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“You cannot do kindness too soon, for you never know how soon it will be too late.” 
Ralph Waldo Emerson 

Committing Insurance Fraud & Forgery While on Probation Requires Jail Time 

Dustin Jungvirt, appealed the sentence imposed following his guilty plea to insurance fraud, claiming the district court failed to properly 
consider which sentencing option would best rehabilitate him. In State of Iowa v. Dustin Jungvirt, No. 21-1130, Court of Appeals of 
Iowa (April 13, 2022) the Iowa Court of Appeals resolved the dispute. 

BACKGROUND FACTS  

The State charged Jungvirt with insurance fraud, claiming he filed false claims with his insurance carrier. Jungvirt was alleged to have 
committed the offense while on probation for child endangerment causing bodily injury. The State later added a charge for fraudulent 
practice. After Jungvirt’s arrest, he was released to the Iowa Department of Corrections for supervision. 

In May 2020, Jungvirt was arrested for assault while displaying a dangerous weapon. Due to the arrest, the court revoked Jungvirt’s 
pretrial release. Jungvirt entered a plea agreement on September 11, admitting to the probation violation and pleading guilty to insurance 
fraud. He also entered a plea of guilty to four counts of forgery in a separate case. As part of the plea agreement, the State agreed to 
recommend Jungvirt for a residential treatment facility if Jungvirt was deemed appropriate for placement in the facility. If Jungvirt was 
denied a placement in a residential facility, the State could recommend any legal sentence. 

The court received a presentence investigate report (PSI) which recommended probation and placement in a Davenport residential 
correctional facility (RCF). 

Jungvirt failed to appear for sentencing, resulting in the court issuing a bench warrant for his arrest. He was not apprehended until May 
2021. Due to his absconding, the RCF would not approve him for placement. 

Jungvirt, after being charged with new crime and returning to the court, expressing chutzpah, asked for probation, highlighting as 
mitigating factors his desire to see family, his limited criminal history, mental-health and substance-abuse issues, and progress he had 
made toward his education. The State urged the court to impose a prison sentence. 

The court sentenced Jungvirt to a prison term of five years for insurance fraud, to run consecutively to the two-year sentence for 
Jungvirt’s forgery convictions. 

DISCUSSION 

Jungvirt contended the district court abused its discretion when it sentenced him to a prison term rather than probation. He ignored the 
reasoning of the sentencing court who, during the sentencing hearing, the court explained its reasoning as follows: 

In every case, my duty under the law is to review what is available to me in terms of community resources and to 
determine what the appropriate rehabilitative plan for you would be, but to always remember first and foremost that 
the public must be protected. 

In doing so, I look at the seriousness of the crimes, the effect the crimes have upon members of the community, your 
willingness to accept change and treatment, and what’s available within the community to assist you in this process. 

The first thing that jumps out at me in looking at the file is that you had a plea agreement for probation. You were at 
the RCF and something happened and you were out to warrant, then, from October 22nd to May 30th. You knew at 
that time you pled guilty. You knew you had to take care of these matters and you made no effort to do so, which tells 
me that you were absconding from your responsibilities and obligations for the crimes you committed. 
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It’s not completely inconsistent with your criminal history. While these charges are more serious than maybe what 
you had in the past, you do have a history of failing to appear and a history of violating terms of probation. 

I do consider as mitigating any substance abuse or mental health issues that you have. 

What’s also concerning to me is that looking at the file, case number 312, you were on probation with a sentencing 
date of July 19th, 2018, and then comes the insurance fraud case that you’re here on today that happened after that, 
and it appears while you were on probation . . . . 

And then, while you were awaiting trial on pretrial release in that matter, you pick up all the forgery charges that 
you’ve pled to in 505. 

So, each time when you committed a crime, before you resolved it, while you were still on some form of probation, 
you committed another crime. To me, that warrants incarceration. 

The Court of Appeals concluded, faced with the clear and logical statement made by the sentencing court, properly considered the 
defendant’s chances of reform, criminal history, mitigating factors such as mental health and substance abuse, the resources available 
to the defendant, the effect Jungvirt’s crime had on the community, and what punishment would best protect the public. In particular, 
the court emphasized Jungvirt’s consistent pattern of engaging in illegal activity while on probation or pretrial release. The court 
determined incarceration was necessary. 

A district court is not bound by the recommendations in a PSI. Due to its consideration of the relevant factors, the total lack of respect 
for the court system, the criminal actions when on probation, it became obvious that the district court did not abuse its discretion 
concerning Jungvirt’s sentence. Accordingly, the court affirmed the sentence. 

ZIFL OPINION 

It is time that trial and appellate courts stop coddling insurance fraud criminals with probation and half-way-houses and deter the crime 
with real prison time. That Dustin Jungvirt, had the unmitigated chutzpah, on such a series of criminal conduct to claim the court 
improperly sentenced him prison was an amazing waste of the time of two courts and should have been condemned with more than 
affirming the sentence. 

“There are more instances of the abridgment of the freedom of the people by gradual and silent encroachments of those in power than 
by violent and sudden usurpations.” —James Madison  
“Sleep is the Swiss Army knife of health. When sleep is deficient, there is sickness and disease. And when sleep is abundant, there is 
vitality and health.”— Matthew Walker 
“Courage is resistance to fear, mastery of fear — not absence of fear. Except a creature be part coward it is not a compliment to say it 
is brave; it is merely a loose misapplication of the word. – Mark Twain 
“A library outranks any other one thing a community can do to benefit its people. It is a never failing spring in the desert.― Andrew 
Carnegie 
“Every day above earth is a good day.”— Ernest Hemingway 
“By liberty I mean the assurance that every man shall be protected in doing what he believes his duty against the influence of authority 
and majorities, custom and opinion.” —Lord Acton  
“Race, ethnicity, religion, or region never counted for much; what mattered was what they had behind their belt buckles and between 
their ears. Did they have the guts and the brains to be Infantrymen and Rangers?” —Col. Ralph Puckett, Medal of Honor recipient  
“Equal laws protecting equal rights; the best guarantee of loyalty and love of country.” —James Madison  
“I can't give you a recipe for success, but I can give you a recipe for failure: try to please everybody.” – Frank Langella 
“You can't stay in your corner of the Forest waiting for others to come to you. You have to go to them sometimes.”— A.A. Milne  
“Practice kindness all day to everybody and you will realize you’re already in heaven now.” — Jack Kerouac 
“An income tax form is like a laundry list – either way, you lose your shirt.” – Fred Allen 
“Opportunity is missed by most people because it is dressed in overalls and looks like work.” — Thomas Jefferson 

Jacques Andres Frym, 53, who owned businesses in the Savannah area, pleaded guilty last year to lying under oath about his income. 
Frym at one time owned Federal Employee Benefits LLC, an insurance company, along with real estate and other interests, federal 
court records show. 
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Frym, a Georgia insurance company owner was sentenced to eight months in prison after prosecutors said he lied in bankruptcy court 
and on his federal tax returns.  

In 2016, Frym filed for Chapter 11 bankruptcy protection to manage more than $5 million in debt. But he falsely testified that he 
performed no work for and had no income from Federal Employee Benefits, according to the charging information sheet. 

In fact, Frym knew that he sold, and was the primary individual responsible for selling insurance contracts on behalf of Federal Employee 
Benefits. He also understated his income on his 2017 tax return. 

In addition to jail time, Frym must also pay $112,000 in restitution and a $30,000 fine. Once released, he will face three years of 
supervised release, the federal court said. 

Barry Zalma, Esq., CFE has published five days a week videos on insurance claims, insurance claims law, insurance fraud and insurance 
coverage matters at https://www.rumble.com/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 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. 
See the more than 400 videos at https://www.rumble.com/zalma 

Maria Caceres an Indiana travel agent was sentenced recently to 30 months in federal prison following her conviction of wire fraud, to 
which she had previously plead guilty. 

According to court records, the 56-year old Caceres was employed by Seven Corners, a travel insurance business located in Carmel. 
Between May 2011 and September 2016, Caceres prepared and submitted thirty fraudulent insurance claims to Seven Corners totaling 
more than $650,000. As part of the scheme, Caceres and her accomplices created fictitious names under which they purchased insurance 
policies from the victim company. 

Caceres and her accomplices created false email addresses in the name of a hospital in Venezuela and submitted claims to the victim 
company for purported emergency medical services provided to the fictitious individuals during international travel. The U.S. 
Department of Justice says none of these expenses were ever incurred and Caceres had created artificial customer accounts and false 
documents in support of the claims. As a result of the fraud, the victim company paid over $588,000 to accounts controlled by Caceres’ 
accomplices. 

The sentence was imposed by U.S. District Judge Richard L. Young. As part of the sentence, Judge Young ordered that the defendant 
be supervised by the U.S. Probation Office for one year following her release from prison. Caceres was also ordered to pay over 
$496,000.00 in restitution. 

ZIFL can only wonder why this rather minor fraudster was sentenced to 30 months while major fraudsters are sentenced to less. 

Alaska Insurance Department - Investigation Section  
Arizona Insurance Department - Fraud Unit 
Arkansas Insurance Fraud Investigation Division 

California Insurance Fraud Division 
Canadian Coalition Against Insurance Fraud 
Colorado Department of Labor & Employment 
Connecticut Office of Chief State's Attorney 
Connecticut Department of Insurance Fraud Unit 
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Delaware Fraud Prevention Bureau 
D.C. Department of Insurance & Securities Regulation 
FBI Economic Crimes Unit 
Florida Insurance Fraud Division 
Iowa Insurance Division Fraud Bureau 
Kansas DOI Fraud Unit 
Kentucky Insurance Fraud Investigation Division 
Massachusetts Insurance Fraud Bureau 
Maryland Insurance Administration Fraud Unit 
Minnesota Workers Compensation Fraud Unit 
Nebraska Insurance Fraud Prevention Division 
New Hampshire Attorney General Insurance Fraud Unit 
New Jersey Office of Insurance Fraud Prosecutor 
New Mexico Insurance Fraud Bureau 
New York Insurance Frauds Bureau 
Nevada Insurance Fraud Unit  
North Carolina Insurance Department - Investigations 
Division 
North Carolina Industrial Commission - Fraud Section 
North Dakota Workers Compensation Bureau 
Ohio Insurance Fraud Division 
Pennsylvania Attorney General Insurance Fraud Section 
Pennsylvania Insurance Fraud Prevention Authority 
Pennsylvania Montgomery County District Attorney Fraud 
Unit 
Pennsylvania Philadelphia District Attorney Fraud Unit 
South Carolina Insurance Fraud Division 
South Dakota Insurance Fraud Division 
Tennessee Department of Commerce & Insurance 
Texas Insurance Fraud Unit 

Utah Insurance Fraud Division 
Virginia State Police Insurance Fraud Division 
West Virginia Fraud Division 

Association of Certified Fraud Examiners 

Insurance Information Institute  

Insurance Marketplace Standards Association 

International Association of Special Investigation Units 

International Association of Insurance Fraud Agencies 

International Association of Marine Investigators 

International Association of Arson Investigators 

International Association of Auto Theft Investigators 

Midwest Insurance Fraud Prevention Association 

National Health Care Anti-Fraud Association 

National Association of Property Recovery Investigators 

National Coalition for the Prevention of Economic Crime 

National Insurance Crime Bureau 

National Society of Professional Insurance Investigators 

National White Collar Crime Center 

New York Alliance Against Insurance Fraud 

Northeast Insurance Anti-Fraud Group 

Northern California Fraud Investigators Association 

 

 

 

 

 

In Louisiana, Insurance Commissioner Jim Donelon has proposed fining five homeowner insurers a combined $764,750 
following targeted market conduct examinations of their actions after three recent hurricanes made landfall in the state. The 
insurers are United Property & Casualty Insurance Company, GeoVera Specialty Insurance Company, FedNat Insurance 
Company, Maison Insurance Company and Allied Trust Insurance Company. The examinations found 44 instances of improper 
activities and/or business practices noncompliant with the Louisiana Insurance Code, Donelon says. Violations were found in claims 
handling, complaint handling, operations and management. Each company has 30 days to appeal the proposed fines. 

An agent grew his business while stealing more than $424,000 of federal disability after claiming he was unable to work, federal 
prosecutors in Arlington, Mass. Patrick Quinn is an ex-Marine who claimed he received service-related injuries and PTSD. Quinn 
claimed that his PTSD prevented him from securing gainful occupation, and he was too disabled to work. He submitted a letter from his 
purported final employer, Insurance Management Consultants. It claimed Quinn was fired due to his erratic behavior. He was declared 
disabled and started receiving VA and Social Security disability. Quinn completed and returned four VA employment questionnaires 
attesting he didn’t work during the previous year. Yet he ran Quinn Group Insurance Agency since at least March 2003. Quinn also ran 
Insurance Management Consultants from 2000 through 2007, despite saying he was fired. Quinn also grew his business significantly by 
acquiring nine smaller agencies. He will spend up to 10 years in federal prison when sentenced Aug. 17. 
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Agent Marc Leigh Miles stole more than $45,000 in premiums and a deductible from a medical provider client, the California 
insurance department charges. The department’s allegations: The client provider made a claim for an office water leak. The former 
Irvine agent lied he had authority to adjust the claim. He falsely billed the provider for a $5,000 deductible, which the client paid. Miles 
then contested the repair costs and prolonged the claim process. The client provider eventually learned that Miles also failed to remit 
$40,500 in medical malpractice premiums, so the policy was canceled. Miles told the medical malpractice insurer the medical provider 
wasn’t renewing the policy. Miles forged the client’s signature on a cancellation notice to the insurer. To cover his actions, he provided 
a fraudulent medical malpractice policy to his client. He also canceled his client’s business policy, telling the insurer his client was going 
out of business. Both insurers confirmed Miles didn’t send in renewal premiums, and that he had no authority to adjust or settle claims. 
Miles also negotiated the premium and deductible payments through his business bank account, and kept the money for himself. Miles 
surrendered his license and faces felony charges of grand theft, insurance fraud and forgery. 

Working from the inside as an agency employee, Maria Caceres and her cohorts bought travel policies from Seven Corners 
under fictitious names. The Coral Springs, Fla. woman and her group created false email addresses in the name of a hospital in 
Venezuela, then made 30 claims for purported emergency medical treatment during international travel. The scammers received more 
than $588,000. None of the expenses were authentic. Caceres created fake customer accounts and false documents to support the claims. 
She also scoured news articles and medical documents to obtain info for the claims. Some cohorts also lied they were medical providers 
who treated the patients. Caceres was director of a Seven Corners department that processes claims and helped policyholders receive 
emergency medical care abroad. She pled guilty, was given 30 months in federal prison and must repay $496,000. 

A crime ring bribed 911 operators, medical personnel and police for the confidential info of tens of thousands of crash victims 
to falsely bill auto insurers millions for whiplash treatment in New York. Jelani Wray was a ringleader. The gang contacted 
victims, lied to them, and steered them to clinics and lawyers handpicked by Wray and cronies. The clinics and lawyers then paid Wray 
lucrative kickbacks, which he distributed to cohorts. Wray started as manager of a medical clinic. He paid Anthony Rose $2,000-$3,000 
for each patient Rose steered to the clinic. Wray then began recruiting his own patients. He bribed at least five NYPD 911 operators to 
provide him the names and numbers of crash victims. Wray sent the victims’ info to Rose’s illegal call center. The call center phoned 
the unsuspecting victims, steering them to colluding clinics and lawyers who paid Rose and Wray kickbacks by cash and check. Wray 
hid his bribes from the 911 operators. He gave them prepaid burner phones — using encrypted messaging apps and assigning them code 
names. Wray, Rose and a doc then opened their own medical clinic in the Bronx. Wray steered crash victims there. He also illegally 
controlled the clinic — a physician is required to control clinics in New York. Wray was given 84 months in federal prison. Rose received 
two years. Some 25 of 27 suspects have pled guilty. 

Stuck in jail awaiting his murder trial, George Rider plotted to burn a house for $100,000 to help fund his legal fees. The Detroit-
area man enlisted his brother Lawrence Rider-El to organize the plot on the outside. An inmate snitched, collapsing the scheme and 
leading to Rider-El’s guilty plea this week. Let’s back up: Rider had Julii Johnson shot in an unrelated case. A fellow inmate told Rider 
he knew about a $1-million home to torch for insurance. Rider told him he’d committed 100 arsons and made $100,000-$200,000 in 
fees from the insurance claims. The inmate went to federal officials. An ATF agent impersonated the inmate’s “Uncle Sal,” who 
supposedly wanted the job done. Rider planned the burning on the phone and in handwritten notes to his brother Rider-El, who facilitated 
the plot: “Make sure you get the money today. I need you to paint the house [i.e., burn it]. This is a break for us to get the law firm. The 
house, it must look like an accident. Get an electrician out there to do it.” Uncle Sal — the ATF agent — then wired $1,000 of good-
faith money to Rider’s bagman. Rider-El pled guilty and facing up to 20 years when sentenced. Arson charges against Rider were 
dropped after his earlier murder plea. 

California Chiropractor Sentenced to Five Years in Prison for Fraud. 
Susan Poon, a 57-year-old former Orange County, California chiropractor was sentenced to more than 5 years in federal prison for 
defrauding health insurers out of around $2.2 million as part of a scheme that lasted more than three years. 

Nearly a year after she was convicted of health care fraud and aggravated identity theft, among other charges, Poon submitted false 
reimbursement claims to several health insurance providers that included false diagnoses and claims of services that were not actually 
performed, as well as fraudulent prescriptions containing fake diagnoses of dependents of Costco and United Parcel Service employees. 

To facilitate the fraud, prosecutors said Poon stole the personal identification information of her victims by attending health fairs at 
various UPS and Costco locations and soliciting the info from employees. 

In a sentencing brief filed with the court, prosecutors described a scheme involving “interdependent moving parts” in which Poon “lied 
about visits with, diagnosis of, and treatments given to actual people and their children.” 

During her sentencing hearing, Poon told U.S. District Judge David O. Carter that she was “sincerely sorry” for her mistakes and 
promised that “for the future I will lead with a moral compass in my soul.” Poon spoke of her family history – which included parents 
who immigrated to New York with nothing and established a successful restaurant – to her own work helping the hungry and homeless. 

“There is not one day since this incident that I am not truly sorry,” Poon told the judge. “I mentally punish myself daily.” 
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Carter acknowledged what he described as Poon’s “extraordinary” family history, and said that prior to the fraud scheme she appeared 
to live an “exemplary life.” But the judge also noted that the fraud went on for years and required information taken from more than 500 
people, including some toddlers. 

“You represent a person I intuitively feel has turned a corner,” Carter said. “By the same token, the harm here is extraordinary.” 

The judge ultimately decided on a sentence slightly shorter than the seven years and three months requested by prosecutors. He also 
ordered her to pay more than $1 million in restitution. 

Owner Of Counseling Agency and Supervising Manager Sentenced Severely on Fraud Charges 

Marty T. Johnson and Keesha Dinkins were both sentenced April 19, 2022 by United States District Judge Donald E. Walter in 
connection with a healthcare fraud and wire fraud scheme they were involved in. 

Johnson, 59, of Shreveport, was sentenced to 60 months in prison, followed by 1 year of supervised release. Dinkins, 45, of Bossier 
City, was sentenced to 24 months in prison, followed by 1 year of supervised release. In addition, Johnson and Dinkins were ordered to 
jointly pay restitution in the amount of $3,500,000. 

On October 26, 2021, Johnson and Dinkins each entered guilty pleas in connection with the case. Johnson pleaded guilty to a Bill of 
Information charging him with conspiracy to commit healthcare fraud and wire fraud. Dinkins pleaded guilty to a Bill of Information 
charging her with misprision of a felony charge of healthcare fraud. Johnson and Dinkins each admitted to defrauding the Medicaid 
Program out of $3.5 million. 

According to information presented to the court, Johnson owned and operated Positive Change Counseling Agency (Positive Change) 
located in Shreveport, Louisiana, from January 2013 to January 2018. Keesha Dinkins was a manager and supervisor at Positive Change. 
Positive Change provided mental health rehabilitation and related services to Medicaid beneficiaries in the Caddo and Bossier Parish 
areas. From 2014 to January 2018, Johnson submitted and caused to be submitted fraudulent claims for mental health rehabilitation and 
non-emergency transportation services on behalf of Positive Change. Dinkins knew that Johnson submitted these fraudulent claims 
which she and Johnson both knew were not performed or rendered. These fraudulent claims resulted in Positive Change receiving 
payments from Medicaid to which it was not entitled.  

Johnson admitted to paying individuals money to enroll with Positive Change, increasing the capacity for Positive Change to bill 
Medicaid for services that were not rendered. Johnson instructed employees, and Dinkins supervised those employees, at Positive 
Change to create false client files to conceal from Medicaid and insurance company auditors and inspectors that it had not performed 
the services related to its previously submitted claims which had already been reimbursed by Medicaid. In order to create these false 
client files, sections from different client documents were physically cut to create inserts which were glued into blank client log 
templates. These templates with the glued inserts were then photocopied to create the appearance of legitimate documents. Johnson and 
Dinkins supervised and knowingly and willfully instructed the employees that were creating these false client files to place the false and 
fictitious photocopied, cut and pasted, documents into the client files. Johnson and Dinkins knew that these false client files were used 
to conceal from Medicaid officials that Positive Change did not render the services in the claims submitted by it and paid by Medicaid. 

In addition, Johnson knowingly caused Positive Change to use Medicaid recipients’ names and identification information without their 
knowledge or consent to submit fraudulent claims for mental health rehabilitation and non-emergency transportation. 

11 Defendants Plead Guilty In $300 Million Healthcare Fraud  

Unified Laboratory Services, Spectrum Diagnostic Laboratory, and Reliable Labs LLC, paid kickbacks to induce medical 
professionals to order medically unnecessary lab tests, which they then billed to Medicare and other federal healthcare programs. 

Just two months after being charged, all 11 defendants implicated in the $300 million Spectrum/Reliable healthcare fraud have pleaded 
guilty, announced U.S. Attorney for the Northern District of Texas Chad E. Meacham. 

Ten defendants, including two medical doctors, were indicted February 9. An eleventh defendant was charged on March 16. 

Six of the original ten defendants – Laredo-based internal medicine doctor Eduardo Canova, family medicine doctor Jose Maldonado, 
nurse practitioner Keith Wichinski, Reliable Labs cofounder Abraham Phillips, marketing firm owner Juan David Rojas, and 
marketing employee Laura Ortiz – filed plea papers on February 11, just two days after being indicted. The final defendant – Reliable 
Labs cofounder Biby Kurian – filed plea papers on April 6 and entered her plea on April 13. 

The medical professionals – including Dr. Canova, Dr. Maldonado, and Mr. Wichinski – accepted the bribes and ordered millions of 
dollars’ worth of tests. 

Meanwhile, Unified, Spectrum, and Reliable disguised the kickbacks as legitimate business transactions, including as medical advisor 
agreement payments, salary offsets, lease payments, and marketing commissions. 

The labs, through marketers, paid doctors hundreds of thousands of dollars for “advisory services” which were never performed in return 
for lab test referrals. They also paid portions of the doctors’ staff’s salaries and a portion of their office leases, contingent on the number 
of lab tests they referred each month. In some instances, lab marketers even made direct payments to the provider’s spouse. (When the 
labs threatened one provider that payments would cease if he didn’t refer more tests, he immediately increased his lab referrals, averaging 
approximately 20 to 30 referrals per day.) 

Knowing they could disguise additional kickbacks using a provider-ownership model, the founder of Spectrum and Unified, Jeffrey 
Madison, convinced the co-founders of Reliable to convert Reliable into a physician-owned lab. Reliable offered physicians ownership 
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opportunities only if those physicians referred an adequate number of lab tests. In some cases, they made advance disbursement payment 
to physicians in an effort to appease the physician and ensure he would not send samples to other labs. 

As a result of these kickbacks, laboratories controlled by the defendants were able to submit more than $300 million in billing to federal 
government healthcare programs.  

In plea papers, Dr. Maldonado admitted he received more than $400,000 in kickbacks for ordering more than $4 million worth of lab 
tests; Dr. Canova admitted he received more than $300,000 in kickbacks for ordering more than $12 million worth of lab tests. 

Defendants’ pleas are as follows: 

• Jeffrey Paul Madison, founder of Unified Laboratory Services and Spectrum Diagnostic Laboratory – conspiracy to pay and receive 
healthcare kickbacks and a substantive count of paying and receiving healthcare kickbacks (two counts) 

• Mark Christopher Boggess, chief operating officer for Spectrum and Unified – misprision (concealment) of a felony 

• Biby Ancy Kurian, co-founder of Reliable Labs, LLC – conspiracy to pay kickbacks 

• Abraham Phillips, co-founder of Reliable Labs, LLC – conspiracy to pay kickbacks 

• Dr. Jose Roel Maldonado, family medicine doctor based in Laredo – conspiracy to solicit and receive illegal kickbacks 

• Dr. Eduardo Carlos Canova, internal medicine specialist based in Laredo – conspiracy to solicit and receive illegal kickbacks 

• Keith Allen Wichinski, board-certified nurse practitioner based in San Antonio – conspiracy to solicit or receive kickbacks 

• David Michael Lizcano, owner of DCLH, a marketing firm engaged by Unified, Spectrum, and Reliable – conspiracy to pay and 
receive healthcare kickbacks and a substantive count of paying and receiving healthcare kickbacks (two counts) 

• Laura Ortiz, sister of David Lizcano and employee at his marketing firm – conspiracy to pay and receive healthcare kickbacks 

• Juan David Rojas, owner of Rojas & Associates, another marketing firm engaged by Unified, Spectrum, and Reliable – conspiracy 
to pay and receive healthcare kickbacks 

• Sherman Kennerson, investor in Unified (charged via criminal information) – conspiracy to pay kickbacks 

Under the applicable statutes, Mr. Madison and Mr. Lizcano face up to 15 years each in federal prison. Mr. Kennerson, Ms. Ortiz, Mr. 
Phillips, Ms. Kurian, Dr. Maldonado, Dr. Canova, Mr. Wichinski, and Mr. Rojas face up to five years; Mr. Boggess faces up to three 
years. 

Columbia Woman Sentenced To 57 Months in Prison for Health Care Fraud 

Joy Beth Harden, 51, pled guilty on August 10, 2021, to executing a scheme to defraud Medicare and other health care benefit programs. 
Specifically, Harden submitted fraudulent bills for durable medical equipment on behalf of her business, BZB LLC doing business as 
Duracare Home Medical Equipment in the Hattiesburg area. As a result, Medicare and other benefits programs paid Harden for 
durable medical equipment that was never prescribed for patients and for medical equipment that was never delivered to the patients. 

Harden, a Columbia, Mississippi woman was sentenced to 57 months in prison for defrauding health care insurance providers. United 
States District Judge Taylor B. McNeel sentenced Harden on April 15, 2022, to serve a term of 57 months in federal prison, followed 
by a term of 3 years of supervised release. Harden was also ordered to pay full restitution to all of the health care insurers she defrauded. 

Colorado Substance Abuse Treatment Clinic and Owner Agree to Settle False Claims Act Allegations 

Springbok Health Inc., a medical clinic with locations in Colorado Springs and Pueblo West, Colorado, and 
Mark Jankelow, Springbok’s owner and Chief Executive Officer, have agreed to pay at least $125,000, and up 
to as much as $335,494, to resolve allegations they violated the False Claims Act by billing Medicare and 
Medicaid for high-complexity and prolonged medical evaluation and management services when such services 
were not rendered. 

Between 2017 and 2019, Springbok and Jankelow allegedly billed Medicare and Medicaid for expensive medical 
evaluation and management services when, at most, less expensive counseling services were provided. The 
resolution is based on Springbok’s and Jankelow’s ability to pay. 

The civil settlement includes the resolution of an action brought under the qui tam or whistleblower provisions of 
the False Claims Act against Springbok and Jankelow. These provisions permit a private party to file an action 
on behalf of the United States and receive a portion of any recovery. The qui tam case is captioned United States 
ex rel. Chaudhry v. Springbok Health Inc., No. 18-cv-00999 (D. Colo.). Ms. Chaudhry will receive at least 
$22,500, and up to as much as $60,389, as her share of the settlement. 

Ten Year Prison Sentence for Role in Prescription Drug Scheme Involving Physician  

Garren Charles Rogers, 36, of Slidell, Louisiana, was sentenced to 120 months in prison for his role in organizing a prescription drug 
scheme in Montgomery, Alabama. Rogers’s prison sentence will be followed by three years of supervised release. There is no parole in 
the federal system. 
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According to court records, Rogers was part of a conspiracy involving numerous others to obtain illegitimate and unlawful prescriptions 
for oxycodone, a Schedule II controlled substance. These prescriptions were signed by a Montgomery physician, Dr. D’Livro Lemat 
Beauchamp, who received payment from organizers of the conspiracy, including Rogers, for each unlawful prescription he signed. In 
addition to receiving their own prescriptions, the organizers distributed prescriptions through various means to other co-conspirators 
whose names appeared on the prescriptions. In many cases, the prescriptions signed by Dr. Beauchamp were obtained by co-conspirators 
through Rogers and other organizers or managers without the co-conspirators actually going to Beauchamp’s office.  

After the co-conspirators filled their prescriptions for oxycodone, they gave the pills to Rogers or one of the other organizers or managers 
to distribute and collected payment for filling their prescriptions. The scheme operated from 2012 until in or around April 2020. In total, 
Rogers and the co-conspirators he organized illegally acquired approximately 41,430 30-milligram oxycodone tablets, which is equal 
to 1,243,700 milligrams of the drug. Rogers pleaded guilty to conspiring to unlawfully possess with the intent to distribute oxycodone 
on August 30, 2021. 

For his part in the scheme, Dr. Beauchamp pleaded guilty on October 20, 2020, to the same offense. Another one of the organizers, 
Deandre Varnel Gross, pleaded guilty to the same offense on March 30, 2021. Dr. Beauchamp’s sentencing hearing is scheduled for 
July 14, 2022, and Gross’s sentencing hearing is scheduled for May 12, 2022.  

ZIFL wonders what took the government 8 years to find these criminals. 

Marketers Sentenced for Engaging in An Illegal Health Care Kickback Scheme 

Johnathon Yates Boyd III, 50, of Katy, Texas, was sentenced to 12 months of probation and ordered to pay $391,475.41 in restitution. 
Bryan Fred Woodson, 61, of Beach City, Texas, was sentenced to 12 months of probation and ordered to pay $553,232.45 in restitution. 

The two men were sentenced in federal court for helping orchestrate a scheme where physicians received kickback payments in exchange 
for writing and referring expensive compounded drug prescriptions to OK Compounding, announced U.S. Attorney Clint Johnson. 

Boyd III and Woodson each pleaded guilty to conspiracy to pay kickbacks. 

It is illegal to pay or receive “kickbacks” in conjunction with federal health care insurance. Prohibitions against kickbacks are crucial to 
ensure that financial motives do not undermine the medical judgment of physicians and other health care providers. 

Boyd III and Woodson admitted to conspiring together with Christopher Parks, 60, of Jenks, and Dr. Gary Lee, 61, of Tulsa, to enrich 
themselves through the scheme at the expense of the federal government. 

According to court documents, Boyd III and Woodson, formed R&A Marketing Group LLC around 2012. R&A Marketing introduced 
its recruited physicians to OK Compounding, a pharmacy controlled and operated by Parks and Lee, for the purpose of entering into a 
referral relationship with the pharmacy. The conspirators provided illegal kickbacks and bribes to the physicians, and in return, the 
physicians wrote expensive patient prescriptions for compounded drugs and referred those prescriptions to OK Compounding. The 
pharmacies then submitted large claims for payment of the costly prescriptions to various federal health care programs. 

Physicians were allegedly provided pre-printed prescription pads that listed compounded formula choices. They would then check a box 
with their preferred selection then fax it directly to OK Compounding, rather than writing a prescription tailored to the patient who could 
then take it to a pharmacy of their choice. 

Payments to physicians were disguised through various sham business arrangements. For example, physicians would enter into 
agreements with a pharmacy to serve as “medical directors” or “consulting physicians.” However, physicians did not provide any 
services to OK Compounding nor any other pharmacies controlled by Parks and/or Lee. 

In exchange for recruiting physicians to enter into contracts as “medical directors” or “consulting physicians”, R&A Marketing was paid 
a commission based on the reimbursed prescriptions. 

Compounding prescriptions is a practice in which a pharmacist or physician combines, mixes or alters ingredients of a drug or multiple 
drugs to create a medication that is tailored to the specific needs of a patient. These medications are prescribed when standard Food and 
Drug Administration (FDA) approved drugs are unsuitable for the patient. They are also more expensive and reimbursed at a far higher 
rate by federal and private insurance companies. Compounded drugs are not to be mixed or marketed in bulk. 

OK Compounding is no longer in operation. Charges are currently pending against Parks and Lee. They are presumed innocent until 
proven guilty beyond a reasonable doubt in a court of law.  

Michigan Doctor To Pay $775,000 To Resolve False Claims Act Allegations 

Vinay K. Malviya M.D., a gynecologic oncologist, has agreed to pay $775,000 to resolve claims he violated the False Claims Act by 
submitting or causing the submission of false claims for payment to federal health care programs related to alleged medically 
unnecessary surgical procedures that he performed. 

The settlement resolves allegations that, from Feb. 1, 2011, through June 30, 2017, Dr. Malviya knowingly submitted false claims for 
payment to federal health care programs related to (1) radical hysterectomies and modified radical hysterectomies that Dr. Malviya 
performed when only simple hysterectomies were medically necessary; (2) chemotherapy services that Dr. Malviya administered or 
ordered that were in excess of what was medically necessary; and (3) evaluation and management services by Dr. Malviya that were not 
performed or not rendered as represented. In August 2021, Ascension Michigan and related hospitals agreed to pay $2.8 million to 
resolve claims that they violated the False Claims Act by submitting or causing the submission of false claims for payment to federal 
health care programs related to alleged medically unnecessary procedures performed by Dr. Malviya. 
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As part of the settlement, Dr. Malviya agreed to be excluded from Medicare, Medicaid and all other federal health care programs for a 
period of three years. During that time, federal health care programs will not pay anyone for items or services, including administrative 
and management services, furnished, ordered or prescribed by Dr. Malviya in any capacity. 

The civil settlement includes the resolution of claims brought by Pamela Satchwell, Dawn Kasdorf and Bethany Silva-Gomez under the 
qui tam or whistleblower provisions of the False Claims Act. Under these provisions, a private party can file an action on behalf of the 
United States and receive a portion of any recovery. The qui tam case is captioned United States ex rel. Satchwell v. Ascension Health, 
No. 17-CV-12315 (E.D. Mich.). Relators will receive a combined payment in the amount $147,250. 

$7.2 Million Paid to Resolve Qui Tam Kickback and False Claims Act Allegations 

Paul D. Weir, John R. Morgan, M.D. and the company they created, Care Plus Management, LLC (“Care Plus”), along with 18 
anesthesia entities that Care Plus owned and operated, agreed to pay $7.2 million to resolve allegations that they entered into kickback 
arrangements with referring physicians in exchange for the referral of the physicians’ patients for anesthesia services. Specifically, Weir 
and Morgan, through Care Plus, shared the revenue received for anesthesia services with the referring physicians, and provided subsidies 
for drugs, supplies and equipment to the referring physicians’ outpatient surgical centers. 

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 2012 and 2016, Weir and Morgan, through Care Plus, induced the physician owners of outpatient 
surgery centers to award these exclusive services agreements to them by offering them a partial ownership in the anesthesia entities that 
Care Plus had created to service their surgery centers. Under this arrangement, the physician owners received compensation in the form 
of a portion of the revenue from the anesthesia services. 

The Government further alleges that during this same period, Weir, Morgan, Care Plus and its anesthesia companies subsidized the cost 
incurred by surgery centers for drugs, supplies and equipment in order to induce the physician owners of those centers to grant exclusive 
anesthesia services agreements to Care Plus’s anesthesia companies. HHS-OIG has longstanding concerns about the provision of free 
or below-fair-market-value goods or services to an existing or potential referral source.  Indeed, free or below-fair-market-value goods 
or services may be used as a vehicle to disguise or confer an unlawful payment for referrals of Federal health care program business. 

The Government alleged 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. 

This settlement resolves a lawsuit originally filed in the U.S. District Court for the Northern District of Georgia by Robert Douglas (the 
Relator) under the qui tam or whistleblower provisions of the False Claims Act. United States ex rel. Douglas, et al. v. Care Plus 
Management, LLC, et al., No. 1:16-cv-4439-WMR. 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 Relator has received over $1.3 million from the 
settlement. 

Pharmacy Owner Sentenced to Prison for Health Care Fraud  

Aleah Mohammed, 37, of Queens, A New York woman was sentenced today to 78 months in prison for defrauding health care 
programs, including more than $6.5 million from Medicare Part D plans and Medicaid drug plans. According to court documents 
Mohammed pleaded guilty to one count of mail fraud, one count of health care fraud, and one count of conspiracy to commit health care 
fraud. 

According to court documents, Mohammed was an owner and operator of five pharmacies: Superdrugs Inc., Superdrugs I Inc., 
Superdrugs II Inc., S&A Superdrugs II Inc. and Village Stardrugs Inc. Between 2015 and 2020, Mohammed used these pharmacies 
to defraud health care programs, including Medicare and Medicaid, by submitting claims for prescription drugs that were not dispensed, 
not prescribed as claimed, not medically necessary, or that were purportedly dispensed during a time when the pharmacy was no longer 
registered with the State of New York. The fraudulent claims included claims for expensive prescription drugs for the treatment of the 
human immunodeficiency virus (HIV). Mohammed used proceeds of the scheme to purchase herself luxury items, such as jewelry and 
a Porsche. 

ZIFL wonders why Mohammed was able to steal from the government for 5 years before she was caught. The judge gave her a real 
sentence. 

Providence Health & Services Agrees to Pay $22.7 Million To Resolve Qui Tam Fraud Claims 

Providence Health & Services Washington (Providence) has agreed to pay $22,690,458 to resolve allegations that it fraudulently 
billed Medicare, Medicaid, and other federal health care programs for medically unnecessary neurosurgery procedures. The joint 
settlement between Providence, the United States, and the State of Washington, which administers Washington’s Medicaid program 
using a combination of state and federal funding, is the largest-ever health care fraud settlement in the Eastern District of Washington. 

Providence is a large health care and hospital system that operates 51 hospitals in seven western U.S. states, including Providence St. 
Mary’s Medical Center (Providence St. Mary’s) in Walla Walla, Washington. Between 2013 and 2018, Providence St. Mary’s employed 
neurosurgeons identified in the Settlement Agreement as Dr. A and Dr. B. Providence St. Mary’s paid neurosurgeons based on a 
productivity metric that provided them a financial incentive to perform more surgical procedures of greater complexity. Between 2014 
and 2018, Dr. A was one of the highest producing neurosurgeons in the entire Providence system. Between 2014 and 2017, based on 
the productivity metric, Providence paid Dr. A between $2.5 million and $2.9 million per year. Today’s settlement resolves allegations 



Mr. Biden & Mr. Putin: Exegetically Speaking Know Thy Self 

Zalma’s Insurance Fraud Letter – Page 10 –The Source For Insurance Fraud Professionals 

that Providence falsely billed Medicare, Washington State Medicaid, and other federal health care programs for deficient and medically 
unnecessary neurosurgery procedures performed by Dr. A and Dr. B. 

As part of the Settlement Agreement, Providence admitted that, during the time period in which Dr. A and Dr. B were employed at 
Providence St. Mary’s as neurosurgeons, Providence medical personnel articulated concerns that Dr. A and Dr. B: (1) were endangering 
the safety of patients; (2) created through their surgeries an excessive level of complications and negative outcomes; (3) performed 
surgery on candidates who were not appropriate for surgery; and (4) failed to properly document their procedures and outcomes. 
Providence further admitted that Providence medical personnel articulated additional concerns that Dr. A: (1) completed medical 
documentation with falsified and exaggerated diagnoses in order to obtain reimbursement from insurance providers; (2) performed 
surgical procedures that did not meet the medical necessity requirements set by Medicare and other insurance programs; (3) “over-
operated”, i.e., performed surgeries of greater complexity and scope than were medically appropriate; and (4) jeopardized patient safety 
by attempting to perform an excessive number of overly complex surgeries. Finally, Providence admitted that, while it eventually placed 
both Dr. B and Dr. A on administrative leave in February 2017 and May 2018, respectively, it allowed both doctors to resign while on 
leave, and did not take any action to report Dr. A or Dr. B to the National Practitioner Data Bank or the Washington State Department 
of Health. 

As part of the settlement, Providence entered into a Corporate Integrity Agreement (CIA) with the U.S. Department of Health and 
Human Services, Office of Inspector General (HHS-OIG). The CIA requires, among other things, that Providence implement and 
maintain a number of quality-of-care and patient safety obligations. Additionally, the CIA requires that Providence retain outside experts 
to perform annual claims and clinical quality systems reviews. 

According to court documents, the case began in January 2020, when a whistleblower, the former Medical Director of neurosurgery at 
Providence-St Mary’s, filed a qui tam complaint under seal in the U.S. District Court for the Eastern District of Washington. When a 
whistleblower, or “relator,” files a qui tam complaint, the False Claims Act requires the United States to investigate the allegations and 
elect whether to intervene and take over the action or to decline to intervene and allow the relator to go forward with the litigation on 
behalf of the United States. The relator is generally able to then share in any recovery. In this case, according to court documents, the 
United States intervened in the action in January 2022, and subsequently reached this settlement. Pursuant to the settlement agreement, 
The Relator Will Receive $4,197,734 Of The Total Settlement Amount. 

Qui Tam Suit Causes Baycare Health System and Hospital Affiliates to Pay $20 Million  

BayCare Health System Inc. and entities that operate four affiliated Florida hospitals (collectively BayCare) have agreed to pay the 
United States $20 million to resolve allegations that BayCare violated the False Claims Act by making donations to the Juvenile Welfare 
Board of Pinellas County (JWB) to improperly fund the state’s share of Medicaid payments to BayCare. The four hospitals are Morton 
Plant Hospital, Mease Countryside Hospital, Mease Dunedin Hospital and St. Anthony’s Hospital. 

The Florida Medicaid program provides medical assistance to low-income individuals and individuals with disabilities, and is jointly 
funded by the federal and state governments. Under federal law, Florida’s share of Medicaid payments must consist of state or local 
government funds, and not “non-bona fide donations” from private health care providers, such as hospitals. A non-bona fide donation 
is a payment — in cash or in kind — from a private provider to a governmental entity that is then returned to the private provider as the 
state share of Medicaid. The private provider’s donation triggers a corresponding federal expenditure for the federal share of Medicaid, 
which is also paid to the private provider. This unlawful conduct causes federal expenditures to increase without any corresponding 
increase in state expenditures, since the state share of the Medicaid payments to the provider comes from and is returned to the provider. 
The prohibition of this practice ensures that states are in fact paying a share of Medicaid payments and thus have an incentive to curb 
Medicaid costs and prevent unnecessary services.   

The United States alleged that between October 2013 and September 2015, BayCare knowingly caused false claims for federal Medicaid 
matching funds to be submitted to the United States. Specifically, the United States alleged that during this time, BayCare made 
improper, non-bona fide cash donations to JWB knowing that JWB would and then did transfer a portion of the cash donations to the 
State of Florida’s Agency for Health Care Administration for Florida’s Medicaid Program. The funds transferred by JWB to the state 
were “matched” by the federal government before being returned to the BayCare hospitals as Medicaid payments, and BayCare was 
thus able to recoup its original donations to JWB and also receive federal matching funds, in violation of the federal prohibition on non-
bona fide donations. BayCare’s donations to JWB increased Medicaid payments received by BayCare, without any actual expenditure 
of state or local funds. 

The civil settlement includes the resolution of claims brought under the qui tam or whistleblower provisions of the False Claims Act by 
Larry Bomar, a former hospital reimbursement manager in Florida. Under those provisions, a private party can file an action on behalf 
of the United States and receive a portion of any recovery. The qui tam case is captioned United States ex rel. Bomar v. Bayfront HMA 
Medical Center LLC, et al., Civil Action No. 8:16-cv-03310-MSS-JSS (M.D Fla.). Mr. Bomar will receive $5 million as his share of 
the settlement. 

6 Years for Unlawful Opioid Distribution 

Habib Geagea Palacios, 40, of Miami, Florida was sentenced in the Southern District of Florida to 200 months in prison for illegally 
distributing opioids at his pain management clinic in Miami, Florida. 

According to court documents, Palacios owned General Care Center Inc., a cash-only pain management clinic in Miami. At General 
Care, Palacios paid doctors to prescribe opioids to nearly all patients who visited the clinic, resulting in the illegal distribution of more 
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than three million oxycodone pills and generating $9 million in cash. Seven doctors who worked at General Care have been charged in 
connection with their unlawful prescribing practices at the clinic, and six have pleaded guilty to date. 

Palacios pleaded guilty on November 9, 2021, to one count of conspiracy to distribute a controlled substance and one count of 
distributing a controlled substance. In addition to the term of imprisonment, Palacios was sentenced to serve three years of supervised 
release. 

Naturopathic Doctor Pleads Guilty to Fake Covid-19 Immunization and Vaccination Card Scheme 

Juli A. Mazi, a California-licensed naturopathic doctor pleaded guilty in the Northern District of California for scheming to sell 
homeoprophylaxis immunization pellets and for falsifying COVID-19 vaccination cards by making it appear that customers had received 
the U.S. Food and Drug Administration (FDA)-authorized Moderna vaccine. 

According to court documents, in April 2021, the Department of Health and Human Services Office of Inspector General (HHS-OIG) 
received a complaint from a member of the public that Mazi, was offering homeoprophylaxis immunization pellets which she claimed 
would provide lifelong protection from COVID-19. Mazi also provided fake CDC COVID-19 vaccination record cards with instructions 
on how to complete the cards to make them falsely appear to be records of the FDA-authorized Moderna vaccine. The investigation 
revealed that Mazi provided fake CDC COVID-19 vaccination cards for more than 200 individuals. 

According to court documents, Mazi also offered homeoprophylaxis immunization pellets in place of childhood vaccinations required 
for attendance at school. Mazi provided her patients with deceptive “immunization” cards which she knew would be submitted to 
schools, and which fraudulently indicated that authorized vaccines had been administered. The investigation revealed that Mazi provided 
these fake immunization cards to more than 100 individuals. 

Mazi pleaded guilty to one count of wire fraud and one count of making false statements related to health care matters. She is scheduled 
to be sentenced on July 29. A federal district court judge will determine any sentence after considering the U.S. Sentencing Guidelines 
and other statutory factors. 

Group Home Owners Convicted In $1 Million Medicare Fraud Scheme 

Lindell King, 52, and Ynedra Diggs, 44, both of Missouri City, Texas, were convicted by a federal jury. The Texas husband and wife 
on April 4, 2022 admitted to a $1 million Medicare fraud scheme, including violations of the federal Anti-Kickback Statute. 

According to court documents and evidence presented at trial, Lindell Ynedra were patient recruiters who owned and operated group 
homes in which Medicare beneficiaries lived. In exchange for sending their group home residents to Behavioral Medicine of Houston 
(BMH), a community mental health center that purported to provide partial hospitalization services, BMH paid Diggs, King, and other 
patient recruiters kickbacks in cash and by check, often concealed as payment for “transportation” or other sham services. Over the 
course of the conspiracy, BMH billed approximately $1 million to Medicare based on kickbacks paid to Diggs and King. 

Both Diggs and King were convicted of a conspiracy to defraud the United States and to pay and receive health care kickbacks, and 
several substantive violations of the Anti-Kickback Statute. Diggs and King are both scheduled to be sentenced on August 4, 2022. King 
faces up to 20 years in prison on all charges and Diggs faces up to 15 years in prison on all charges.  

Radeas LLC Agrees to Pay $11.6 Million To Resolve Allegations of Fraudulent Billing 

Defendants Billed Medicare for Expensive and Unnecessary Urine Drug Testing 

Radeas LLC, a North Carolina-based clinical laboratory, agreed to pay $11.6 million to resolve allegations that it submitted false 
claims for payment to Medicare for medically unnecessary urine drug testing (UDT). 

According to the settlement agreement, Radeas admits that between January 2016 and September 2021, it regularly billed Medicare 
for medically unnecessary UDT. Specifically, Radeas performed and then billed Medicare for two types of UDT: presumptive testing, 
a relatively inexpensive test that quickly provides qualitative results, and confirmatory testing, an expensive test that is designed to 
confirm quantitatively the results of presumptive UDT. Radeas performed both types of tests at approximately the same time and then 
simultaneously submitted the results to health care providers. Absent any physician review of a presumptive UDT result there was 
often nothing to support the medical necessity of a separate, simultaneous confirmatory test. The settlement makes clear that Radeas’ 
confirmatory UDT was therefore frequently baseless. Yet, Radeas billed Medicare for these medically unnecessary lab tests. The 
government alleges this conduct violated the False Claims Act. 

According to the settlement agreement, Radeas also admits that, between May 2013 and April 2021, it paid third-party sales 
organizations based on the volume of UDT referrals those sales representatives made to Radeas. The government alleges this conduct 
violated the Anti-Kickback Statute and the False Claims Act. 

In connection with the settlement, Radeas has agreed to enter into a five-year Corporate Integrity Agreement with the U.S. Department 
of Health and Human Services, Office of Inspector General, which will include annual arrangements review for compliance with the 
Anti-Kickback Statute and an annual claims review of Radeas’ claims to Federal health care programs by an Independent Review 
Organization. 

California Marketer Sentenced for Paying Millions in Kickbacks to Unlawfully Induce Prescriptions 

Manuel J. Bojorquez, 44, of Anaheim, California, was sentenced in Indiana to 36 months of probation, with 18 months to be served 
on home confinement, and ordered to pay over $3.3 million in restitution for offering and paying kickbacks to physicians to prescribe 
compounded medications. 
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According to court documents, Bojorquez was the owner and operator of MD Medical Distribution LLC d/b/a DynaMD, a California-
based company. Beginning in 2013, and continuing through 2016, Bojorquez served as a marketer for various Indiana-based 
compounding pharmacies. Compounding typically involves the preparation of medication by combining and mixing different types and 
dosages of ingredients to create a medication tailored to the needs of an individual patient and for which there is no equivalent form 
commercially available. 

Bojorquez used his marketing company to funnel millions of dollars to Chicago-based physicians, in exchange for their referral of 
prescriptions to the Indiana-based pharmacies. Bojorquez and his marketing company received a percentage of the money paid for those 
kickback-induced prescriptions. The United States Department of Labor – Office of Workers Compensation Programs (DOL-OWCP) 
paid over $8 million for those kickback-induced prescriptions. The DOL-OWCP is a federal health care benefit program that serves a 
variety of federal employees. 

This case is the last of a series of related civil and criminal compounding medication investigations conducted in this district over the 
course of the last four years, all investigated by the United States Postal Service Office of Inspector General; the Federal Bureau of 
Investigation; the Internal Revenue Service; and the United States Department of Labor, Office of the Inspector General. The results of 
the investigations include the previous conviction of an Indianapolis chiropractor for paying and receiving kickbacks, and an agreed 
payment of over $4 million by owners of Indiana-based compounding pharmacies to health care programs. 

Co-Owner of Defunct Medical Testing Lab Convicted of Kickback Scheme  

Physician Owned Lab Sent Test Specimens to Other Labs in Return for Huge Fees Disguised as Payments For “Marketing 
Services” 

Richard Reid, 53, was convicted following a six-day jury trial. Reid faces up to 5 years in prison on each count when sentenced by 
U.S. District Judge John C. Coughenour on July 12, 2022. 

Reid, a resident of Astoria, Oregon was convicted in U.S. District Court in Seattle of five federal felonies connected to his scheme to 
profit from illegal kickbacks in the medical testing industry, announced U.S. Attorney Nick Brown.  

The activities of Bellevue-based Northwest Physicians Laboratory (NWPL) have been the subject of extensive civil and criminal 
litigation. Reid was one of the owners and the Vice President of Sales for NWPL. Reid helped NWPL obtain more than $3.7 million in 
kickback payments by steering urine drug test specimens to two labs that could bill the government for testing. This resulted in 
government payments to those two labs of more than $6.5 million. 

According to records filed in the case between January 2013 and July 2015, two labs, that were not physician owned, made payments 
to NWPL in exchange for referrals of Medicare and TRICARE program business, in violation of the Anti-Kickback Statute. Paying 
remuneration to medical providers or provider-owned laboratories in exchange for referrals encourages providers to order medically 
unnecessary services.  The Anti-Kickback Statute functions, in part, to discourage such behavior. NWPL was physician-owned, and for 
that reason could not test urine samples for patients covered by government health programs such as Medicare, Medicaid, and TRICARE. 
In order to conceal the payment of the kickbacks, Reid and other co-conspirators involved described the fees as being for marketing 
services; however, no marketing services were performed.  

Reid was convicted of one count of conspiracy to solicit and receive kickbacks involving health care programs and four counts of receipt 
of kickbacks. Each count is punishable by up to 5 years in prison. The actual sentence will be determined by Judge Coughenour after 
considering the U.S. Sentencing Guidelines and other statutory factors. 

The company, NWPL, pleaded guilty in February 2021 and was sentenced to pay $8,114,417 in restitution joint and several with the 
other criminal defendants. NWPL has dissolved. To date, the labs and individuals involved in this investigation have paid more than 
$14 million to settle related civil allegations.  

In addition to Reid, three other defendants have pleaded guilty and await sentencing. Former NWPL CEO Jae Lee is scheduled for 
sentencing on May 24, 2022. Kevin Puls, the former Executive Director of NWPL is scheduled for sentencing June 7, 2022. Both will 
be sentenced by Judge Coughenour. Steve Verschoor, who headed one of the labs that paid the kickbacks is scheduled for sentencing 
by Judge James L. Robart on May 10, 2022. 
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Special Publications from Barry Zalma, Esq., CFE 

In Addition to Free Materials Get Exceptional Insurance Programs for Only $5 A Month Or $50 A Year 

Barry Zalma has created at Locals.com and substack.com a series of insurance 
educational materials most of which are free to anyone. The free materials include 
more than 415 videos and more than 4150 digests of recent appellate court opinions 
and more than 59 videos dealing with true crime stories of insurance fraud. 

In addition to the free materials, for a paid subscription to either Locals.com or 
substack.com, you can receive important, more detailed and informative information 
needed by everyone interested in insurance, insurance claims or insurance fraud. 

The special materials include, at least, the following subjects in addition to the more 
than 415 videos and free materials: 

 Liability Insurance. 

 Property Insurance is a Personal Indemnity Contract. 

 What is Insurance? 

 Insurance Education Part I, a Video Training Program. 

 Excellence in Claims Handling a Video Training Program. 

 Ethics and the IME. 

 Arson & Fraud by Husband Voids Entire Policy 

 If an Insurer Wants to Defeat Coverage it Should Collect Convincing Evidence 

 To Defeat Insurance Claim the Insurer Must Collect Convincing Evidence. 

 A Postal Inspector Guilty of Insurance Fraud 

 The Excellence in Claims Handling Program 

 New Material added every month in text or video format. 

How to Subscribe to Zalma on Insurance and Excellence in Claims Handling 
To gain access to the special materials you can Subscribe to Zalma on Insurance at locals.com 
https://zalmaoninsurance.local.com/subscribe. 

To gain access to the special materials you can Subscribe to Excellence in Claims Handling at https://barryzalma.substack.com/welcome. 

Zalma on Insurance at Locals.com The Locals.com community is called Zalma on Insurance and is a community created by Barry 
Zalma, Esq., CFE and ClaimSchool, Inc. to help create a community of insurance professionals dedicated to excellence in claims 
handling. 

Zalma on Insurance will provide materials on insurance, insurance claims, insurance law and insurance fraud. Some material presented 
will be free and there will be special publications for subscribers. 

A source for the insurance claims person to become an insurance claims professional who can provide excellence in claims handling to 
the insurance buying public. 

Become a Professional Claims Handler 

In search of profit, insurers have decimated their professional claims staff. They laid off experienced personnel and replaced them with 
young, untrained, unprepared people. A virtual clerk replaced the old professional claims handler. Process and computers replaced 
hands-on human skill, empathy and judgment. Money was saved by paying lower salaries. Within three months of firing the experienced 
claims people gross profit increased. 

The promises made by an insurance policy are kept by the professional claims person. Keeping a professional claims staff dedicated to 
excellence in claims handling is cost-effective over long periods of time. A professional and experienced adjuster will save the insurer 
millions by resolving disputes, paying claims owed promptly and fairly, and by so doing avoid litigation. 

The professional claims person is an important part of the insurer’s defense against litigation by insureds against insurers for breach of 
contract and the tort of bad faith. Claims professionals resolve more claims for less money without the need for either party to involve 
counsel. A happy insured or claimant satisfied with the results of his or her claim will never sue the insurer. 

Incompetent or inadequate claims personnel force insureds and claimants to public insurance adjusters and lawyers. Every study 
performed on claims establishes that claims with an insured or claimant represented by counsel cost more to resolve than those where 
counsel is not involved. Prompt, effective, professional claims handling saves money for both the insured and the insurer and fulfills the 
promises made when the insurer sold the policy. 
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Insurers who believe they can handle first or third party claims with young, inexpensive, inexperienced and untrained claims handlers 
should be accosted by angry stockholders whose dividends have plummeted or will plummet as a result. When an insurer compromises 
on staff, profits, thin as they may have been previously, will move rapidly into negative territory. Tort and punitive damages will deplete 
reserves. Insurers will quickly question why they are writing insurance. Those who stay in the business of insurance will either adopt a 
program requiring excellence in claims handling from every member of their claims staff, or they will fail. 

Insurance is a business. It must change—this time for the better—if it is to survive. It must rethink the firing of experienced claims staff 
and reductions in training to save “expense.” Insurers should, if they wish to succeed, adopt a program to promote excellence in claims 
handling that can help insurers keep the promises made by the insurance policy and avoid charges of breach of contract and the tort bad 
faith in both first and third party claims. 

Insurers must understand that they cannot adequately fulfill the promises they make to their insureds and their obligations under fair 
claims practices acts without a professional, well trained and experienced claims staff. An insurer must work vigorously and intelligently 
to create a professional claims department or recognize it will lose its market and any hope of profit. 

An insurer whose claims staff is made up of people who are less than professional will find itself the subject of multiple instances of 
expensive, counterproductive litigation. 

Excellence in Claims Handling at substack.com 

A Program to Create the Insurance Claims Professional including one hour video training programs, insurance law text 
materials, and insurance claims law commentary. 

An Insurer is Required to Report a Crime When it the Insured Admits it to the Insurer 
In the interesting decision from Alberta, Canada, called Barata v Intact Insurance Company, 2021 ABQB 419 [Barata], the Alberta 
Court of Queen's Bench (the Court or ABQB) affirmed the duty of utmost good faith owed by insurers to their policyholders. 
Recognizing, properly, that there is an implied obligation in every insurance contract that insurers are to deal with claims in good faith 
but held that disclosure to police by an insurance investigator resulted in a breach of the covenant. 

The Plaintiff and her husband were in her vehicle when it struck and killed a third party. The Barata’s fled the scene before the Royal 
Canadian Mounted Police (RCMP) arrived. Later that day, the RCMP arrested the Plaintiff's husband on the assumption that he had 
been the driver. The husband was charged with impaired driving causing death and other criminal offences. The Plaintiff's vehicle was 
insured with the Defendant insurer and the insurer assigned the insurer’s employee to investigate. In the course of the claims 
investigations the Plaintiff admitted to the insurer’s investigator that she had been operating the vehicle, a crime. The insurer volunteered 
this information to the RCMP. The RCMP later charged the Plaintiff. Both the Plaintiff and her husband were ultimately acquitted. 

The Plaintiff sued the insurer for damages. The key issue before the Court was whether the Defendants' disclosure breached their owed 
duties of good faith and confidentiality to the Plaintiff and, if so, whether the disclosure was authorized under the Personal Information 
Protection Act, SA 2003, c P-6.5 (PIPA) or otherwise justified in the circumstances.  

The Court noted that an insurer has a duty to investigate a policyholder's claim in utmost good faith and further noted that disclosure to 
the police of insureds' statements to their insurers, which is compelled by legislation, undermines both the insurance relationship and 
the insured's right to remain silent.  

In this case, the Plaintiff had expressly advised the insurer that she did not permit the insurer to disclose information to the RCMP. 
Additionally, the court concluded that the insurer’s disclosure was gratuitous and not related to advancement of the insurer's 
investigation. [Apparently, the court did not note that criminal conduct, like that admitted by the plaintiff, could void coverage or cause 
it to limit its defense or indemnity promised by the policy to the insured.] 

The Court held that the disclosure was not appropriate, that it constituted a breach of the duty of utmost good faith and was not authorized 
under PIPA or some other justification.  

However, since the Plaintiff was arrested based on the information provided by her partner, not the Defendants, the Court deemed that 
she was not entitled to any damages, since the Defendants' disclosure was not the cause of her loss. The Court additionally declared that 
the Defendants did not owe the Plaintiff a duty of confidentiality with respect to the information she provided. 

The Court recognized that there could be cases (as, if the Court considered the needs of a liability insurer) where an insurer would be 
reasonably justified in disclosing some, or all, of its insured's statement to the police, particularly if it is for the purpose of seeking 
information to assist the insurer's investigation of a claim. Whether such a disclosure would be reasonable will depend on the facts 
provided to the court in each case. 

Insurers, and their agents, even when compelled by statute to report suspected fraud or other crimes to the police, the insure should take 
great care in its interactions with the police lest they divulge information that would breach their good faith obligations. Conversely, 
where such disclosure is necessary to assist with investigation of a claim, it may be reasonably justified. In this case, where the insured’s 
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attempted to defraud the RCMP by allowing them to arrest the husband who was not the driver and the insurer was told that the wife, 
was, in fact the driver. Good faith and the insurer’s duty as a citizen should have been found to be a compulsory report to avoid the 
insurer being charged with misprision of a felony, failing to report a crime about which the insurer knew had occurred. 

Former Camarillo Insurance Agent Sentenced Gently for Stealing Insurance Premiums from Business Owners  
Former agent left client uninsured, resulting in an uninsured loss for a business owner when involved in an accident 

Narek “Erik” Harutyunyan, 31, of Camarillo, was sentenced in Ventura County Superior Court on two felony counts of grand theft 
after Harutyunyan stole insurance premiums from clients, leaving them uninsured and one business owner with an uninsured loss. The 
charges were reduced to misdemeanors after Harutyunyan paid $8,085 in restitution.   

Harutyunyan was also ordered to pay $150 to the state restitution fund, placed on probation for one year, ordered to serve one day in 
jail, and ordered not to engage in any insurance type employment. The Department revoked Harutyunyan’s agent license and the 
license for his business, First and Last Insurance Services, on October 18, 2021.  

An investigation by the Department of Insurance revealed that between September 2016 and July 2017, Harutyunyan, while a licensed 
insurance agent, doing business as First and Last Insurance Services in Camarillo, stole commercial premium payments he collected 
from his clients and diverted those funds for his own personal use.   

As a direct result of Harutyunyan misappropriating premium payments, one client’s commercial policy for a truck was not valid when 
it was involved in an accident, leaving the business owner with an uninsured loss of more than $6,398 and a third-party claim of 
$107,764. 

Louisiana Woman Sentenced To 10 Months for Role in Operation Sideswipe 

Donisha Lee, age 32, of Harvey, Louisiana, was sentenced for Conspiracy to Commit Mail Fraud, in violation of Title 18, United States 
Code, Section 371, by United States District Court Judge Sarah S. Vance, arising out of a staged automobile collision with a tractor-
trailer occurring in New Orleans. 

According to documents filed in federal court, Lee, along with her co-defendants, Dewayne Coleman (“Coleman”), Erica Lee 
Thompson (“Erica Lee”), Aisha Thompson (“Thompson”), Passenger A, and another individual, conspired to commit mail fraud in 
connection with a staged collision with their former co-defendant, occurring on September 6, 2017. Thus far, the total number of 
defendants convicted in “Operation Sideswipe” is thirty-seven (37). 

Lee admitted that on September 6, 2017, on the I-10 near the Almonaster exit, she was a passenger in Erica Lee’s 2015 RAV4 being 
driven by their former co-defendant, when he intentionally crashed into a tractor-trailer owned by Averitt Express. After the staged 
accident, the driver exited the RAV4 and told Erica Lee to get behind the wheel of the RAV4 to make it appear that Erica Lee was 
driving the vehicle at the time of the staged accident. The defendants contacted the NOPD and falsely claimed that Erica Lee was the 
driver at the time of the collision. Passenger A falsely claimed to the NOPD that she was Thompson. 

On March 26, 2019, Lee, and two of her co-defendants, provided false testimony in depositions taken in conjunction with the Thompson 
Lawsuit. On April 9, 2019, Thompson provided false testimony in a deposition taken in conjunction with the Thompson Lawsuit. In 
these depositions, Lee, and her co-defendants, lied about the September 6, 2017 accident including, but not limited to, who was driving 
the RAV4 and the extent of their injuries. 

United States District Court Judge Sarah S. Vance sentenced Lee to 10 months imprisonment, 3 years of supervised release, 100 hours 
community service, restitution in the amount of $121,076.75, and a $100.00 special assessment fee. 

Three Sentenced in Big Insurance Fraud Scheme to Stage Crashes 

Keishira Richardson, 27, Chandrika Brown, 31, and Aisha Thompson, 44, are among 36 people convicted so far in what authorities 
have called “Operation Sideswipe.” 

The three Louisiana women have been ordered to repay a total of $5.5 million to companies defrauded in a scheme to stage wrecks. 

Each was sentenced on one count each of conspiracy to commit mail fraud. 

Richardson was sentenced to five years on probation and ordered to pay $4.7 million in restitution. That’s the total paid to settle claims 
made by her and others for one crash staged on Oct 13, 2015. 

Richardson’s father, Anthony Robinson, and his wife, Audrey Harris, were each sentenced in June to four years in prison on the same 
charge for that crash. They both underwent extensive medical treatment, neck and back surgeries, because they “understood that agreeing 
to more medical treatment would increase the value of their lawsuit,” according to a news release about their sentence. 

U.S. District Judge Ivan Lemelle, who also sentenced Keishira Robinson, told her father and Harris that they and their codefendants 
would be responsible for paying $5 million including the companies’ attorneys fees. 

U.S. District Judge Sarah S. Vance sentenced Thompson to 18 months in prison and restitution of $677,500 — the total paid in claims 
to several people involved in a crash with a tour bus on Oct. 15, 2015. 
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Vance ordered Brown to put in 100 hours community service and pay $121,000 restitution. Although Brown wasn’t in a RAV4 that hit 
a tractor-trailer on Sept. 6, 2017, she hired a lawyer, put in a claim for injuries and received medical treatment, a news release said. 

Jury Convicts Massachusetts Agency Owner Quinn of Stealing Disability Benefits 

Patrick Quinn, an ex-Marine and the owner and operator of an Arlington, Massachusetts-based insurance agency was convicted by a 
federal jury in Boston of fraudulently receiving government disability benefits. 

Quinn, who said he was disabled due to several service-related physical injuries and post-traumatic stress (PTS) disorder, was convicted 
on April 12 of two counts of theft of public funds and two counts of making false statements. The guilty verdict came after a six-day 
jury trial. 

According to the U.S. Attorney for Massachusetts, Quinn was arrested and charged in December 2019. According to prosecutors, since 
January 2012, Quinn has stolen more than $420,000 in benefits from the Department of Veterans Affairs (VA) and the Social Security 
Administration (SSA) by falsely claiming that he was unable to work due to a disability, when in reality, he owned and operated his 
own insurance agency. 

Prosecutors said evidence presented at trial indicated that Quinn was self-employed as the owner and operator of Shannon Francis & 
Quinn Insurance, which later became Quinn Group Insurance Agency, since at least March 2003 – contrary to his claims to the VA 
and SSA. Quinn also served as the president, treasurer, secretary and director of Insurance Management Consultants, Inc. from 2000 
through 2007, despite telling the VA and SSA that the company fired him in 2005. 

Prosecutors told jurors that while claiming disability, Quinn operated his insurance firm and regularly received payments ranging in 
amounts of $6,500 to $15,000. They said he grew his business significantly through acquisitions of nine smaller insurance agencies at 
various times between 2012 through 2019. 

Prosecutors provided a timeline of Quinn’s benefit claims. In October 1995, shortly after being discharged from the U.S. Marine Corps, 
Quinn applied and was approved for disability compensation benefits with the VA based on a series of physical injuries and, later, post-
traumatic stress disorder. 

In March 2005, Quinn applied for Individual Unemployability (IU) benefits with the VA, which are paid to individuals who are unable 
to maintain substantially gainful employment as a result of their service-connected disabilities. In the application, Quinn claimed that 
his PTSD prevented him from securing or following any substantially gainful occupation and that he had become too disabled to work. 

In support of his application, Quinn submitted a letter from his purported final employer, Insurance Management Consultants, Inc., 
claiming Quinn was let go due to his erratic behavior and was no longer employed at the firm. While receiving IU benefits, Quinn 
completed and returned four VA employment questionnaires, in each of which he attested he had not worked during the previous year, 
according to prosecutors. 

Similarly, in November 2005, Quinn applied and was approved for disability insurance benefits with Social Security, this time claiming 
he had become unable to work due to his disabling condition in September 2004. 

In June 2006, Quinn applied for child’s insurance benefits, which are paid to the dependent of a disabled individual receiving disability 
insurance benefits, on behalf of his minor child. 

Social Security beneficiaries are obligated to report if they return to work to the SSA. In May 2018, Quinn reported to the SSA that he 
had not worked since May 2006. The SSA continued to pay benefits to Quinn and his son based on this report. 

U.S. District Court Judge Richard G. Stearns has scheduled sentencing for Aug. 17, 2022. The charge of theft of public funds provides 
for a sentence of up to 10 years in prison, three years of supervised release and a fine of $250,000 or twice the gross gain or loss, 
whichever is greater. The charge of making a false statement provides for a sentence of up to five years in prison, three years of 
supervised release, and a fine of $250,000 or twice the gross gain or loss, whichever is greater. 

Criminal Charges Brought Against Owners and Executives of Medical Businesses, Physicians, Marketers, 
and Manufacturers of Fake COVID-19 Vaccination Record Cards with Losses Exceeding $149 Million 
The Department of Justice on April 20, 2022 announced criminal charges against 21 defendants in nine federal districts across the 
United States for their alleged participation in various health care related fraud schemes that exploited the COVID-19 pandemic. 
These cases allegedly resulted in over $149 million in COVID-19-related false billings to federal programs and theft from federally-
funded pandemic assistance programs. In connection with the enforcement action, the department seized over $8 million in cash and 
other fraud proceeds. 
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“The Department of Justice’s Health Care Fraud Unit and our partners are dedicated to rooting out schemes that have exploited the 
pandemic,” said Assistant Attorney General Kenneth A. Polite, Jr. of the Justice Department’s Criminal Division. “Today’s 
enforcement action reinforces our commitment to using all available tools to hold accountable medical professionals, corporate 
executives, and others who have placed greed above care during an unprecedented public health emergency.” 

“This COVID-19 health care fraud enforcement action involves extraordinary efforts to prosecute some of the largest and most wide-
ranging pandemic frauds detected to date,” said Director for COVID-19 Fraud Enforcement Kevin Chambers. “The scale and 
complexity of the schemes prosecuted today illustrates the success of our unprecedented interagency effort to quickly investigate and 
prosecute those who abuse our critical health care programs.” 

This announcement builds on the success of the May 2021 COVID-19 Enforcement Action and involves the prosecution of various 
COVID-19 health care fraud schemes. For example, several cases announced today involve defendants who allegedly offered COVID-
19 testing to induce patients to provide their personal identifying information and a saliva or blood sample. The defendants are alleged 
to have then used the information and samples to submit false and fraudulent claims to Medicare for unrelated, medically unnecessary, 
and far more expensive tests or services. In one such scheme in the Central District of California, two owners of a clinical laboratory 
were charged with a health care fraud, kickback, and money laundering scheme that involved the fraudulent billing of over $214 
million for laboratory tests, over $125 million of which allegedly involved fraudulent claims during the pandemic for COVID-19 and 
respiratory pathogen tests. The proceeds of this fraudulent scheme were allegedly laundered through shell corporations in the United 
States, transferred to foreign countries, and used to purchase real estate and luxury items. In two separate cases in the District of 
Maryland and the Eastern District of New York, owners of medical clinics allegedly obtained confidential information from patients 
seeking COVID-19 testing at drive-thru testing sites and then submitted fraudulent claims for lengthy office visits with the patients 
that did not, in fact, occur. 

“Throughout the pandemic, we have seen trusted medical professionals orchestrate and carry out egregious crimes against their 
patients all for financial gain,” said Assistant Director Luis Quesada of the FBI’s Criminal Investigative Division. “These health care 
fraud abuses erode the integrity and trust patients have with those in the health care industry, particularly during a vulnerable and 
worrisome time for many individuals. The actions of these criminals are unacceptable, and the FBI, working in coordination with our 
law enforcement partners, will continue to investigate and pursue those who exploit the integrity of the health care industry for profit.” 

In another type of COVID-19 health care fraud scheme announced today, defendants allegedly exploited policies that the Centers for 
Medicare and Medicaid Services (CMS) put in place to enable increased access to care during the COVID-19 pandemic. For example, 
in the Southern District of Florida, one medical professional was charged with a health care fraud, wire fraud, and kickback scheme 
that allegedly involved billing for sham telemedicine encounters that did not occur and agreeing to order unnecessary genetic testing 
in exchange for access to telehealth patients. Late last year, one defendant previously was sentenced to 82 months in prison in 
connection with this scheme. 

“The attempt to profit from the COVID-19 pandemic by targeting beneficiaries and stealing from federal health care programs is 
unconscionable,” said Inspector General Christi A. Grimm of the Department of Health and Human Services (HHS). “HHS-OIG is 
proud to work alongside our law enforcement partners at the federal and state levels to ensure that bad actors who perpetrate egregious 
and harmful crimes are held accountable.” 

Today’s announcement includes charges against two additional defendants for schemes targeting the Provider Relief Fund (PRF). The 
PRF is part of the Coronavirus Aid, Relief, and Economic Security (CARES) Act, a federal law enacted in March 2020 that provided 
financial assistance to medical providers to provide needed medical care to Americans suffering from COVID-19. In total, 10 
defendants have been charged with crimes related to misappropriating PRF monies intended for frontline medical providers and three 
have pleaded guilty. 

Today’s announcement also includes charges against manufacturers and distributors of fake COVID-19 vaccination record cards who, 
according to the allegations, intentionally sought to obstruct the HHS and Centers for Disease Control and Prevention in their efforts 
to administer the nationwide vaccination program and provide Americans with accurate proof of vaccination. For example, in the 
Northern District of California, three additional defendants were charged in a scheme to sell homeoprophylaxis immunizations for 
COVID-19 and falsify COVID-19 vaccination record cards to make it appear that customers received government-authorized 
vaccines. One defendant allegedly misused her position as the Director of Pharmacy at a northern California hospital to obtain real lot 
numbers for the Moderna vaccine that were then used to falsify COVID-19 vaccination record cards. Another defendant pleaded 
guilty in April 2022. In a separate case in the Western District of Washington, one manufacturer was charged in the multistate 
distribution of fake COVID-19 vaccination record cards after allegedly telling an undercover federal agent that “until I get caught and 
go to jail, [expletive] it I’m taking the money, ha! I don’t care.” 

Additionally, the Center for Program Integrity, Centers for Medicare & Medicaid Services (CPI/CMS) separately announced today 
that it has taken an additional 28 administrative actions against providers for their alleged involvement in fraud, waste, and abuse 
schemes related to the delivery of care for COVID-19, as well as schemes that capitalize upon the public health emergency. 

“We are committed to working closely with our law enforcement partners to combat fraud, waste and abuse in our federal health care 
programs,” said CMS Administrator Chiquita Brooks-LaSure. “The administrative actions CMS has taken protect the Medicare Trust 
Funds while also safeguarding people enrolled in Medicare.” 

Today’s enforcement actions were led and coordinated by Assistant Chief Jacob Foster and Trial Attorney D. Keith Clouser of the 
National Rapid Response Strike Force, and Assistant Chief Justin Woodard of the Health Care Fraud Unit’s Gulf Coast Strike Force in 
the Criminal Division’s Fraud Section. The Fraud Section’s National Rapid Response Strike Force and the Health Care Fraud Unit’s 
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Strike Forces (SF) in Brooklyn, the Gulf Coast, Miami, Los Angeles, and Newark, as well as the U.S. Attorneys’ Offices for the 
District of Maryland, District of New Jersey, District of Utah, Northern District of California, and Western District of Tennessee are 
prosecuting these cases. Descriptions of each case involved in today’s enforcement action are available on the department’s website 
at: https://www.justice.gov/criminal-fraud/health-care-fraud-unit/case-summaries. 

In addition to the FBI, HHS-OIG, and CPI/CMS, the U.S. Postal Inspection Service; U.S. Postal Service Office of the Inspector 
General; Department of Defense Office of Inspector General; Department of the Interior Office of the Inspector General; Department 
of Labor Office of the Inspector General; Food and Drug Administration Office of Criminal Investigations; Homeland Security 
Investigations; U.S. Department of Veterans Affairs Office of the Inspector General; and other federal and local law enforcement 
agencies participated in the law enforcement action. 

The Fraud Section leads the Health Care Fraud Strike Force. Since its inception in March 2007, the Health Care Fraud Strike Force, 
which maintains 15 strike forces operating in 24 federal districts, has charged more than 4,200 defendants who have collectively billed 
the Medicare program for nearly $19 billion. In addition, the CMS, working in conjunction with the HHS-OIG, are taking steps to 
increase accountability and decrease the presence of fraudulent providers. 

On May 17, 2021, the Attorney General established the COVID-19 Fraud Enforcement Task Force to marshal the resources of the 
Department of Justice in partnership with agencies across government to enhance efforts to combat and prevent pandemic-related 
fraud. The Task Force bolsters efforts to investigate and prosecute the most culpable domestic and international criminal actors and 
assists agencies tasked with administering relief programs to prevent fraud by, among other methods, augmenting and incorporating 
existing coordination mechanisms, identifying resources and techniques to uncover fraudulent actors and their schemes, and sharing 
and harnessing information and insights gained from prior enforcement efforts. For more information on the department’s response to 
the pandemic, please visit https://www.justice.gov/coronavirus. 

The Department of Justice needs the public’s assistance in remaining vigilant and reporting suspected fraudulent activity. To report 
suspected fraud, contact the National Center for Disaster Fraud (NCDF) at (866) 720-5721 or file an online complaint 
at: https://www.justice.gov/disaster-fraud/webform/ncdf-disaster-complaint-form. Complaints filed will be reviewed at the NCDF and 
referred to federal, state, local, or international law enforcement or regulatory agencies for investigation. 
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How The Covenant of Good Faith and Fair Dealing Requires Insurance Professionals to Act Ethically and 
With Utmost Good Faith and Fair Dealing  
by Barry Zalma  

Ethics is Essential to the Insurance Professional 

Insurance is, by definition, a business of the utmost good faith. This means that both parties to the contract of insurance must act fairly 
and in good faith to each other and do nothing that will deprive the other of the benefits the contract of insurance promised.  

In essence the covenant requires that each party to the contract of insurance treat the other ethically, fairly and in good faith. 

Without the covenant of good faith and fair dealing and without the people who work in the insurance industry applying and fulfilling 
the covenant ethically, insurance is impossible. One cannot act fairly and in good faith without being a person with a well-formed ethical 
compass. 

In Carter v. Boehm S.C. 1 Bl. Burr 1906, 11th May 1766. 593, 3 Lord Mansfield in the British House of Lords stated: “Good faith 
forbids either party by concealing what he privately knows, to draw the other into a bargain, from his ignorance of that fact, and his 
believing the contrary.” 

Insurers, when making a decision to insure or not insure a risk, rely on the information provided to them 
by the insured. As Lord Mansfield instructed, the insured must provide the information requested honestly 
and in good faith. Failure to do so is unethical and breaches the covenant of good faith. 

The implied covenant explains that no party to a contract of insurance should do anything to deprive the 
other of the benefits of the contract. By so doing an insurer must keep all the promises made by the policy 
fairly, promptly and in total accord with the promises made by the policy. Similarly, a person insured must 
treat the insurer ethically, fairly and in good faith when seeking the insurance. 
The implied covenant of good faith and fair dealing imposes obligations not only as to claims by a third 
party but also as to those claims made by the insured. When the insurer unreasonably, and in bad faith, 
withholds payment of the claim of its insured, it is subject to liability in tort. For the insurer to fulfill its 
obligation not to impair the right of the insured to receive the benefits of the agreement, it again must give 
at least as much consideration to the latter=s interests as it does to its own. 
Therefore, since, at the very least 1766, the business of insurance is a business of the utmost good faith. 
Each party to a contract of insurance must deal with each other ethically. The general duty of good faith 
and fair dealing incorporated by reference into every policy of insurance requires a complete 
understanding of ethics and ethical behavior. 

In every insurance contract there is an implied covenant of good faith and fair dealing that neither party will do anything which will 
injure the right of the other to receive the benefits of the agreement. It was the decision of the California Supreme Court in Gruenberg 
v. Aetna Insurance Co., 9 Cal.3d. 566, 108 Cal. Rptr. 480 (1973) that first stated that the tort of bad faith will apply to first party insurance 
in the state of California. Gruenberg was adopted in a majority of the states of the United States making the breach of an insurance 
contract unethically and in bad faith became a tort. 

The covenant is mutual and the principles of good faith and fair dealing impose an affirmative obligation on the insured to cooperate as 
much as it requires the insurer to treat the insured fairly with regard to every claim presented. 
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There are now available at https://rumble.com/zalma more than more than 60 Video True Crime Stories of insurance fraud.  

Barry Zalma, Esq., CFE presents videos so you can learn how insurance fraud is perpetrated and what is necessary to deter or defeat 
insurance fraud. This Video Blog of True Crime Stories of Insurance Fraud with the names and places changed to protect the guilty are 
all based upon investigations conducted by me and fictionalized to create a learning environment for claims personnel, SIU investigators, 

insurers, police, and lawyers better understand insurance fraud and weapons that can be used to deter or defeat a fraudulent insurance 
claim. You can see all the True Crime Stories of Insurance Fraud and insurance law with a total of more than 420 videos at 
https://rumble.com/zalma.  

Eleventh Circuit Explains How Doctor Defrauded Medicare and Medicaid 

Doctor Who Treated Georgia Patients More than 70 hours a Day While he Gambled in Las Vegas Goes to Jail 

In United States of America v. Douglas Moss, Nos. 19-14548, 19-14565, United States Court of Appeals, Eleventh Circuit (April 12, 
2022) the Eleventh Circuit affirmed the conviction, sentence, restitution and forfeiture of millions taken in his crime. 

EXPLANATION OF MEDICARE AND MEDICAID SYSTEM 

Medicare and Medicaid combined spend $1,500,000,000,000 a year, which is more than one-third of the total health expenditures in 
this country. Like other government health care programs, these two work on the honor system. Trust and more trust. Both programs 
take a pay first, ask questions later (if ever) approach. Which leads to crime and more crime, both sooner and later. 

A trust-based system is only as good as the people who are trusted. Douglas Moss is one of those who was trusted but not trustworthy. 
As a physician, he fraudulently billed Medicare and Medicaid for millions of 
dollars for visits to nursing home patients that he never made. 

For his fraudulent conduct, Moss was convicted of conspiracy and substantive 
health care fraud, sentenced to 97 months imprisonment, ordered to pay 
restitution of about 2.2 million dollars, and ordered to forfeit around 2.5 million 
dollars. He, of course, appealed, using the funds he stole to pay lawyers to 
challenge the convictions, sentence, restitution amount, and forfeiture amount, 
which is nearly every component of the judgment against him. 
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FACTUAL BACKGROUND 

To explain Moss’ crimes the Eleventh Circuit began its analysis with how Medicare and Medicaid determine how much health care 
providers will be paid. It explained that Medicare and Medicaid are federally funded health care programs. Medicare pays “claims,” 
which are requests by a health care provider to be “reimbursed” (paid) for services provided to Medicare recipients. It also contains a 
code for the procedure or service performed. 

The “CPT codes,” which stands for Current Procedural Terminology codes are a national uniform coding structure created for use in 
billing and overseen by the American Medical Association. They are used by all health insurance companies and by Medicare and 
Medicaid. A code represents at least two things: the procedure or service performed and the level of complexity involved in it. One type 
of procedure or service can have more than one CPT code because the same procedure may, in some cases, be more complex than in 
others. Generally, for any given category of procedure, the more complex the performance, the higher the number used for its code. In 
turn, a higher CPT code generally gets a higher reimbursement amount from Medicare. 

Most of the fraud in this case involves claims for visits to nursing homes. For Medicare to pay a claim several requirements must be 
met. The service must be provided to a real patient who is properly enrolled as a Medicare beneficiary; it must be provided by a health 
care provider properly licensed and “enrolled” as a Medicare provider; it must be a service covered by Medicare; and it must be properly 
documented and billed. The service also must be reasonable and medically necessary. Health care providers sign a “certification 
statement” agreeing that they will comply with all of those requirements and will not submit false claims. 

To properly bill Medicare at the physician’s rate for services provided in a nursing home setting, the physician must be the one in the 
patient’s room directly providing the service to the patient. When an assistant performs the service, the claim submitted to Medicare 
must disclose that fact. 

THE FRAUD SCHEME 

Moss was the medical director and attending physician at four nursing homes. He recruited Shawn Tywon to be his physician’s assistant 
and, as it turned out, his co-conspirator. Moss had Tywon help with the nursing home patients, and he trained Tywon how to conduct 
visits with those patients. 

Between January 2012 and January 2015 Moss billed 31,714 claims to Medicare for nursing home visits; 477 were coded as 99306, the 
highest code for “initial nursing facility care.” And 25,468 were coded as 99309, and 5,769 as 99310, which are the two highest codes 
for “subsequent nursing facility care.”  Those numbers suggest a staggering amount of work, a seemingly impossible amount of it. And, 
as it turned out, that amount of work was impossible. 

The claims Moss submitted would have required him to see more than 50 patients a day for 293 of the days in the three-year conspiracy 
period, and even more than 100 a day on some days and more than 150 a day on other days. Not only that, but based on how long the 
CPT manual suggested those visits should take, Moss was sometimes billing Medicare for services that added up to more than 24 hours 
a day. He did that on 275 days. And on some days he billed for services that would have taken him more than 70 hours on that day. The 
services Moss billed on one stellar day would have required him to put in nearly 100 hours in that one 24-hour period. Moss alone 
miraculously stretched some of his days to far more than 24 hours. If truthful Moss proved Einstein wrong and was able to stop the 
running of time and work harder than humanly possible. 

MIRACLES OR FRAUD 

Of course, Moss’ miracle was non-miraculous, it was old-fashioned fraud. 

Moss’ billing revealed he personally had seen 345 Medicare patients and 193 Medicaid patients in Georgia. Those two sets of claims 
are outstanding in the field of Moss’ fraudulent claims because, instead of being in Georgia treating patients on those dates, as he 
claimed, Moss had been in Las Vegas gambling. 

In addition to submitting claims that were fraudulent because he had not performed the services that he had billed in his name and at his 
rate, he submitted claims that were fraudulent in another way. He also submitted claims that were fraudulent because – whoever he 
claimed had performed them – they were for services that were medically unnecessary or did not involve the level of complexity 
indicated by the CPT codes that Moss put on those claims. 

Tywon, medical assistant, testified that “probably for 95 percent of the time or more” when he himself had visited a patient, “there was 
nothing to do.” Instead, what he would do is walk into the patient’s room, ask if everything was okay, and because a “majority of the 
time” the patient said he didn’t need anything, Tywon would then leave. He usually did not do a physical examination, take blood 
pressure, or check the patient’s pulse. As Tywon stipulated in his plea agreement, he would just “lay eyes” on the patients, spending 
only “3 to 5 minutes with” them during visits, except for in the uncommon event that they had some actual medical need. According to 
him, there was no medical purpose for most of the visits and he did not think he had any reason to be making them. Moss had him make 
the visit anyway and bill it at the highest code solely because Moss wanted to increase his payments from Medicare, which he did. In 
that way, Moss added another layer of fraud on top of billing in his name instead of Tywon’s name; he also billed for any services that 
were provided as if they were far more complex and time consuming than they actually were. 

Moss went to trial. After a seven-day trial, a jury found him guilty on all counts. T 

SENTENCING 

Moss’ presentence investigation report recommended a guidelines range of 78 to 97 months. That range was based primarily on a loss 
of $6,701,163, which was the amount Moss had billed to Medicare and Medicaid; that factor alone caused an 18-level increase to his 
offense level. 
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The court sentenced Moss to 97 months imprisonment, the top of the guidelines range. It also ordered him to forfeit $2,507,623.69 and 
to pay $2,256,861.32 in restitution. 

CONVICTION ISSUES 

ANALYSIS 

The aggregate dollar amount of fraudulent bills submitted to the Government health care program shall constitute prima facie evidence 
of the amount of the intended loss, i.e., is evidence sufficient to establish the amount of the intended loss, if not rebutted. 

Moss intentionally billed in a way that would maximize the money he received from Medicare. As the district court put it: “[W]hile 
[Moss] may not have expected that Medicare . . . would reimburse him at a rate of 100 percent, it is apparent that he manipulated his 
billings to maximize his profits. The way Moss “maximized” his profits was by always billing his claims at a rate higher than the one in 
Medicare’s schedules. By billing more than the scheduled amount, Moss ensured that he always got the full amount Medicare would 
pay. 

RESTITUTION 

To no one’s surprise, Moss contends that the $2,256,861.32 the district court ordered him to pay in restitution is too much. Under 18 
U.S.C. § 3663A(c), [the Mandatory Victims Restitution Act,] a defendant convicted of fraud must pay restitution to victims of the 
offense. Restitution must be based on the amount of loss actually caused by the defendant’s conduct and reduced by the value of 
legitimate medical services provided. 

When services are not medically necessary, Medicare reimburses at a rate of $0. Because Moss’ estimate failed to embrace, salute, or 
even nod at medical necessity, the district court did not clearly err in giving it little or no value. 

Given Moss’ failure to identify a single properly billed claim, he did not persuade the appellate court that the district court clearly erred. 

ZIFL OPINION 

The Eleventh Circuit admitted that, because Medicare and Medicaid payments are made on the “honor system” it is wide open to fraud 
perpetrated by health care professionals with no honor. Moss was a provider with no honor. That the scheme succeeded for many years 
is because the system believes all of the health care professional are honorable and just paid Moss what he asked even when a simple 
calculation would have shown that that he was billing for 70 hours of service in a single day. Moss made a great deal of dishonest money 
only to complain that he was not allowed to keep the fruits of his crime and as a kind and professional doctor was now required to 
practice medicine in the federal gray bar hotel – the federal prison. Hopefully this will deter other doctors from trying to emulate his 
crime. 

Insurance Law and Insurance Fraud Training at ZalmaonInsurance.locals.com/subscribe  
Barry Zalma has created a special locals.com community called https://zalmaoninsurance.local.com/subscribe.  For only 
$5.00 a month you can view insurance law materials and webinars on insurance claims handling sufficient to train your 
claims personnel as perpetrators of excellence in claims handling.  

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. 

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;  
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Subscribe to Zalma on Insurance at locals.com https://zalmaoninsurance.local.com/subscribe. 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/ 

New Book That Explains How to Defeat or Deter Insurance Fraud 
What every insurer should know about how it can be proactive in the efforts against insurance fraud by refusing to pay every 

fraudulent claim. 

How Giving No Quarter Worked 
Many years ago, a client I represented was offended that an insured tried to defraud him and the people who were names in the syndicate 
he represented at Lloyd’s, London. I walked the Underwriter through the debris of the house that was burned, showed him some of the 
remains of the allegedly highly valuable fine arts, and then explained how he was deceived into issuing the policy. I was the attorney 
for Lloyd’s underwriters for the fine arts and Imperial Casualty for the homeowners policy. Once it became clear to the Underwriter I 
was given the following instruction: “Take No Prisoners!” The military instruction to give no mercy to the enemy.  
Typically, if you give or grant no quarter, you treat someone—usually an opponent or foe of some kind—harshly. You don’t take pity 
on them or give them any leeway or concession. That is what I did. The claim was denied, the policy was rescinded, and the bad faith 
suit that resulted was litigated without quarter or concession. It took more than five years, a motion for summary judgment, an appeal, 
and eventually a judgment in favor of the insurers that resulted in payment to the insurers of every dollar advanced and every dollar 
expended in investigation and defense of the bad faith suit. That was followed by suits against the claims adjuster, death threats and a 
bomb threat that took 15 years of my professional life. The appellate decision can be read at Imperial Casualty & Indemnity Co. v. 
Sogomonian, 243 Cal.Rptr. 639, 198 Cal.App.3d 169 (Cal. App. 1988). 
After Mr. Sogomonian and his co-defendants were compelled to pay fraudulent claims against Imperial and the Lloyd’s underwriters 
dropped precipitously. Giving no quarter to a fraud perpetrator not only defeated a fraudulent claim but deterred others from attempting 
fraud. 
The Imperial v. Sogomonian case and many similar cases is why I am convinced that giving no quarter to a fraud perpetrator is the best 
way to deter and defeat insurance fraud and why I wrote this book to convince more insurance professionals to emulate the insurers that 
defeated the Sogomonian attempt at fraud. 

How to Proactively Work to Defeat or Deter Insurance Fraud 
Available as a Kindle Edition, a Paperback or a Hardcover 

What every insurer should know about how it can be proactive in the efforts against insurance fraud by refusing to pay every fraudulent 
claim, by refusing to settle litigation brought by fraud perpetrators and by proactively taking the fraud perpetrators to court by seeking 
damages for common law fraud and take the profit out of insurance fraud. 
No one knows the true extent of insurance fraud because most attempts at insurance fraud succeed. Estimates are extrapolated from 
those few people who attempt insurance fraud that are caught. 

Insurance fraud is a crime in most states of the United States and in most countries the usual victims of the crime 
of insurance fraud are insurers. Some creative people have created fraudulent insurance companies that exist to 
defraud the insurance buying public who acquire insurance from the fraudulent insurers. 
The crime of insurance fraud is ubiquitous and is committed by every race, gender, national origin, religion, or 
sexual orientation. 
Unlike other victims of crime state legislatures require insurers create special investigative units (SIU) to 
thoroughly investigate all potential insurance fraud and present evidence to the authorities so that they can 
prosecute insurance fraud. Unfortunately, experience of the insurance industry has established that even when the 
insurer’s SIU presents a case to the state’s Fraud Division or Fraud Bureau for criminal prosecution, it is rare that 
a prosecution is commenced and a conviction obtained. 

State insurance departments brag about convictions in double digits when they receive as many as 1500 reports of suspected fraudulent 
claims every 30 days. Prosecutors dislike insurance fraud cases because they are usually document heavy while an assault, rape, murder 
or drunk driving are usually summarized by a single police report and are, therefore, relatively easy to prosecute to a jury or obtain a 
plea of guilty. 
Available as a paperback here.  Available as a hardcover here. Available as a Kindle Book here. 


