his workers’ compensation insurance carrier by failing to disclose how many workers 
he employed. Mavros, who owned Mavros Construction Inc., cashed more than $3.3 million in customer checks at a Peabody check 
cashing business and used some of those funds to pay his employees in cash. Mavros failed to report these employees or their wages in 
quarterly corporate tax filings, in an effort to avoid paying Social Security and Medicare taxes on employee wages and withholding 
federal income taxes. 
Overall, it is alleged that Mavros failed to pay and withhold federal taxes on more than $2.5 million in wages, resulting in a tax loss of 
more than $1 million. Additionally, Mavros failed to report these employees to his workers’ compensation insurance carrier, thereby 
defrauding his insurer of premiums. 
The charge of failure to collect and pay over taxes provides for a sentence of up to five years in prison, three years of supervised 
release and a fine of $10,000. The charge of mail fraud provides for a sentence of up to 20 years in prison, three years of supervised 
release and a fine of $250,000 or twice the gross gain or loss, whichever is greater. Sentences are imposed by a federal district court 
judge based upon the U.S. Sentencing Guidelines and other statutory factors. 
Teen Was Sentenced in Case of Vandalizing His Own Vehicle 

Clifton Eutsey, was granted youthful offender status in court by Erie 
County, New York, Court Judge Kenneth Case. The 19-year-old was 
granted youthful offender (YO) status in addition to being sentenced to 
jail time for two separated incidents last fall. 

In the first incident, on October 15, 2020, the teen admitted intentionally spray 
painting racist, homophobic and anti-Semitic graffiti on his SUV while it was 
parked on Saranac Avenue. He also poured a substance, believed to be sugar, 
into the gas tank. After vandalizing his own vehicle, the YO intentionally filed 
a false insurance claim. 
Then on October 24, he was stopped by Buffalo Police for a traffic infraction 

and was found to be driving without a license. At the time, police also found the teen in possession of two loaded, illegal firearms. 
The teen pleaded guilty in September to one count of Insurance Fraud and two counts of Criminal Possession of a Weapon, all 
felonies. Judge Case sentenced him to an indeterminate period of one and one third to four years behind bars in state prison. 
5 Years For $3.8m Unemployment Insurance Fraud Scheme 
Brandi Hawkins, a former contractor for the state of Michigan was sentenced to nearly five years in prison for helping orchestrate a 
$3.8 million fraud scheme involving money intended to help unemployed people during the coronavirus pandemic. 
A U.S. District Court judge in Detroit sentenced Hawkins, 40, to 58 months in federal prison and ordered her to pay $3,793,186 
restitution to the state. 



The Essential Resource for The Insurance Fraud Professional 

 
Zalma’s Insurance Fraud Letter – Page 16 

 

The Detroit woman, a former contract employee with the Michigan Unemployment Insurance Agency, had pleaded guilty to wire 
fraud charges in June. Hawkins, who was charged last year, admitted receiving bribes from people to file fraudulent unemployment 
insurance claims from April to June 2020, often using stolen identities. 
The scheme netted $3.8 million in state and federal aid intended for unemployment assistance during the COVID-19 pandemic, 
authorities said. 
Prosecutors said Hawkins spent bribe money on high-end handbags and other luxury goods and that investigators recovered more than 
$200,000 from her home during a federal raid. 
Court records show Hawkins was terminated from her state contracting job in June 2020, but continued to remotely access state 
systems. 
Guilty of Collecting Compensation While Holding Five Jobs 
Gary L. Miller, 53, told investigators his finances were in bad shape and that “he was tired of sitting around and doing nothing.”  
Miller, a man who held five jobs while collecting benefits for an injury he said prevented him from working was ordered to pay more 
than $41,000 in restitution after pleading guilty to theft, the Washington State Department of Labor and Industries announced. 
Miller injured his chest working as a delivery company driver in April 2018. He started receiving benefits after his doctor determined 
he could not work at all due to the injury. 
L&I said it launched an investigation after a routine comparison of records with other state agencies indicated he was employed. 
The department said Miller earned about $31,000 in wages while collecting more than $41,000 in comp benefits. 
In addition to restitution, Miller was sentenced, kindly, to only 240 hours of community service and placed on probation for two years. 
Former South African Cop Gets Six Live Sentences 
Rosemary Ndlovu a former Tembisa cop, was found to be a meticulous and manipulative serial murderer who showed no remorse or 
empathy as she had family members killed to capitalize on life insurance policies. 

Ndlovu, based on the testimony of an expert, would be classified as a serial killer, 
after being found guilty of murdering six victims, including her live-in partner and 
five relatives. She added that killings were meticulously planned and carried out 
against the victims who are people that Ndlovu should have had an emotional 
bond. 
In her report, the expert concluded that Ndlovu refused to take responsibility for 
the crimes and showed no remorse or empathy towards the victims.  
In an arbitrary development, Ndlovu, who spent most of her time swaying from 
side to side as she sat in the dock, attempted to ask for forgiveness from the 
families but in the same breath still maintained her innocence. During the 
mitigation of sentence proceedings, she apologized to all the families of the 
victims, asking them to forgive her. 
She told the court that she was not angry with the investigating officer into the 

matter and accepted that he was doing his job. Ndlovu had allegedly taken out a hit on the investigating officer after her arrest but that 
her plan was thwarted. She was then removed from Johannesburg Prison to Kgosi Mampuru Correctional Centre in Pretoria. 
Ndlovu ended the mitigation proceedings by asking the court if she could be transferred from Kgosi Mampuru prison to Johannesburg 
Prison as it was closer to her family in case they wanted to come and visit her. 
The court agreed with the report by the expert and found that there were not compelling or substantial reasons to deviate from the 
minimum prescribed sentence for murder. Judge Ramarumo Monama sentenced Ndlovu to life imprisonment on each of the six counts 
of murder. She was also sentenced to: 

• Five years imprisonment for defeating the ends of justice. 
• Ten years imprisonment for each of the four counts of fraud. 
• Ten years imprisonment for each of the seven counts of inciting to commit murder. 
• Ten years imprisonment for the attempted murder of her mother. 

Judge Monama said Ndlovu was not remorseful and was manifestly involved in killing of her own relatives because their deaths meant 
some money for her. He added that Ndlovu needed to be removed from society for a very long time. 
The handing down sentence of the court also highlighted that these heinous crimes were committed while Ndlovu was a police officer, 
meant to serve and protect.  
As soon as the sentence was handed down, Ndlovu's legal representative asked the court for leave to appeal against the conviction and 
sentence. He told the court that another court would come to another decision. However, the court dismissed the application as quickly 
as it was argued.  
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Ndlovu's killing spree-for-cash started in 2012 and ended in 2018 when she was arrested after being caught on tape trying to plan the 
death of her mother, sister and her sister's five children in Nelspruit. Nldovu's motive behind the murders was for financial benefit as 
she took out life insurance policies on her victims.  
Evidence established that she pocketed more than 1.4million Rand (the South African Currency) after cashing in the policies on her 
six victims.  
Her victims included: 

• Madala Witness Homu: Ndlovu's cousin, was found dead with head injuries in March 2012 in Olifantsfontein. Ndlovu 
received over R131 000 from the insurance payout. 

• Audrey Ndlovu: Ndlovu's sister was found poisoned and strangled to death in her rented room in Tembisa in June 2013. 
Ndlovu received R717 421.17 from insurance. 

• Zanele Motha: Ndlovu’s niece was beaten to death in June 2013. Ndlovu cashed in around R119 840. 
• Maurice Mabasa: Ndlovu's boyfriend and father of her child died in October 2015 after being stabbed more than 80 times. 

His body was dumped in Olifantsfontein. Ndlovu cashed in on more than R131 000 worth of death policies she had opened in 
Mabasa’s name. 

• Mayeni Mashaba: Nldovu's nephew died in April 2017. He had met up with Ndlovu the day before he died. His body was 
found dumped in Olifantsfontein after Ndlovu claimed to have given him a lift, dropping him off at a garage on the R21 near 
Pretoria. 

• Brilliant Mashego: Ndlovu’s nephew and Audrey's son was last seen with Ndlovu on 22 January 2018 in Bushbuckridge. His 
body was found on 24 January in Bushbuckridge, the day after he was seen with Ndlovu. He died from head injuries. Ndlovu 
admitted in court that she had taken between two and four funeral policies for Mashego. 

Free Insurance Videos 
Barry Zalma, Esq., CFE has published five days a week videos on insurance claims, insurance claims law, insurance fraud and 
insurance coverage matters at  
 © 2021 – Barry Zalma 
Barry Zalma, Esq., CFE, now limits his practice to service as an insurance consultant specializing in insurance coverage, insurance 
claims handling, insurance bad faith and insurance fraud almost equally for insurers and policyholders. He also serves as an arbitrator 
or mediator for insurance related disputes. He practiced law in California for more than 44 years as an insurance coverage and claims 
handling lawyer and more than 52 years in the insurance business. He is available at http://www.zalma.com and zalma@zalma.com. 
Mr. Zalma is the first recipient of the first annual Claims Magazine/ACE Legend Award. 
Over the last 53 years Barry Zalma has dedicated his life to insurance, insurance claims and the need to 
defeat insurance fraud. He has created the following library of books and other materials to make it 
possible for insurers and their claims staff to become insurance claims professionals. 
Go to the podcast Zalma On Insurance at https://anchor.fm/barry-zalma; Follow Mr. Zalma on Twitter at 
https://twitter.com/bzalma; Go to Barry Zalma videos at Rumble.com at https://rumble.com/c/c-262921; 
Go to Barry Zalma on YouTube- https://www.youtube.com/channel/UCysiZklEtxZsSF9DfC0Expg; Go to 
the Insurance Claims Library – https://zalma.com/blog/insurance-claims-library/ Read posts from Barry 
Zalma at https://parler.com/profile/Zalma/posts; and the last two issues of ZIFL at 
https://zalma.com/zalmas-insurance-fraud-letter-2/ podcast now available at https://podcasts.apple.com/us/podcast/zalma-on-
insurance/id1509583809?uo=4 

 

http://www.zalma.com/
mailto:zalma@zalma.com
https://anchor.fm/barry-zalma
https://twitter.com/bzalma
https://rumble.com/search/video?q=Barry%20Zalma
https://studio.youtube.com/channel/UCysiZklEtxZsSF9DfC0Expg/videos/upload?filter=%5B%5D&sort=%7B%22columnType%22%3A%22date%22%2C%22sortOrder%22%3A%22DESCENDING%22%7D
https://www.youtube.com/channel/UCysiZklEtxZsSF9DfC0Expg
https://zalma.com/blog/insurance-claims-library/
https://zalma.com/blog/insurance-claims-library/
https://zalma.com/blog/insurance-claims-library/
https://parler.com/profile/Zalma/posts
https://zalma.com/zalmas-insurance-fraud-letter-2/
https://podcasts.apple.com/us/podcast/zalma-on-insurance/id1509583809?uo=4
https://podcasts.apple.com/us/podcast/zalma-on-insurance/id1509583809?uo=4
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New Books for the Insurance Claims 
Professionals 

Zalma on Insurance Claims Part 108 – Third Edition 
This latest addition to Barry Zalma’s insurance claims series of books and articles is part of the most thorough, 
up-to-date, expert-authored insurance claims guide available today, the ten part treatise, Zalma on Insurance 
Claims. 
Written by nationally-renowned insurance coverage expert Barry Zalma, an insurance coverage attorney, 
consultant, expert witness and blogger, Zalma on Insurance Claims provides in-depth explanations, analysis, 
examples, and detailed discussion of: 
• Property insurance claims 
• Third-party liability claims 
• Casualty claims 
• Insurance Fraud 
Thorough, yet practical, this book is the ideal guide for any professional who works in or frequently interacts 
with the insurance industry. Claims professionals, risk managers, producers, underwriters, attorneys (both 
plaintiff and defense), and business owners will benefit greatly from this multiple volume guide. It is also the 

perfect resource for insurance educators, trainers, and students whose role requires an understanding of insurance law. 
As you read through the various volumes of Zalma on Insurance Claims, you will find comprehensive—yet comprehensible—
coverage of key topics, including: 

• What is Insurance? 
• The History of Insurance 
• Bad faith 
• Conditions, 
• Warranties, 
• Exclusions 
• Declaring a policy void 
• Duties of insured and insurer 
• Evaluation and settlement 

• Identifying insurance fraud 
• Investigation 
• Kinds of insurance policies 
• Other insurance clauses 
• Preparing a case for trial 
• Processing a claim 
• Responses to fraud 
• Subrogation and salvage 
• Underwriting 

The author has provided checklists, sample procedures, form letters, tables and information and references to model statutes, state 
statutes, administrative regulations, and requirements of insurance departments nationwide including in this volume: 

1. Preparing a Case for Trial 
2. Involvement of the Adjuster in Defense of the 

Insured. 
3. Conflicts of Interest Between Insured and Insurer 
4. The Need to Prove the Policy 
5. Interviewing Techniques 
6. The Art of the Interview 
7. Interview General Principles 
8. The Interviewer 
9. Preparing for the Interview 
10. Conducting the Interview 
11. Control of the Interview 

12. Dealing with Witness Types 
13. Interview Approaches that 

Work 
14. Dealing with the Nervous 

Person 
15. The Use of Bluffs In an 

Interview 
16. The mutability of Memory 
17. The Insurance Examination 

Under Oath 

Appendices 
• Actual Interview 1: Fire Loss Witness 
• Interview 2: Earthquake Loss 
• Interview 3: Cross examination of Expert on False Memory 
• Interview 4 Elizabeth Loftus on False Memory Syndrome  

Available as a paperback  Available as a Kindle book. 

 

https://www.amazon.com/Zalma-Insurance-Claims-Part-Third-ebook/dp/B09FFMQM3P/ref=sr_1_1?dchild=1&keywords=%22zalma+on+insurance+claims+part+105+third+edition%22&qid=1631291977&sr=8-1
https://www.amazon.com/Zalma-Insurance-Claims-Part-Third-ebook/dp/B09FFMQM3P/ref=sr_1_1?dchild=1&keywords=%22zalma+on+insurance+claims+part+105+third+edition%22&qid=1631291977&sr=8-1
https://www.amazon.com/Zalma-Insurance-Claims-Part-Third-ebook/dp/B09L78GCW3/ref=sr_1_1?keywords=zalma+on+insurance+claims+part+108+third+edition&qid=1636389750&sr=8-1
https://www.amazon.com/dp/B09L4HRVZM
https://www.amazon.com/Zalma-Insurance-Claims-Part-Third-ebook/dp/B09L78GCW3/ref=sr_1_1?keywords=zalma+on+insurance+claims+part+108+third+edition&qid=1636389750&sr=8-1
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Legal Disclaimer 
ZIFL is made available by the publisher for educational purposes only as well as to give you 
general information and a general understanding of the law, not to provide specific legal 
advice. By using ZIFL you understand that there is no attorney client relationship between 
you and the publisher. ZIFL should not be used as a substitute for competent legal advice 
from a licensed professional attorney in your state. The author and publisher disclaim any 
liability, loss, or risk incurred as a consequence, directly or indirectly, of the use and 
application of any of the contents of this blog. The information provided is not a substitute 
for the advice of a competent insurance, legal, or other professional. The Information 

provided at this site should not be relied on as legal advice. Legal advice cannot be given without full 
consideration of all relevant information relating to an individual situation. 
 

Zalma on Insurance Blog Posting 
• The Ballard Allison Case & the Reality of Mold Claims November 12, 2021  
• Man Bites Dog Story – Aetna Sues Fraud Perpetrators to Recover Fruits of Fraud November 12, 2021  
• The Rights of Mortgagees November 11, 2021  
• Insurance Expert May Not Testify About Law or Causation November 11, 2021  
• The Modern Market at Lloyd’s November 10, 2021  
• Insurance Criminal Appeals After Pleading Guilty November 10, 2021  
• Training Required of an Excellence in Claims Handling Program November 4, 2021  
• Insurance Information Admissible for Purpose of Assessing Punitive Damages November 4, 2021  
• Excellence in Claims Handling November 3, 2021  
• Insured v. Insured Exclusion is Effective November 3, 2021  
• Policy Provisions to Control the Moral Hazard November 2, 2021  
• Insured Obligated to Prove Exception to an Exclusion November 2, 2021  
• Zalma’s Insurance Fraud Letter – November 1, 2021 November 1, 2021  
• View Over 315 FREE Insurance Claims Videos from Insurance Expert October 31, 2021  
• Insurable Interest & First Party Property Insurance October 29, 2021  
• What is Insurance? October 29, 2021  
• Proof of Materiality October 28, 2021  
• Lender Owes a Duty of Good Faith to Borrower Regarding Insurance Proceeds October 28, 2021  
• Settlements and the Ethical Burden on Attorneys October 27, 2021  

Insurance Fraud Costs Everyone  
Fictionalized True Crime Stories of Insurance Fraud from an Expert who explains why Insurance Fraud is a 
“Heads I Win, Tails You Lose” situation for Insurers.  
Fictionalized True Crime Stories of Insurance Fraud from an Expert who explains why Insurance Fraud is a 
“Heads I Win, Tails You Lose” situation for Insurers. 
The stories help to Understand How Insurance Fraud in America is Costing Everyone who Buys Insurance 
Thousands of Dollars Every year and Why Insurance Fraud is Safer and More Profitable for the Perpetrators 
than any Other Crime. 
This book started as a collection of columns I wrote and published in the magazines “Insurance Journal,” “Insurance Week,” and “The 
John Cooke Insurance Fraud Report” insurance trade publications serving the insurance community in the United States. Since the last 
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edition I have added more stories that were published in my twice monthly newsletter, Zalma’s Insurance Fraud Letter which is 
available free to anyone who clicks the links. 
Available as a Kindle Book and Available as a Paperback from Amazon.com. 

Barry Zalma, Esq., CFE 

Barry Zalma, Esq., CFE, now limits his practice to service as an insurance consultant specializing in insurance coverage, insurance 
claims handling, insurance bad faith and insurance fraud almost equally for insurers and 
policyholders. He also serves as an arbitrator or mediator for insurance related disputes. He 
practiced law in California for more than 44 years as an insurance coverage and claims handling 
lawyer and more than 54 years in the insurance business. He is available at http://www.zalma.com 
and zalma@zalma.com. 
Mr. Zalma is the first recipient of the first annual Claims Magazine/ACE Legend Award. 
Over the last 54 years Barry Zalma has dedicated his life to insurance, insurance claims and the 
need to defeat insurance fraud. He has created the following library of books and other materials to 
make it possible for insurers and their claims staff to become insurance claims professionals. 
Barry Zalma, Inc., 4441 Sepulveda Boulevard, CULVER CITY CA 90230-4847, 310-390-4455;  
Subscribe to Excellence in Claims Handling at https://barryzalma.substack.com/welcome. Write to Mr. Zalma at zalma@zalma.com; 
http://www.zalma.com; http://zalma.com/blog; I publish daily articles at https://zalma.substack.com, Go to the podcast Zalma On 
Insurance at https://anchor.fm/barry-zalma; Follow Mr. Zalma on Twitter at https://twitter.com/bzalma; Go to Barry Zalma videos at 
Rumble.com at https://rumble.com/c/c-262921; Go to Barry Zalma on YouTube- 
https://www.youtube.com/channel/UCysiZklEtxZsSF9DfC0Expg; Go to the Insurance Claims Library – 
https://zalma.com/blog/insurance-claims-library/ Read posts from Barry Zalma at Go to the Insurance Claims Library – 
https://zalma.com/blog/insurance-claims-library/  

It’s Time to Abolish the Tort of Bad Faith 
The concept of unintended consequences is one of the building blocks of economics. Adam Smith’s “invisible hand,” the most famous 
metaphor in social science, is an example of a positive unintended consequence. INSURANCE AS A NECESSITY  
Neither the courts nor the governmental agencies seem to be aware that in a modern, capitalistic society, insurance is a necessity. No 
prudent person would take the risk of starting a business, buying a home, or driving a car without insurance. The risk of losing 
everything would be too great. By using insurance to spread the risk, taking the risk to start a business, buy a home, or drive a car 
becomes possible. Insurance has existed since a group of Sumerian farmers, more than 5,000 years ago, scratched an agreement on a 
clay tablet that if one of their number lost his crop to storms, the others would pay part of their earnings to the one damaged. Over the 
eons, insurance has become more sophisticated, but the deal is essentially the same. An insurer, whether an individual or a corporate 
entity, takes contributions (premiums) from many and holds the money to pay those few who lose their property from some calamity, 
like fire. The agreement, a written contract to pay indemnity to another in case a certain problem, calamity, or damage that is 
fortuitous, that is that occurs by accident, is called insurance. In a modern industrial society, almost everyone is involved in or with the 
business of insurance. They insure against the risk of becoming ill, losing a car in an accident, losing business due to fire, becoming 
disabled, losing their life, losing a home due to flood or earthquake, or being sued for accidentally causing injury to another. The tort 
of bad faith was created because courts felt that insurers treated their insureds badly and defeated the purpose for which insurance is 
acquired. It has served its purpose. Fair Claims Settlement Practices laws and regulations are now available to control insurers who do 
not act in good faith. Insurance fraud statutes and Regulations provide assistance to insurers who have been deceived by those they 
insure or who are victims of attempted insurance fraud. It is time that all contracts, including insurance contracts, are treated like any 
other contract, and insureds who believe the insurer breached the contract of insurance can sue to recover the benefits promised by the 
policy. Available as a paperback here. Available as a Kindle book here. 
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