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“Perfect is boring. Human is beautiful.”
Tyra Banks

How the U.K. Deals With a Litigation Financing Scheme
Timothy Schools, 61, a corrupt non-litigating lawyer called a “solicitor” in the U.K. who lived a life of luxury on an estate in 
Cumbria as he fleeced investors out of more than £25m is facing jail. 
Southwark Crown Court heard how Schools, ran a scheme financing loans to law firms in “no win no fee” cases between December 
2008 and October 2012. The jury reached a verdict on the case only after 28 hours’ deliberation. 
Schools will be sentenced at Southwark Crown Court on Thursday 18th August and remains in custody until that date. Judge Beddoe 
was quoted as saying to Schools: “I simply don’t trust you to turn up. I refuse bail and you will remain in custody until Thursday.” 
Schools was convicted of what Judge Beddoe called “the most egregious and persistent crime involving huge sums of money.” He 
explained to Schools that he is facing a very lengthy period of imprisonment with consecutive sentences. 
More than 500 investors sank cash into the The Axiom Legal Financing Fund scheme, which claimed to insure lenders against 
unfinished cases or solicitors going bankrupt. Schools received £19.5mn from the Cayman Islands-registered fund, using some of the 
money to pay for an estate in Cumbria. 
Schools owned Preston firm he called “ATM Solicitors,” given its name because he used it as “his personal cash machine” the 
Southwark Crown Court heard from the evidence presented by the prosecutors. 
He ran the scheme with Richard Emmett, 48, and David Kennedy, 69. 
Schools, of Sedbergh, Cumbria, was convicted of three counts of fraudulent trading, one count of fraud and one count of transferring 
criminal property. 
Emmett, received just over £1m through his firm Emmetts Solicitors, while Kennedy made more than £5m, some of which went on 
property in the Swiss Alps and Tenerife. 
Kennedy, of Houghton-le-Spring, was given a short reprieve when the jury could not reach a verdict in his case and he is facing a 
possible retrial. 
£100mn Investment Scam
Axiom’s marketing material claimed investors’ cash would be held in the Cayman Islands and forwarded to an “independent panel” of 
law firms who would pay it back with 15 per cent interest. Miranda Moore, QC, prosecuting, said investors were persuaded it was a 
good bet. But Schools only loaned money to a very limited number of firms. 
In reality, from 2008 until December 2011 there was no genuine independent panel of law firms getting these loans. It was just 
Schools’ firms according to Moore. 
The fund began to collapse in August 2012 after an article appeared in a publication called “Offshore Alert.” An investigation by 
accountants KPMG found that 11 solicitors’ firms owed Axiom more than £123mn, with the largest debt coming from Ashton Fox. 
The company owed £60mn plus interest and was forecast to pay only £65,000 by the time the loan repayments were due in October 
2013. 
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The investor’s cash vanished. Although £25m was retraced, the costs incurred in all the litigation and tracing meant that of all the 
money, only £1m was recovered. As a result, the investors effectively lost everything. Only £3.1m could be repaid to the fund by all 
the panel law firms by that same deadline. 
According to Ms. Moore, Most of the firms went under. 
Background
The court heard Schools had been “struck off” or disbarred, as a solicitor back in 2014 for misconduct. Before he became involved in 
Axiom he ran a Lancaster-based personal injury firm called Life Repair Group, previously called The Compensation Group, when it 
collapsed in 2003. Emmett was disbarred in 2018, following the collapse of Axiom. Emmett denied one count of fraudulent trading 
and one count of facilitating criminal property and was found not guilty to both. 

“In three words I can sum up everything I’ve learned about life: It goes on.” – Robert Frost
“The multiplication of public offices, increase of expense beyond income, growth and entailment of a public debt, are indications 
soliciting the employment of the pruning knife.”  —Thomas Jefferson
“Opportunity is missed by most people because it is dressed in overalls and looks like work.” — Thomas Jefferson
“We shall go on to the end, we shall fight in France, we shall fight on the seas and oceans, we shall fight with growing confidence and 
growing strength in the air, we shall defend our Island, whatever the cost may be, we shall fight on the beaches, we shall fight on the 
landing grounds, we shall fight in the fields and in the streets, we shall fight in the hills; we shall never surrender.” — Winston Churchill 
“There’s no fool like an old fool --- you can’t beat experience.” — Jacob M. Braude
“An unlimited power to tax involves, necessarily, a power to destroy; because there is a limit beyond which no institution and no 
property can bear taxation.” —John Marshall
“If the First Amendment means anything, it means that a state has no business telling a man, sitting alone in his own house, what 
books he may read or what films he may watch. Our whole constitutional heritage rebels at the thought of giving government the 
power to control men’s minds.” —Justice Thurgood Marshall
“Any alleged ‘right’ of one man, which necessitates the violation of the rights of another, is not and cannot be a right.” —Ayn Rand
“Ultimately, if we are going to win the battle to protect religious freedom in an increasingly secular society, we will need more than 
positive law.” —Supreme Court Justice Samuel Alito
“No society ever thrived because it had a large and growing class of parasites living off those who produce.” – Thomas Sowell
“What strikes a visitor is the joyous, positive attitude to life... The American is friendly, self-confident, optimistic, and without envy.” 
– Albert Einstein
“Liberty, when it begins to take root, is a plant of rapid growth.” ― George Washington 

SIU Regulations
Insurers licensed or operating in California must file their SIU annual reports by 
Wednesday, Sept. 28, Insurance Commissioner Ricardo Lara reminded insurers recently.  
Failing to file by the 11:59 pm deadline may lead to fines or other regulatory actions. 
Information about the annual report requirement is available on the CDI website. Insurers 
may access an electronic portal to file reports.
For further information, including how to fulfill the training requirements of the SIU 
Regulations before the deadline, see my book in Kindle or Paperback at amazon.com and 
at this link for: California SIU Regulations 2020 
Fair Claims Settlement Practices Regulations 2022

Insurers licensed or operating in California must ascertain that their entire claims staff has 
read, understood or be trained about the California Fair Claims Settlement Practices 
Regulations by September 1 of Each Year and be ready to swear under oath that the 

Regulation has been complied with by the insurer. 
Knowledge of the requirements of the Regulations is important to everyone involved in the business of insurance whether as an insurance 
adjuster, insurance claims management, public insurance adjuster, policyholder, defense lawyer, insurance coverage lawyer, and 
policyholder’s lawyer. One way for claims personnel to fulfill the requirements of the law see my book “California Fair Claims 
Settlement Practices Regulations 2022” which is now available as a Kindle Book and available as a Paper Back.
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According to Insurance Newsnet, for the second consecutive quarter, the rate of suspected global digital fraud attempts in the insurance 
industry experienced the greatest rise on a year-over-year basis, increasing 159% between the second quarter of 2021 and second quarter 
of 2022. A fraud analysis by TransUnion showed a 134% increase between first quarters of 2021 and 2022. 
TransUnion said the insurance industry is seeing more “soft fraud” because some consumers may be representing their policies 
incorrectly to save money, especially in this high inflation environment.  
“What we’re seeing is people who are creating fraudulent applications with the intent of receiving better rates or settlements. That could 
be part of a macroeconomic inflation trend, a concern that people’s wallets are under a little more pressure,” said Sean Donnelly, senior 
vice president of go-to-market global fraud solutions at TransUnion. 

“Soft Fraud”
Insurance Soft fraud, of course, is a misnomer. Fraud is fraud – a misrepresentation or concealment of material fact, made to deceive an 
insurer, that actually deceives the insurer to its detriment. Those who use the term “soft fraud” attribute it to fraud of opportunity – like 
adding to a legitimate claim to recover deductibles or premiums paid over the years – while “hard fraud” is fraud that is pre-meditated. 
In the U.S., fraud attempts have risen about 22%, an amount much lower than the global average but still on plus side. 
Most of the U.S. does manual underwriting whereas internationally, underwriting is automated. Some posit that automated insurance 
underwriting – an oxymoron – since underwriting is the intentional analysis and determination of the potential for a loss by a risk insured 
against. 
The percent or rate of suspected digital fraud attempts are those in which customers were either denied or reviewed due to fraudulent 
indicators compared to all transactions that were assessed for fraud. Similarly, this year, the Coalition Against Insurance fraud changed 
its estimate of insurance fraud in the U.S. from $80 billion a year to $308 billion a year.

Weston Insurance Becomes Fifth Florida Insurer to Go Insolvent This Year
Weston Property & Casualty Insurance Co. is insolvent and should be placed into receivership, making it the fifth Florida property 
insurer this year to be dissolved, according to state regulators. 
The Florida Office of Insurance Regulation (OIR) on August 2, 2022 filed notice with the Department of Financial Services that the 10-
year-old Weston, with about 22,000 policies in the state, “is insolvent or about to become insolvent,” and DFS should initiate 
delinquency proceedings. 
The insolvency was admitted one day after the Demotech financial rating firm announced that it had withdrawn the financial stability 
rating for the Coral Gables-based Weston. But the company’s board of directors on July 29 had already agreed to the receivership after 
more than $94 million net losses in the last two years and a spike in reinsurance costs, the OIR information showed. 
Inaccurate Reporting of Assets 
The carrier also had shown on its books that it was including funds from an affiliate captive firm, a move that was never approved by 
OIR. Without the captive arrangement, Weston did not have enough surplus, the OIR’s referral letter to DFS explained. 
Weston’s CEO is Deanne Nixon, who succeeded Michael Lyons in early 2021, according to company information. The firm did not 
mention the delinquency on its website Wednesday. Company officials could not be reached Thursday morning. 
The OIR referral letter included an affidavit from Virginia Christy, the office’s director of property & casualty financial oversight, which 
detailed the financial ups and downs that Weston has been through: 

 In summer 2020, the OIR required Weston to file a capital management plan to improve its liquidity and reduce the millions of 
dollars in loans it owed to its managing general agent, Weston Insurance Management. About the same time, in July 2020, 
Hudson Structured Capital Management took a 50% stake in the company, Christy’s affidavit explained.

 In December 2020, Weston requested that it be allowed to start cancelling more than 1,500 wind-only policies. The OIR 
approved a smaller number of early cancelations.

 In December 2021, West Insurance Co. merged with Weston Specialty Insurance, a Texas-domiciled company. The merged 
firm re-domesticated to Florida and was renamed Weston Property & Casualty. Its combined surplus was reported as $28 
million, which included capital infusions of almost $50 million. “Despite the actions taken by Weston to reduce its unprofitable 
policies in force, revise its corporate structure, modify its reinsurance program, and increase paid-in capital, surplus … 
continued to deteriorate,” Christy said in the affidavit.
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 In June of this year, Weston said it could not complete its reinsurance program due to the cost and unavailability of a lower-
layer reinsurance plan. The company participated in the Reinsurance to Assist Policyholders, or RAP program, a $2 billion 
fund created by the Florida Legislature in May as a type of hurricane reinsurance program for Florida carriers. That apparently 
made little difference.

Also in June, Weston floated the idea of using a captive program known as the Weston Cell, through an affiliate. The insurer did not 
fully commit to that plan “but instead proposed the siphoning off of funds from Weston Insurance Management,” to be repaid later with 
higher fees to the MGA. The OIR said no to the idea. 
OIR then discovered that Weston for months had been accounting for the captive cell funds as if the move had been approved. Without 
those funds, Weston’s surplus would dip below the $15 million minimum required by Florida law. 
On July 27, OIR held a conference call with Weston leadership to discuss unwinding the captive arrangement. Company officials then 
revealed that the carrier also owed about $50 million in premium payments to reinsurers, which had not been included on its list of 
liabilities in its financial statement. 
During the July 27 conference call, Weston officials admitted the firm was insolvent.  

Two More Florida Insurers in Trouble
In addition, Demotech, the insurance rating company, late on August 1, 2022 also announced that FedNat Insurance Co.’s stability 
rating had been withdrawn as of Aug. 1. The withdrawal came three months after Demotech downgraded FedNat from an “A” rating to 
an “S Substantial.” The carrier, facing heavy losses in the last two years, is under a restructuring plan required by the Florida Office of 
Insurance Regulation. The financial stability rating change for United Property Casualty Insurance Co., from “An Exceptional” to 
“M Moderate,” was expected. The insurer stopped writing in Florida in January and has undergone significant reorganization in recent 
months 

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.https://rumble.com/c/c-262921
He 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 

Some Common Types of Health Care Fraud
 Fraud Committed by Medical Providers

o Double billing: Submitting multiple claims for the same service
o Phantom billing: Billing for a service visit or supplies the patient never received
o Unbundling: Submitting multiple bills for the same service
o Upcoding: Billing for a more expensive service than the patient actually received

 Fraud Committed by Patients and Other Individuals
o Bogus marketing: Convincing people to provide their health insurance identification number and other personal 

information to bill for non-rendered services, steal their identity, or enroll them in a fake benefit plan
o Identity theft/identity swapping: Using another person’s health insurance or allowing another person to use your 

insurance
o Impersonating a health care professional: Providing or billing for health services or equipment without a license

 Fraud Involving Prescriptions
o Forgery: Creating or using forged prescriptions
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o Diversion: Diverting legal prescriptions for illegal uses, such as selling your prescription medication 
o Doctor shopping: Visiting multiple providers to get prescriptions for controlled substances or getting prescriptions 

from medical offices that engage in unethical practices 

How The Courts Deal With Health Insurance Fraud 
The Second Circuit, in United States v. Zakhary, 357 F.3d 186 (02/04/2004) concluded that the Mandatory Victims Restitution Act of 
1996, as codified at 18 U.S.C. § 3663A and the post-1996 version of 18 U.S.C. § 3664, “requires a court to order full restitution to the 
identifiable victims of certain crimes, including fraud,” without regard to a defendant’s economic circumstances.   
Similarly, in United States v. Gelin, 712 F.3d 612 (1st Cir., 2013) the First Circuit reported that throughout the United States judges, 
prosecutors, police officers and insurance professionals are seeing organized criminal groups, compromising doctors, chiropractors, 
attorneys, hospitals, and these groups establish store front clinics, diagnostic testing companies, as well as bogus law offices. “They 
stage phony car accidents. Fake patients visit the clinics where expensive medical procedures like MRIs and x-rays are billed to insurers, 
even though not provided to the persons posing as patients. In addition, unfilled prescriptions are billed, kickbacks are paid, and lawyers 
collect false personal injury claims.” 
In addition to serving definite time in jail for insurance fraud, the Federal Court can order the criminal to pay the insurer victim full 
restitution without regard for the defendant’s ability to pay. This does not guarantee payment but since restitution is a condition of 
probation the thought of spending time in jail becomes a great incentive to the criminal to pay the restitution if the money is available. 
To receive no-fault reimbursements, health care clinics generated fictitious treatment records for the passengers in the accidents. The 
accident participants used these fictitious medical records to support their claims of personal injury and to obtain settlements from 
insurance companies.  
18 U.S.C. Section 1347 provides  

As used in this title, the term “‘health care benefit program’ means any public or private plan or contract, affecting 
commerce, under which any medical benefit, item, or service is provided to any individual, and includes any individual 
or entity who is providing a medical benefit, item, or service for which payment may be made under the plan or 
contract. (Italics added)  

The statute, 18 U.S.C. § 1347, as the 2nd Circuit explained directs that whoever “knowingly and willfully executes, or attempts to 
execute, a scheme or artifice. . . to defraud any health care benefit program ... shall be fined under this title or imprisoned not more 
than 10 years, or both.” The common meaning of the word “whoever” is “whatever person, any person at all, no matter who.”  
Proving health care fraud is often difficult the Third Circuit in United States v. Jones, 471 F.3d 478 (3d Cir. 12/28/2006) reversed a 
conviction because the plain language of the statute clearly prohibits health care fraud “by knowingly or willfully using ‘false or 
fraudulent pretenses, representations, or promises’ to obtain the money or property of a health care benefit program in connection with 
the delivery of, or payment for, health care benefits, items, or services.”  
Fraud, is different from theft. [Nugent v. Ashcroft, 367 F.3d 162, 170 (3d Cir. 2004)] Under the common law and the Model Penal 
Code, theft is synonymous to larceny – the taking of another’s property by trespass with intent to deprive permanently the owner of the 
property. 

The conviction was reversed because the Government established only that:  
(1) from February 2000 to March 2004, the amount deposited into Progressive’s bank account was $451,000 less than the 

amount received from clients; 
(2) the discrepancies between the amount received and the amount deposited occurred on the majority of the days on which 

Jones worked alone and did not occur when Jones was absent from work; 
(3) Jones was one of the employees that made bank deposits; and 
(4) Jones had made cash deposits to her bank account and cash expenditures exceeding her wages. The Government has not 

established, nor did it seek to establish, any type of misrepresentation by Jones in connection with the delivery of, or 
payment for, health care benefits, items, or services. 

Although Jones was a thief she was released because she was only charged with fraud and there was no evidence she committed a 
fraud. 
On the other hand, in United States v. Davis, No. 06-5073 (6th Cir. 06/22/2007) the Sixth Circuit upheld a conviction where fraudulent 
medical reports, prescriptions and orders were used to defraud Medicare by obtaining payment for oxygen supplies neither needed nor 
provided. At the conclusion of the trial, the jury found Ms. Davis and Mr. Davis guilty on all twelve counts of violating 18 U.S.C. § 
1347(1) and (2) as well as the single count of obstruction of justice in violation of 18 U.S.C. § 1518(a).  
Upon conviction for health care fraud and obstruction of justice, Ms. Davis was sentenced to a term of imprisonment for 60-months, 
and Mr. Davis received a sentence of 36-months’ imprisonment. Both received three years of supervised release, a special assessment 
of $100.00 on each count, and direction to make restitution in the amount of $171,933.00, imposed jointly and severally on Ms. Davis 
and Mr. Davis.  
As indicated by the verdict, the jurors hearing this testimony unanimously agreed that Mr. Davis had knowingly aided and abetted 
Medicare fraud. The Sixth Circuit was loath to override their conclusion. The Supreme Court has made clear that “[t]he trier of fact, 
not the appellate court, holds ‘the responsibility . . . fairly to resolve conflicts in the testimony, to weigh the evidence, and to draw 
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reasonable inferences from basic facts to ultimate facts.’” [Tibbs v. Florida, 457 U.S. 31, 45 n.21 (1982) (citing Jackson, 443 U.S. at 
319.
Fraud perpetrators who are involved in schemes to defraud insurers and their insureds by fake accidents, the swoop and squat type 
staged accident schemes, fraudulent schemes created by physicians, chiropractors and lawyers to defraud insurers by faking medical 
bills, inflating medical bills, up-coding (charging the wrong Common Professional Terminology (“CPT”) Code for profit) face federal 
prosecution. It matters not whether the fraud involves a no-fault statute like that in New York or stand-alone third-party liability 
insurance, automobile liability insurance, med-pay insurance or workers’ compensation insurance, if fraud is attempted or succeeds, 
the fraud perpetrator can be prosecuted under the federal law. 
Insurance adjusters, special investigation unit investigators, state fraud bureaus and state fraud divisions should seriously consider 
presenting their cases to the local US Attorney for prosecution under 18 U.S.C. 1347. The deterrent effect of the federal sentencing 
guidelines and mandatory restitution should be more effective than state fraud statutes that allow judges to continue to exercise their 
discretion and continue to sentence convicted fraud perpetrators to probation. 

Jaroslava Ruiz paid kickbacks to patient recruiters and patients with private health insurance in exchange for letting four Miami 
physical therapy clinics bill for $34.6M of treatments the patients never received. Ruiz falsified medical records to give the 
impression that the physical therapy was medically necessary, prescribed by a doc and actually given. In truth, virtually no services were 
provided. The insurers paid $7.7M. Ruiz faces up to 20 years in federal prison on each fraud count. Sentencing is scheduled for Oct. 26.
The drugs were fake, the claims were fake. Only the $38M that Armando Valdes tried to steal from insurers was real. The Miami 
doc made claims for the prescription drug Remicade. It’s an expensive med for treating Crohn’s disease, ulcerative colitis and arthritis. 
Infliximab is one of the most expensive prescription drugs on the market — a single dose can retail for nearly $10K. Yet Valdes provided 
zero doses to patients. He employed a 91-year-old doc who rarely treated patients and never prescribed Infliximab. Still, Valdes listed 
him as the treating provider for all $38M of the fake infusions. The whole treatment regimen was bogus, yet insurance money tumbled 
into his bank accounts. Valdes pled federally guilty. He must forfeit nearly $8M and four homes — including a $1M beachfront condo 
and 2.2K-square-foot house. He also gave up a Cadillac Escalade and Tesla Model S.
Kelbin Tejeda lied about his construction payroll and hid workers in other building firms to avoid paying full workers comp 
premiums in the Tampa, Fla. area. Tejeda had agreements with contractors and subcontractors to use his workers at construction sites. 
He lied to workers comp insurers that he had a limited payroll and only a few employees who worked on construction jobsites. Tejeda’s 
true payroll far exceeded the limited payroll that he reported to his worker’s comp. He cashed more than $18M of checks from 
construction contractors for these purported employees. Tejeda also lied to the contractors that his employees had full worker’s comp 
coverage. These supposed employees also performed work on job sites without adequate comp coverage. And Tejeda disclaimed 
responsibility for ensuring that undocumented jobsite workers were legally authorized to work in the U.S., and that required state and 
federal payroll taxes were being paid. Tejeda was given 15 years in federal prison.
Nicole Steiner kept scamming Medicaid out of $551K even when her back was against the wall with another Medicaid conviction. 
Steiner ran Helping Hands Academy, which did behavior analyses for kids with autism in Bridgeport, Conn. She billed Medicaid for 
phantom analyses, and making claims for bogus service dates. Steiner also inflated billable hours when she did treat kids, and made 
claims using a former employer’s name and provider number. She was booted from Medicaid, then lied and submitted an altered 
document to try and get reinstated and paid for her prior claims. Steiner was convicted. She also was a silent partner in another center 
for autistic kids. While awaiting federal sentencing, Steiner billed Medicaid for thousands more dollars of phantom behavioral-analysis 
services. She also was convicted of the newest $551K scam. It carries a potential 20 year sentence on top of her eventual jail term for 
the first con. 
Prosecutors have bagged a big-game courtroom trophy: A wealthy dentist shotgunned his wife on a hunting safari in Zambia to 
rifle nearly $5M from life insurers. Larry Rudolph was federally convicted of murder and mail fraud this week. The Pittsburgh-area 
man wanted Bianca quickly cremated in Zambia after she died from a blast to her heart in their safari cabin. She accidentally shot herself 
with the Browning 12-gauge shotgun while quickly packing it in a carrying case as they hurried to return to the U.S., Rudolph lied. 
Zambian officials first ruled her death was accidental. He then cashed in policies from seven life insurers. A friend of Bianca called the 
FBI. Bianca’s death was suspicious because Lawrence had a long-time affair with the manager of his dental practice. A suspicious U.S. 
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diplomat went to the funeral home and took photos of Bianca’s body to preserve evidence. Her wound was straight to the heart. There 
were no gas burns or obvious tissue expansion that would happen from a contact wound. Nor could the 5-foot-4 Bianca have reached 
the trigger from that far away while zipping the gun case. Rudolph also was having an affair with his dental assistant, who was found 
guilty of lying about their relationship after Bianca’s murder. Rudolph faces a potential death penalty when sentenced. Read the in depth 
case details here.
Seemingly pained by a shoulder injury while working as a postal letter sorter in Hampden, Me., Jody M. Theberge convinced docs 
to authorize him to leave work and start receiving federal workers’ comp benefits. He received $40K a year between 2014 and 2020. 
Yet Theberge was a local high school varsity softball coach for two years, and volunteered to coach a Little League softball team. He 
falsely denied being paid and doing volunteer work. Theberge pled guilty and awaits federal sentencing.
Owing nearly $30K in back rent for his auto body shop, Robert Cole torched the small building for $500K in Salem, Mass. The 
owner had a court order to evict Cole, but gave him until Sept. 7, 2017 to find a new space for the large amount of automotive equipment 
he’d amassed there. But Cole didn’t find the space in time. Meanwhile, his insurer demanded payment by Sept. 9 to avoid a coverage 
lapse. Cole couldn’t make the payment. A sudden fire nearly leveled the place around 9 p.m. on Sept. 6. The blaze took hours to control. 
Firefighters had to be pulled from the building before the roof and second floor collapsed. The densely-packed neighborhood of homes 
and businesses also created a risk to others. More motive clues quickly mounted beyond Cole’s financial issues. He removed some of 
his most-valuable items before the fire. His shifting story of the hours before the fire didn’t help either. Cole said he left his shop at 6 
p.m. and went to meet a man who wanted to buy an automotive lift. They couldn’t agree on the price — Cole thought it was worth more 
than the buyer’s offer. Cole then told his insurer that he only wanted $1K for the lift because it was old. He also said he stopped at 
McDonald’s for coffee. But a receipt showed $18 worth of items. Cole was handed four years.
Dustin and Marissa Letterman were impelled by Past-due bills to torch their home in Dornsife, Pa. They also got off easy after being 
convicted. The couple said they took a drive with their two kids around 9:30 p.m. They drove to a Sunoco and went home around 11 
p.m., when Dustin went into the garage, got a gallon of paint and took it to visit a friend, William Bender, with his family. When they 
returned home, Dustin said he saw smoke coming from the eves and garage door. He called 911. He said that he thought the fire was an 
arson — that “someone lit it.” Marissa said they had more than $17K of credit card bills overdue. Dustin yacked too much, leading to 
the couple’s conviction. He told his mother he set the garage fire and Marissa started the bathroom blaze — making his mother a material 
witness. Bender said Dustin acted oddly the night the family visited him. Dustin seemed nervous, and when a car passed Dustin said he 
thought his house might be on fire. Dustin kept yacking, later also telling Bender he burned his house down because he needed the 
money. Erie Insurance paid the Lettermans $62.5K. They were convicted only of misdemeanor disorderly conduct. They received a year 
of probation and must repay the insurance money. 
Frosting on a dessert bar outed the torching of a struggling Christian outreach center for $500K of insurance in Detroit Lakes, 
Minn. The Refuge was about to fold when its owners allegedly hired Gary John Bogatz Jr. to burn down the place. Bogatz broke into 
the building and started a fire using gasoline in the front part of The Refuge. He claimed people connected to the center told him it would 
close soon unless “something happened,” and the building had “a lot of insurance.” The fire generated a $500K insurance claim. Bogatz 
messed up when he ate the dessert bar and left frosting fingerprints on a door handle. He received five years and eight months in prison.
Faking blindness to scam nearly $1M of disability benefits has netted an Army vet a federal prison term. John Paul Cook hurt an 
eye while on duty in 1986. The Asheville, N.C. man claimed his condition worsened over the next 30 years. Cook was discharged, lying 
his “severe visual deficit” made him unemployable. The VA eventually declared Cook legally blind. He received disability benefits 
during those 30 years. Yet Cook also repeatedly passed DMV vision tests for his driver license. He bought over 30 vehicles that he 
routinely drove on long-distance trips and for errands. Cook also was active with the Boy Scouts as a Den Leader and Cubmaster. And 
he completed Boy Scout tests qualifying him as a range officer for BB guns and archery. He was also certified for land navigation — 
reading maps and using a compass. Cook pled guilty. He received 10 months in federal prison and must repay the disability money.
Two cronies pled guilty in the shooting of a soul-food reality TV star for $450K of life insurance in St. Louis. Andre Montgomery 
Jr. appeared regularly on Welcome to Sweetie Pie’s, a reality show about a soul food eatery run by his grandmother. As prosecutors frame 
the suspected plot: Montgomery was gunned down outside a recording studio where he worked on his rap music. Waiel Rebhi Yaghnam 
helped suspected ringleader James Timothy Norman secretly take out a life policy naming Norman the sole beneficiary if his nephew 
died. Exotic dancer Terica Ellis was in a relationship with Norman. He paid her $10K in cash to lure Montgomery to the place where he 
was shot. Yaghnam worked in the life-insurance business. He helped Norman file three fraudulent applications that included false info 
about Montgomery’s net worth and background. One policy would pay $200K if Montgomery died of something other than natural 
causes; another would pay $50K if he died within 10 years. Yaghnam called the insurance agency to collect the money just 16 days after 
Montgomery was shot. Ellis and Yaghnam pled guilty this week. Travell Anthony Hill was paid $5K to shoot Montgomery, and earlier 
pled guilty. Suspected ringleader Norman awaits trial.

In Fremont Indemnity Co. v. Superior Court (1982) 137 Cal.App.3d 554, 559, 187 Cal.Rptr. 137 the Court of Appeal concluded that the 
privilege against self-incrimination as to factual issues, especially application of arson exclusion, waived by filing suit over rights under 
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fire insurance policy.  The reasoning of cases such as these is that “‘[t]he gravamen of [the] lawsuit is so inconsistent with the continued 
assertion of [a] privilege as to compel the conclusion that the privilege has in fact been waived.’”  
While the Fifth Amendment privilege of a criminal defendant is absolute, a party or witness in a civil proceeding “may be required either 
to waive the privilege or accept the civil consequences of silence if he or she does exercise it. [Citations.]” There is a broad range of 
civil sanctions that may be imposed on a litigant who asserts his or her Fifth Amendment right, but the severity of such sanctions 
generally depends on whether the party invoking the privilege is the plaintiff or the defendant. Where the plaintiff in a civil action claims 
the privilege and refuses to testify, the court may dismiss the action on the basis that “`[o]ne may not invoke the judicial process seeking 
affirmative relief and at the same time use the privileges granted by that process to avoid development of proof having a bearing upon 
his rights to such relief.’ [Citation.]” [Gunderson v. Wall, B204268 (Cal. App. 11/17/2009) (Cal. App. 2009)] 
Persons may not initiate lawsuits and then rely upon their Fifth Amendment privilege against self-incrimination to prevent the opposition 
from obtaining information through discovery, as the opposition would be prejudiced in preparing a defense. Where a civil plaintiff 
invokes the Fifth Amendment, thereby preventing the defendant from conducting discovery and presenting his or her case, the defendant 
is entitled to a sanction formulated according to the circumstances. The ultimate sanction of dismissal may be appropriate if not 
disproportionate to the purposes for which sanctions are designed. Dismissals have been affirmed when there is a history of abuse or 
deliberate violations of a party’s obligations to the court, such as participating in a plan to present fabricated testimony. [Zenga v. 
Brillstein-Grey Entertainment, B159566 (Cal. App. 11/4/2003) (Cal. App. 2003)] 
In Strawn v. Morris Polich & Purdy, LLP, 30 Cal.App.5th 1087, 242 Cal.Rptr.3d 216 (Cal. App. 2019) In New York state, as in all states, 
an appearance at an EUO “is a condition precedent to the insurer’s liability on the policy”. [Stephen Fogel Psychological, P.C. v. 
Progressive Casualty Insurance Company, 35 AD3d 720 at 722, 827 NYS 2nd 217]. Contrary to the determination of the City Court, no 
provision of No-Fault Regulation 68 requires an insurer to set forth any objective standards for requesting an EUO [see Flow 
Chiropractic, P.C. v. Travelers Home and Mar. Ins. Co., 44 Misc.3d 132[A], 2014 N.Y. Slip Op 51142[U] [App Term, 9th & 10th Jud 
Dists 2014]; Metro Psychological Services, P.C. v. 21st Century North America Ins. Co. Slip Copy, 47 Misc.3d 133(A), 2015 WL 
1565837 (Table) (N.Y. Sup.App.Term), 2015 N.Y. Slip Op. 50470(2015)]. 
In Hudson Tire Mart, Inc. v. Aetna Casualty and Surety Co., 518 F.2d 671 (C.A.2d, 1975) the insured sought injunctive relief against the 
EUO provision of the standard fire policy because it would deprive him of his Fifth Amendment right against self-incrimination. The 
court rejected the request and held that:  

The purpose of the cooperation clause is to enable the insurer to obtain all knowledge and facts concerning the cause 
of the fire and the loss involved while the information is fresh in order to protect itself from fraudulent and false 
claims.  Only after the incriminating question is asked, is he in a position to assert his immunity and seek a protective 
order. 

The Fifth Amendment to the U.S. Constitution prevents the U.S. or a state, to pass a law requiring a person to incriminate himself or 
herself. The Fifth Amendment has no effect on a private contract. Therefore, the failure to appear at EUO was held to be an absolute 
defense in Lentini Brothers Moving & Storage Co., Inc. v. New York Property Insurance Underwriting Assoc., 428 N.Y.S.2d 684 (1980) 
affirmed 51 N.Y.2d 740 (1981). The court stated: 

Compliance with the policy provisions is a condition precedent to recovery. No compliance with the provisions as to 
written proof of loss or sworn examination occurred. Thus, recovery is barred. 

Since an assignor’s appearance at any properly scheduled EUO is a condition precedent to the insurer’s liability on the policy (see 
Stephen Fogel Psychological, P.C. v. Progressive Cas. Ins. Co., 35 AD3d 720 at 722, 827 NYS 2nd 217) [2006]), the court ordered that 
the insurer’s motion for summary judgment dismissing the complaint must be granted. [Performance Plus Medical, P.C. v. Utica Mut. 
Ins. Co., Slip Copy, 47 Misc.3d 129(A), 2015 WL 1422389 (Table) (N.Y. Sup.App. Term), 2015 N.Y. Slip Op. 50399 (2015)] 
In Powell v. United States Fid. & Guar. Co., 88 F.3d 271 (4th Cir.1996), the insureds’ home was destroyed by fire. Under their 
homeowners’ insurance policy, the insureds were required to submit to questions under oath and sign and swear to them.  
The insureds appeared but during the EUO, the insureds refused to answer several questions and to turn over financial and other 
documents, claiming that an EUO did not permit the insurer to delve into financial or other information relating to the insureds’ possible 
motives to intentionally set the fire. They claimed that the EUO condition was limited to an examination relating to the existence and 
extent of loss under the policy. The United States Court of Appeals for the Fourth Circuit disagreed, stating that an EUO “encompasses 
investigation into possible motives for suspected fraud An EUO is not restricted to amount of loss, but the insurer has the right to 
examine the insured and his witnesses as to any matter material to the insurer’s liability and the extent thereof. 
In Brizuela v. Calfarm Insurance Co.,116 Cal.App.4th 578, 10 Cal.Rptr.3d 661 (Cal.App. Dist.2 03/03/2004) and in California Fair 
Plan Association v. Superior Court of Los Angeles County, 115 Cal.App.4th 158 (Cal.App. Dist.2, 01/23/2004) the California Court of 
Appeal concluded that, “as a matter of law,” the insured “violated the requirement of the insurance policy that he submit to an EUO; 
that the insurer could on that basis deny his claim without a showing of prejudice; that the availability of a deposition in litigation does 
not excuse his breach of the EUO requirement; that he had no valid bad faith claim; and that the court properly dismissed his action.” 
Brizuela sued CalFarm for breach of contract and for tortious bad faith breach of an insurance contract. Explaining the reason for its 
decision that the Insured breached the contract the court recited the history of the condition in California case law as follows: 

An insured’s compliance with a policy requirement to submit to an EUO is a prerequisite to the right to receive benefits 
under the policy. (Hickman v. London Assurance Corp. (1920) 184 Cal. 524, 534 (Hickman).) In Hickman, an insurer 
investigating a loss under a fire policy demanded that the claimant attend an EUO, as required by the claimant’s policy. 
The claimant attended the examination, but refused to answer the insurer’s   questions, invoking his Fifth Amendment 
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right against self-incrimination because of pending criminal charges against him for arson. At the examination, the 
claimant offered to comply with the demand for an EUO after the arson charge was dismissed, or at any time if the 
insurer would cause the charge to be dismissed. The court held that the claimant’s refusal to submit to an examination 
was not justified and that by refusing to submit to an examination, the claimant forfeited the right to benefits under 
the policy: “`If the insured cannot bring himself within the terms and conditions of the policy he cannot recover. The 
terms of the policy constitute the measure of the insurer’s liability. If it appears that the contract has been violated, 
and thus terminated by the assured, he cannot recover. He seeks to recover by reason of a contract, and he must show 
that he has complied with such contract on his part.’” (Hickman, supra, 184 Cal. at p. 534; see also California Fair 
Plan Association v. Superior Court (2004) 115 Cal.App.4th 158; Globe Indemnity Co. v. Superior Court (1992) 6 
Cal.App.4th 725; Robinson v. National Auto, etc. Ins. Co. (1955) 132 Cal.App.2d 709; West v. State Farm Fire & 
Casualty Co. (9th Cir. 1988) 868 F.2d 348.)  After Brizuela failed to comply with CalFarm’s initial demand for an 
EUO, the Insured was obligated to take affirmative action to fulfill the requirement of being examined “by offering to 
submit to such an examination at a later time.” (Bergeron v. Employers’ Fire Ins. Co. (1931) 115 Cal.App. 672, 676.) 
Brizuela did not submit, or agree to submit to an EUO on any specific date after June 16, 1999. CalFarm “had done 
all that it was required to do to set in motion the policy provisions for an examination of the insured under oath.” 
Although CalFarm reiterated its demand numerous times thereafter by asking Brizuela to provide dates for the 
examination, Brizuela failed to do so.

Brizuela’s failure, six months after CalFarm’s initial request for the EUO, to propose any dates for an examination, to respond in a timely 
manner to CalFarm’s proposed dates, and to submit to an examination legally constituted a refusal to submit to EUO. 
For example, note Rosenthal v. Prudential Property & Casualty Co. (2d Cir. 1991) 928 F.2d 493 applying New York law and granting 
summary judgment in favor of insurer after concluding that purported scheduling conflicts did not justify the 13-month delay of EUO 
that included six adjournments. [Gould Investors, L.P. v. General Ins. Co. (S.D.N.Y. 1990) 737 F.Supp. 812] applying New York law, 
found that the insured’s unexcused failure to attend EUO was material breach of policy; upon insured’s unilateral cancellation of a 
scheduled examination, burden is on insured to offer alternative future date for the examination.  In Home Ins. Co. v. Olmstead 355 
So.2d 310 (Miss. 1978) the insured’s refusal to submit to EUO as scheduled, and subsequent failure to offer to submit to examination 
for 16 months resulted in the forfeiture of the insured’s rights under policy. 
One of the most important findings of the court with regard to the failure and refusal of the insured to appear at EUO is its finding that 
there is no requirement that the insurer prove it was prejudiced as a result of the failure of the insured to appear. The court concluded 
that there “is no California authority . . . that requires an insurer to show prejudice before denying policy benefits to an insured who has 
violated a policy provision requiring submission to an EUO.” Finding that the cases provide that compliance with the policy requirement 
for an EUO is a condition precedent to any claim, and the refusal to submit to such an examination causes a forfeiture of any rights 
under the policy. The Court of appeal cited its readers to the California Supreme Court’s decision in Hickman quoted above. Regardless 
of the finding that prejudice need not be shown the Court of Appeal concludes that the failure or refusal to appear is, by definition, 
prejudicial.
An insured’s failure to comply with the policy requirement for EUO deprives the insurer of a means for obtaining information necessary 
to process the claim. The inability to obtain such information is, by definition, prejudicial, absent extraordinary circumstances.  The 
court was obligated to conclude that the insured’s breach made it impossible for him to collect indemnity under the policy since there 
was no possibility for the insured to maintain a bad faith case and that the entire suit was properly dismissed. 
Because the refusal to testify at an EUO is grounds to deny a claim the insurance professional should avoid filing a complaint for 
declaratory relief since, as a defendant, an insured can assert the Fifth Amendment privilege while, if the insurer waits for him to sue, 
the insured cannot assert the Fifth Amendment because he or she can protect the right by simply dismissing the complaint and the claim 
of the Fifth Amendment will not apply.

Inform Diagnostics Agrees to Pay $16 Million to Resolve False Claims Act Allegations of Medically 
Unnecessary Tests
Inform Diagnostics, Inc., (Inform) formerly known as Miraca Life Sciences, Inc. (Inform), has agreed to pay $16 million to resolve 
allegations that it submitted false claims for payment to Medicare and other federal health care programs.  
Inform is a clinical laboratory headquartered in Irving, Texas, that provides anatomic pathology services to physician practices 
throughout the United States. On April 27, 2022, Fulgent Genetics purchased Inform, and the company is now a wholly owned 
subsidiary of Fulgent Genetics.
According to the settlement, Inform admits that, between 2013 and 2018, it routinely and automatically conducted additional tests on 
biopsy specimens prior to a pathologist’s review and without an individualized determination regarding whether additional tests were 
medically necessary. The United States contends that Inform’s policy of conducting routine additional tests caused Inform to perform 
many tests that were medically unnecessary. Inform submitted these medically unnecessary tests for payment, causing federal health 
care programs to pay for false claims. 
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The False Claims Act allegations being resolved were originally brought in a lawsuit filed by a whistleblower under the qui tam
provisions of the False Claims Act. Under those provisions, a private party can file an action on behalf of the government and share in 
any recovery. In connection with today’s settlement, the whistleblower will receive 17 percent of the recovery. 
Sacramento Area Home Health Care and Hospice Agencies Owner Sentenced to 18 Months in Prison for 
Conspiring to Defraud Medicare 
Liana Karapetyan, 42, of El Dorado Hills, was sentenced July 21, 2022 by U.S. District Judge Troy L. Nunley today to 18 months in 
prison for one count of conspiracy to commit health care fraud and one count of conspiracy to pay and receive health care kickbacks. 
According to court documents, Karapetyan and her husband, Akop Atoyan, owned and controlled home health care and hospice 
agencies in the greater Sacramento area: ANG Health Care Inc., Excel Home Healthcare Inc., and Excel Hospice Inc. On behalf of 
the agencies, Karapetyan and Atoyan certified to Medicare that they would not pay kickbacks in exchange for Medicare beneficiary 
referrals to the agencies. 
Despite their certifications, from at least July 2015 through April 2019, Karapetyan and Atoyan paid and directed others to pay kickbacks 
to multiple individuals for beneficiary referrals, including employees of health care facilities, as well as employees’ spouses. The 
kickback recipients included John Eby, a registered nurse who worked for a hospital in Sacramento; Anita Vijay, the director of social 
services at a skilled nursing and assisted living facility in Sacramento; Jai Vijay, Anita Vijay’s husband; and Mariela Panganiban, the 
director of social services at a skilled nursing facility in Roseville. 
In total, Karapetyan, Atoyan, and others caused the agencies to submit over 8,000 claims to Medicare for the cost of home health care 
and hospice services. Based on those claims, Medicare paid the agencies approximately $31 million. Of that amount, Medicare paid the 
agencies at least $2 million for services purportedly provided to beneficiaries referred in exchange for kickbacks paid to, among others, 
Eby, Anita Vijay, Jai Vijay, and Panganiban. Because the agencies obtained the beneficiary referrals by paying kickbacks, the agencies 
should not have received any Medicare reimbursement. 
Medical Device Manufacturer Biotronik Inc. Agrees To Pay $12.95 Million To Settle Allegations of 
Improper Payments to Physicians 
Biotronik Inc. (Biotronik), a medical device manufacturer based in Oregon, has agreed to pay $12.95 million to resolve allegations that 
it violated the False Claims Act by causing the submission of false claims to Medicare and Medicaid by paying kickbacks to physicians 
to induce their use of Biotronik’s implantable cardiac devices, such as pacemakers and defibrillators. 
The Federal Anti-Kickback Statute prohibits offering or paying anything of value to induce referrals of items or services covered by 
Medicare and other federally funded programs. The statute is intended to ensure that medical providers’ judgments are not compromised 
by improper financial incentives. 
The settlement announced today resolves allegations that Biotronik engaged in a kickback scheme to pay certain favored physicians to 
induce and reward their use of Biotronik’s pacemakers, defibrillators and other cardiac devices. In particular, Biotronik allegedly abused 
a new employee training program by paying physicians for an excessive number of trainings and, in some cases, for training events that 
either never occurred or were of little or no value to trainees. Biotronik allegedly made these payments despite concerns raised by its 
own compliance department, which warned that salespeople had too much influence in selecting physicians to conduct new employee 
training and that the training payments were being over-utilized. The settlement also resolves allegations that Biotronik violated the 
Anti-Kickback Statute when it paid for physicians’ holiday parties, winery tours, lavish meals with no legitimate business purpose and 
international business class airfare and honoraria in exchange for making brief appearances at international conferences. 
Medicaid is funded jointly by the states and the federal government. The States of Arizona, California, Illinois, Missouri and Nevada 
paid for a portion of the Medicaid claims at issue and will receive a total of approximately $933,400 from the settlement with Biotronik. 
The civil settlement includes the resolution of claims brought under the qui tam or whistleblower provisions of the False Claims Act by 
Jeffrey Bell and Andrew Schmid, both of whom were previously employed as independent sales representatives for Biotronik. Under 
those provisions, a private party can file an action on behalf of the United States and receive a portion of any recovery.  Mr. Bell and 
Mr. Schmid will receive approximately $2.1 million as their share of the recovery in this case. The qui tam case is captioned United 
States ex rel. Bell, et al. v. Biotronik, Inc. et al., No. 2:18-cv-1895 (C.D. Cal.). 

Two Clinical Labs and Their Owners Agree to Pay $5.7 Million to Resolve False Claims and Kickback 
Allegations 
Metric Lab Services LLC and Metric Management Services LLC (Metric) and Spectrum Diagnostic Labs LLC (Spectrum) and 
two of their owners and operators, Sherman Kennerson and Jeffrey Madison, have agreed to pay $5.7 million to resolve allegations 
that they caused the submission of false claims to Medicare by paying kickbacks in return for genetic testing samples, the Department 
of Justice announced today. 
Metric and Spectrum were clinical laboratories in Mississippi and Texas, which Kennerson and Madison co-owned and operated along 
with other individuals. The United States alleged that Metric, Spectrum, Kennerson and Madison participated in a genetic testing fraud 
scheme with various marketers. These marketers solicited genetic testing samples from Medicare beneficiaries. The marketers arranged 
to have a physician fraudulently attest that the genetic testing was medically necessary, and Metric and Spectrum would process the 
tests, receive reimbursement from Medicare and pay a portion of that reimbursement to the marketers.  
In an attempt to conceal the nature of the kickback arrangement, Metric and Spectrum entered into sham agreements with marketers to 
provide various consulting, marketing and other services at an hourly rate. In reality, however, Metric and Spectrum paid the marketers 
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a percentage of revenue, including Medicare reimbursement, in return for the samples. The marketers then generated sham invoices for 
hourly services that matched the agreed-upon kickback amount.  
Kennerson and Madison each previously pleaded guilty to one count of conspiracy to defraud the United States in connection with this 
scheme and are awaiting sentencing. 

Former Nurse Pleads Guilty to Fraudulently Obtaining Fentanyl  
Angelica Franklin, 36, of Chesterfield, Virginia, waived her right to be indicted and pled guilty today to one count of acquiring or 
obtaining controlled substances by misrepresentation by fraud, forgery, or deception. 
CHARLOTTESVILLE, Va. – A former registered nurse who worked in the Emergency Department at Sentara Martha Jefferson 
Hospital (SMJH) in Charlottesville, pled guilty today to obtaining controlled substances, fentanyl, and hydromorphone, by fraud. 
According to court documents, Franklin was a registered nurse with the Virginia Department of Health Professions Board of Nursing. 
On August 16, 2021, she began working in the Emergency Department of SMJH in Charlottesville. 
Franklin admitted today that in September 2021, she knowingly and intentionally entered fraudulent verbal orders for fentanyl and 
hydromorphone into the SMJH electronic medical records system on behalf of physicians who did not issue the verbal 
orders.  Franklin then obtained the fentanyl and hydromorphone from the SMJH automated dispensing cabinet but did not administer 
the controlled substances to patients. 
In addition, Franklin admitted to unlawfully obtaining controlled substances fentanyl, hydromorphone, oxycodone, and alprazolam 
while working as a nurse at three Richmond-area health care facilities: Stony Point Surgery Center, Vibra Hospital, and The Laurels of 
Willow Creek. 
In total, across all facilities, Franklin unlawfully obtained approximately 4,450 mcg of fentanyl, 80 mg of hydromorphone, 3,600 mg 
of oxycodone, and 14 mg of alprazolam. 
Franklin is scheduled to be sentenced on November 10, 2022 and faces a maximum penalty of four years in prison. A federal district 
court judge will determine any sentence after considering the U.S. Sentencing Guidelines and other statutory factors. 
Idaho Man Sentenced for Misusing National Health Service Corps Loan Repayment Funds 
Steven L. Young pled guilty to theft of government property and admitted to civil violations of the False Claims Act 
Steven L. Young, an Idaho man already incarcerated in Utah on unrelated charges, was ordered to repay $63,192.96 and sentenced to 
15 months (which he has already served), and three years of supervised release for theft of government funds. Young also settled a 
parallel civil matter after admitting to violating the False Claims Act. 
According to court records, Young was licensed as a physician assistant in Utah. He applied for and received a $50,000 payment as part 
of the National Health Service Corps Loan Repayment Program (NHSCLR), a program intended to recruit and retain healthcare 
professionals in eligible communities of need. As part of the program, healthcare professionals can receive award money to help them 
repay qualifying student loans. 
Young received a NHSCLR payment on September 30, 2016. Prior to receiving the payment, he agreed to certain terms as part of his 
participation in the program. Young knowingly violated the terms of his agreement when he surrendered his medical license on June 
28, 2016 and was fired from his job. Although he agreed to use the loan money to repay his eligible student loans, Young spent the 
money on ineligible expenses. 
Young pleaded guilty to theft of government funds on March 30, 2022. At sentencing, Chief U.S. District Judge David C. Nye ordered 
Young to repay the $50,000 loan and $13,192.96 in accrued interest. The loan accrues interest if the obligations and requirements of the 
NHSCLR program are not met and the loan is not repaid. 
Georgia Man Sentenced to 130 Months in Prison for his Role in Oxycodone Prescription Scheme 
Maurice Daughtry, 38, of Marietta, Georgia, was sentenced to 130 months in prison for his role as one of the organizers of a conspiracy 
to illegally distribute oxycodone. 
According to Daughtry’s plea agreement and other court records, Daughtry entered into an agreement with co-conspirator, D’Livro 
Lemat Beauchamp, to obtain illegitimate prescriptions for oxycodone, a Schedule II controlled substance. At the time the conspiracy 
began, Beauchamp was a physician operating a medical practice in Montogmery, Alabama. Per their agreement, Dr. Beauchamp would 
sign oxycodone prescriptions made out to either Daughtry or one of his other co-conspirators. The co-conspirators would pay Dr. 
Beauchamp $350 per prescription. 
Once Dr. Beauchamp signed the prescriptions, the individuals named on the prescriptions—including Daughtry—would have them 
filled at local pharmacies. Daughtry would then collect pills from the co-conspirators, paying each one between $100 and $250 per 
prescription. Daughtry would then illegally distribute the oxycodone pills he obtained. 
Daughtry’s plea agreement indicates that he first received a prescription from Beauchamp as part of the scheme in August of 2012. 
Thereafter, Daughtry received prescriptions for 90 30-milligram oxycodone tablets approximately once a month. Daughtry specifically 
admitted during his plea hearing to receiving and filling 54 prescriptions representing a total of 145,800 milligrams of the drug. 
Documents indicate that the conspiracy continued until April of 2020 and involved numerous co-conspirators, some of whom were 
operating at Daughtry’s direction. 
Daughtry’s prison sentence will be followed by three years of supervised release. There is no parole in the federal system. 
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Montgomery County Skilled Nursing Facility to Pay More than $819,000 to Resolve False Claims Act 
Liability Arising from Billing of Rehabilitation Therapy 
Old Man’s Home of Philadelphia d/b/a Saunders House will pay $819,640 to settle claims that the skilled nursing facility provided 
medically unnecessary rehabilitation therapy to residents to maximize revenue, and without prioritizing clinical needs. Saunders House 
is located in Wynnewood, PA. 
The settlement resolves allegations in a whistleblower complaint filed in federal court in the Eastern District of Pennsylvania under the 
qui tam provisions of the False Claims Act. These provisions allow private citizens to bring civil actions on behalf of the United States 
and share in any recovery. The whistleblower, a physical therapist assistant who provided physical therapy services at Saunders House 
through his employment with a contracted therapy provider, generally alleged that Saunders House overbilled federal healthcare 
programs such as Medicare for therapy services. He alleged that Saunders House: (a) overbilled federal healthcare programs such as 
Medicare for therapy services provided; (b) billed for services not provided; (c) billed for unreasonable, unnecessary, and sometimes 
harmful therapy; and (d) allowed the therapy provider to manipulate clinical services to maximize billing. 
During the relevant time period, Medicare Part A paid for services rendered to a beneficiary in a skilled nursing facility at a daily rate 
based, in part, on a Resource Utilization Group (RUG) to which the beneficiary is assigned. Each distinct RUG was intended to reflect 
the anticipated costs associated with providing nursing and rehabilitation services to beneficiaries with similar characteristics or resource 
needs. The highest reimbursement level was Ultra High or RU. The resolution is based on claims that Saunders House caused the 
submission of false claims for Ultra High RUG therapy levels despite evidence that the RU level of therapy was not reasonable or 
necessary for the respective patients. 
Woman Admits Committing Health Care Fraud While Awaiting Sentencing in Another Health Care Fraud 
Case 
NICOLE STEINER, formerly known as Nicole Balkas, 32, formerly of Stratford and now residing in Edison, New Jersey, pleaded 
guilty on July 29, 2022, in Bridgeport, Connecticut federal court to a health care fraud offense that she committed while awaiting 
sentencing in another health care fraud case.  
According to court documents and statements made in court, on April 28, 2021, Steiner pleaded guilty to one count of health care fraud 
related to her operation of Helping Hands Academy, LLC, in Bridgeport, which provided applied behavior analysis services to children 
diagnosed with Autism Spectrum Disorder (ASD), and was enrolled as a participating provider in the Connecticut Medicaid Program 
(“Medicaid”). From December 2018 to October 2020, Steiner submitted and caused to be submitted fraudulent claims to Medicaid for 
applied behavior analysis services that were purportedly provided to Medicaid clients.  She submitted claims for dates of service when 
no applied behavior analysis services of any kind had been provided to the Medicaid clients identified in the claims, and she inflated the 
number of hours for certain claims even when applied behavior analysis had been provided to the Medicaid clients identified in the 
claims.  Steiner also submitted false Medicaid claims in 2020 using a former employee’s name and performing provider number. 
After the Connecticut Department of Social Services (DSS), which administers the Medicaid program in Connecticut, terminated 
Helping Hands Academy as a provider, Steiner made several false statements and submitted an altered document to DSS in an effort to 
rescind the termination and to receive payment for previously submitted claims. 
Medicaid suffered a loss of $551,311.85 as a result of Steiner’s admitted conduct. 
After her guilty plea, Steiner was released on a $50,000 bond.  While she was awaiting sentencing in her case, Steiner was a silent 
partner in another company that provided applied behavior analysis services to children diagnosed with ASD called New Beginnings 
Children’s Behavioral Health LLC.  Steiner was responsible for billing claims to Medicaid, managing payroll, and recruiting and 
screening potential employees, and she and had access to and used her business partner’s email and other online accounts to operate the 
company.  Steiner and the company engaged in health care fraud by billing Medicaid for thousands of dollars in services not rendered 
and, in particular, billing for services not rendered by Steiner. 
Steiner was arrested on May 2, 2022. 
Steiner is scheduled to be sentenced by U.S. District Judge Jeffrey A. Meyer on October 21, 2022.  She faces a maximum term of 
imprisonment of 20 years for the new case, part of which must be imposed consecutively to the sentence she receives in her initial health 
care fraud case. 
Pending sentencing Steiner is released on a $250,000 bond in home detention and under electronic monitoring. 
Watertown Medical Practice to Pay $850,000 to Resolve False Claims Act Allegations 
North Country Neurology, P.C. Admitted that it Submitted Hundreds of Claims to Medicare for Botox that had Been Paid for 
by Other Insurers and that it Billed at the Higher Physician’s Rate for Services Rendered by a Physician Assistant 
North Country Neurology, P.C., a physician-owned medical practice located in Watertown, New York, has agreed to pay $850,000 
for what it admitted was “improper” and “reckless” billing to the federal government for medical services. 
North Country Neurology employed physicians and a physician assistant who rendered care to Medicare beneficiaries. In certain 
circumstances, Medicare allows practices to bill for services rendered by a non-physician practitioner (NPP), including a physician 
assistant, “incident to” the services that are personally rendered by a physician. These services, even though not personally rendered by 
a physician, may be billed in a physician’s name if several requirements are met. One such requirement is that a physician directly 
supervise the NPP rendering the services, meaning that a physician is present in the office suite and immediately available to furnish 
assistance and direction throughout the procedure. Although Medicare will reimburse practices for certain procedures rendered by NPPs 
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without a physician’s direct supervision, such services are reimbursed at a lesser rate than service rendered or directly supervised by a 
physician. 
North Country Neurology admitted that, on 120 occasions from September 2015 through June 2019, it “submitted or caused to be 
submitted claims for payment to Medicare that improperly listed a physician as the rendering provider for services rendered by a 
physician assistant when no physician was physically present in the office and immediately available to furnish assistance and direction 
throughout the performance of the procedure.” The practice further admitted that it “knew or should have known the requirements of 
incident-to billing and that it was improper to submit claims to Medicare in a physician’s name for services rendered by an NPP when 
no physician was in the office” because, among other reasons, its billing company had informed the practice’s owner of separate incident-
to billing violations several years earlier. 
North Country Neurology also improperly billed Medicare for the drug Botox, even though the same Botox had already been paid for 
by other insurers. From March 2015 through February 2021, North Country Neurology purchased Botox for its Medicare patients, while 
its other patients purchased Botox at a specialty pharmacy and had it shipped to the practice.  The practice admitted that on approximately 
761 occasions during this period, its providers administered and the practice billed Medicare for Botox that was paid for by another 
insurer “in reckless disregard to the fact that Medicare reimbursement for the administration of Botox included reimbursement for the 
cost of the drug being administered.” 
North Country Neurology acknowledged that, during the period covered by the settlement agreement, it “had an insufficient compliance 
program, and one that was not well-suited to identify fraud, waste, and abuse.” Shortly after learning of the United States’ investigation, 
the practice voluntarily retained a third-party compliance and practice-management consultant to help it develop and implement various 
practices and procedures to ensure compliance with federal rules and regulations going forward. 
New Jersey Pharmacy Admits Illegal Distribution of Prescription Opioids and Kickback Scheme and 
Agrees to Criminal and Civil Penalties 
Dunn Meadow LLC (doing business as Dunn Meadow Pharmacy) of Fort Lee, New Jersey, pleaded guilty before U.S. District Judge 
Julien Neals to an information charging it with conspiring to illegally distribute prescription fentanyl and giving kickbacks to healthcare 
providers. Dunn Meadow also signed a civil settlement with the United States for violations of the False Claims Act and the Controlled 
Substances Act. 
The Bergen County pharmacy on August 3, 2022 admitted its role in a conspiracy to illegally distribute prescription opioids and to give 
kickbacks to healthcare providers, U.S. Attorney Philip R. Sellinger announced. 
According to documents filed in this case, statements made in court, and the terms of the civil settlement: 

Dunn Meadow was a licensed retail pharmacy that sent controlled substances and other prescription medications to 
patients via mail throughout the United States, including highly addictive and dangerous transmucosal immediate 
release fentanyl (TIRF) medications. Dunn Meadow had contracts with and received payments from pharmaceutical 
companies that marketed and sold TIRF medications, including INSYS Pharma Inc.  
From 2015 through 2019, Dunn Meadow dispensed prescription TIRF medications and other controlled substances 
knowing that the prescriptions were not written for a legitimate medical purpose. Dunn Meadow knowingly filled 
prescriptions for controlled substances, including TIRF medications, for patients exhibiting suspicious and drug-
seeking behavior, including patients that repeatedly requested early refills, paid thousands of dollars in cash for their 
prescriptions, or requested that prescriptions be sent to suspicious or inappropriate locations including hotels, casinos, 
and elementary schools. 

Despite warnings from third parties, including some of its suppliers, Dunn Meadow continued to fill prescriptions for TIRF medications 
and other opioids written by doctors with suspicious and problematic prescribing habits, sometimes without receiving an original 
prescription. After two different pharmaceutical suppliers terminated supply agreements with Dunn Meadow, Dunn Meadow submitted 
applications to other suppliers stating that no supplier had ever suspended, ceased, or restricted controlled substance sales to Dunn 
Meadow.  
Dunn Meadow also admitted that it conspired to offer kickbacks to health care providers and pharmaceutical company sales 
representatives in violation of the federal Anti-Kickback Statute, in the form of lunches, dinners, and happy hours to induce them to 
send TIRF prescriptions to Dunn Meadow. Dunn Meadow admitted that its violations of the statute caused a loss to federally funded 
healthcare programs of over $4.5 million.  
In addition, Dunn Meadow and its parent company, Allegheny Pharma LLC entered a civil settlement with the United States to resolve 
Dunn Meadow’s civil liability for violations of the False Claims Act and the Controlled Substances Act. Dunn Meadow’s criminal 
restitution payment will be applied to the civil resolution. Dunn Meadow has also agreed to pay up to $50 million dollars over the next 
five years to resolve its civil liability if it generates future revenue. 

Durable Medical Equipment Company Owner Pleads Guilty to Health Care Fraud 
Ariel Madero Paez, 56, pleaded guilty August 4, 2022 in Federal court in Ft. Pierce, Florida to fraudulently billing Medicare over $2 
million for durable medical that was never provided to beneficiaries.   
According to court records, from November 2021 through May 2022, Madero owned Always Medical Supply (“Always”), located in 
Stuart, Florida. Always, a Florida corporation, purported to provide durable medical equipment (“DME”) to eligible Medicare 
beneficiaries. In a five-month period in 2022, Always submitted approximately $2.2 million in fraudulent health care claims to Medicare 
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for DME that Always never provided, and that Medicare beneficiaries never requested. As a result, Medicare paid over $1.4 million. 
After Madero’s arrest on May 6, 2022 at the Miami International Airport, bank accounts for Always and Madero had a sum of over 
$500,000 derived from or traceable to the health care fraud. 
United States District Court Judge Donald M. Middlebrooks will sentence Madero on October 5, at 11:00 a.m. in West Palm Beach.  At 
sentencing, Madero faces a maximum prison sentence of 10 years on the health care charges. 
Western Maryland Physician and Pain Management Practice Group Agree to Pay $980,000 to Settle 
Federal False Claims Act Allegations of Billing for Medically Unnecessary Urine Drug Tests  
Melvin Gonzaga, M.D., his son Rommel Gonzaga, and their practice group Gonzaga Interventional Pain Management (“GIPM”) 
have agreed to pay the United States $980,000 to resolve allegations that they violated the federal False Claims Act by submitting false 
claims to the United States for urine drug tests (“UDT”) that were medically unnecessary. 
The civil settlement was announced by United States Attorney for the District of Maryland Erek L. Barron. 
Dr. Gonzaga is a board-certified anesthesiologist and pain management specialist who owns and operates a pain management clinic, 
GIPM, located in LaVale, Maryland. Rommel Gonzaga is the chief executive officer of GIPM. From January 1, 2016 through March 
31, 2019, GIPM billed the Medicare Program, the Medicaid Program, and the Railroad Retirement Board (“RRB”) for a large number 
of UDTs. GIPM tested its patients using two types of UDTs: presumptive and definitive. A presumptive UDT is an initial test to detect 
the presence or absence of a substance or class of substances in the body. A definitive UDT is a more advanced test that can identify 
individual drugs, distinguish between structural isomers, and report the results of drugs present in concentrations of nanograms per 
milliliter. 
This settlement resolves allegations that the UDTs that GIPM billed to the government were not ordered based on an individualized 
determination of medical necessity for each patient. Instead, GIPM used blanket orders that tested all patients for the same 22+ drug 
classes. GIPM patients were required to provide a UDT sample upon entry into the clinic and before being seen by a provider and 
discussing the results from any prior UDT the patient received.  Often, UDTs showing unexpected positive or negative results were 
ignored, or not checked at all, while GIPM providers continued to prescribe the patients opioids and other controlled substances despite 
obvious warning signs that the patients were abusing drugs. 
Georgia Nurse Practitioner Sentenced to Prison, Ordered to Pay More Than $1.6 Million In Restitution in 
Complex Telemedicine Fraud Scheme 
Fraudulent Orders Included a Knee Brace for A Leg Amputee 

Sherley L. Beaufils, 44, of Conyers, Ga., was sentenced to 87 months in prison after a U.S. District Court jury convicted her of 
participating in an illegal kickback conspiracy, and five counts each of Health Care Fraud, False Statements Related to Health Care, and 
Aggravated Identity Theft. Judge Dudley H. Bowen also ordered Beaufils to pay $1,635,161.61 restitution and to serve three years of 
supervised release after completion of her prison term. There is no parole in the federal system. 
Beaufils, a Rockdale County, Ga., nurse practitioner raked in massive profits by ordering unnecessary medical devices for patients she 
never examined or spoke to, As described in court documents and testimony, Beaufils, as a nurse practitioner, facilitated orders for more 
than 3,000 orthotic braces that generated more than $3 million in fraudulent or excessive charges to Medicare. Co-conspirators captured 
the identities of senior citizens, identified through a telemarketing scheme, and bundled that information as “leads.” 
Beaufils then signed her name to fake medical records in which she falsely claimed she provided examinations of those patients, and 
then in exchange for money she created orders for orthotic braces for patients she never met or spoke with – including a knee brace for 
an amputee, and a back brace for a recently deceased patient – and for other durable medical equipment. Beaufils’ fraudulent orders 
were then sold to companies to generate reimbursement from Medicare. 
American Senior Communities Agrees to Pay Over $5.5 Million in Civil False Claims Settlement  
American Senior Communities, L.L.C. (ASC), a provider of skilled nursing and long-term care services throughout Indiana, has 
agreed to pay $5,591,044.66 to resolve allegations that it violated the False Claims Act by submitting false claims to the Medicare 
program. 
In 2017, a former employee of a hospice services company doing business with ASC filed a sealed civil complaint or “whistleblower” 
lawsuit under the False Claims Act in the United States District Court for the Southern District of Indiana. The complaint alleged that 
ASC had engaged in conduct to defraud the Medicare program. Specifically, the complaint alleged that ASC was charging Medicare 
directly for various therapy services provided to beneficiaries who had been placed on hospice, when those services should have already 
been covered by the beneficiaries’ Medicare hospice coverage. 
The False Claims Act provides that when a whistleblower files a lawsuit alleging fraud that results in a recovery of funds by the 
Government, they are entitled to between 15 and 25% of the recovery. This whistleblower provision of the law encourages people to 
come forward when they believe fraud is being committed. Under the False Claims Act, the Government may collect up to three times 
the loss it incurred, plus a fine of between approximately $5,500 to $22,000 for each false bill submitted. 
Based on the investigation, the estimated loss to the Medicare program was $2,795,522.33 and ASC has agreed to pay $5,591,044.66 to 
the United States. 
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Whistleblowers are critical to protecting public funds from fraud, waste, and abuse and health care providers who submit false claims 
or otherwise violate state and federal regulations when billing the United States Government face consequences as did American Senior 
Communities. 
DOJ Settles with Senior Care Companies 
Elderwood, a Buffalo based chain of senior care companies, agreed to pay $950,000 to settle a civil suit that accuses the chain of filing 
fraudulent claims for Medicare and Medicaid payments over a six-year period, U.S. Attorney Trini E. Ross announced Tuesday. 
Elderwood submitted false claims for physical therapy, occupational therapy and speech therapy services between Aug. 1, 2013, and 
Dec. 31, 2018, that were “medically unnecessary,” according to the Department of Justice. By submitting these claims, Elderwood 
received larger payments than they were entitled from Medicaid. 
The civil settlement stemmed from the whistleblower lawsuit filed in 2015 by a former Elderwood licensed practical nurse, Jean Nolan. 
She will receive 19% of the settlement payments, which amounts to $180,500 if the full sum is collected. She filed her complaint under 
the New York False Claims Act, which allows a private party to file accusations on behalf of the U.S. government.  
Chuck Hayes, Elderwood’s vice president of marketing and communications, said that Elderwood did not admit any wrongdoing in 
settling the lawsuit. 
Under the settlement, Elderwood must pay $837, 657 to the federal government $112,343 to New York State. 
Elderwood, which operates 17 nursing homes, including seven in the eight counties of Western New York, and 13 assisted living centers 
and two independent living facilities. It is one of the highest-rated nursing home chains in New York, with nursing homes in Lancaster, 
Grand Island and Wheatfield recognized as among the best in the state by the federal Centers for Medicare and Medicaid Services.  
Elderwood nursing homes in Amherst, Cheektowaga, Grand Island, Hamburg, Lancaster, Liverpool, Waverly, Wheatfield and 
Williamsville are included in the settlement. 
Former Nursing Assistant Wins $3.9 Million Verdict Against Williamsville Nursing Home
A jury awarded $3.9 million to Jazmon Morrison, who suffered a traumatic brain injury and bulging disc after slipping on a floor at 
Williamsville Suburban Safire Nursing and Rehabilitation Center. 
When Dr. Jeffrey Rubin and Warren Cole bought the Elderwood nursing homes for $141 million in 2012, they kept the for-profit 
chain’s headquarters in Buffalo. Rubin moved from New York City to Buffalo to run the business. 

Excellence in Claims Handling
Create a Staff of Professional Claims Handlers 
Click Here to Subscribe to the Excellence in Claims Handling Programs for Each of Your Claims Personnel for Only $5 A 
Month Or $50 A Year by Subscribing to Zalma on Insurance at Locals.
Barry Zalma has created at Locals.com a series of insurance educational materials most of which are free to anyone. The free materials 
include more than 441 videos and more than 4200 digests of recent appellate court opinions and more than 81 videos dealing with true 
crime stories of insurance fraud.
In addition to the free materials, for a paid subscription of only $5 a month or $50 a year to Zalma on Insurance at Locals.com you or 
your staff of claims personnel can receive important, more detailed and informative information needed by everyone interested in 

insurance, insurance claims, insurance law or insurance fraud.  
Each video will run from five to twenty minutes and can be viewed by each claims person 
with a first cup of coffee or glass of orange juice once or multiple time if desired.  
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 Subscribe and receive videos limited to subscribers of Excellence in Claims 
Handling at locals.com https://zalmaoninsurance.locals.com/subscribe.

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, like the 
daily blog posting, will be presented free while the Excellence in Claims Handling will require a Locals subscription. 
Excellence in Claims Handling will be 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 locals.com https://zalmaoninsurance.locals.com/subscribe. 
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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. 
Insurers who believe they can professionally, fairly, and in good faith 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 that must change if it is to survive. Insurers 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. 

Iowa Metal Manufacturer Settles $500,000 False Claims Act Lawsuit

Wellman Dynamics, a Creston company that manufactures large metal castings used by military contractors including Bell 
Helicopter, Sikorsky Aircraft and Boeing Co. will pay $500,000 in restitution to the U.S. government to settle  allegations that the 
southwest Iowa company that makes metal castings used by military contractors in helicopters and other equipment has reached a 
settlement in a lawsuit alleging the company failed to test the castings and falsely certified test results over seven years. 
The lawsuit was filed in federal court against Wellman after employee Bradley Keller filed a complaint under the whistleblower 
provisions of the False Claims Act. Keller had worked in areas of the factory responsible conducting various tests on the metal to 
ensure it met quality standards. He said after he reported the improper testing and falsification of records between 2014 and 2021, he 
was laid off, but documents indicated he was later rehired. 
Keller will receive $90,000 out of the settlement amount under the whistleblower provisions of the False Claim act. The company also 
must pay him $15,000 to settle a retaliation claim and his attorneys more than $63,000. 
A U.S. Department of Justice official said in a statement that proper testing is critical for ensuring the proper performance of the 
equipment that is provided to the military. 
“We will hold accountable those who knowingly falsify or fail to conduct required tests and put our military at risk.” said Principal 
Deputy Assistant Attorney General Brian M. Boynton, head of the department’s civil division. 
In the settlement agreement the company denies the allegations but indicated the case was settled to avoid the delay, uncertainty, 
inconvenience and expense of protracted litigation of the claims. 
The company and its attorney did not immediately reply to a message. 
The agreement does not prevent the government from investigating further and pursuing criminal charges against some individuals if 
warranted. The company must cooperative with any such investigation. 
Guilty of Fraudulent Travel Insurance Claims in Singapore 
Siti Saliha Muhammad Hussain filed a total of 20 fraudulent claims to AXA Insurance, AIG Asia Pacific Insurance, NTUC Income 
Insurance Co-operative, Aviva and FWD Singapore. She was able to receive 17 payouts by providing altered photos of damaged goods, 
receipts, boarding passes, and police reports to support her claims. 
A 30-year-old woman in Singapore was sentenced to jail after making a series of fraudulent travel insurance claims that cost over 
SG$14,000, according to a report by Channel News Asia. 
The scheme began in 2016 when Siti Saliha inflated the cost of the damage that was caused to her luggage during a trip to Kuala 
Lumpur, even filing a separate claim for another piece of luggage that had been damaged before the trip. She filed a total of four claims 
under policies she bought for herself, her mother, and her sisters. 
In 2017, after losing some items while on a trip to Tokyo, Siti Saliha falsely reported to the police that her belongings had been stolen. 
She then used this report to file a claim to AXA. She filed another false claim to MSIG later that year under a policy that she bought for 
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one of her sisters. Two years later, she made a false claim that her mother was robbed while in Pekanbaru. No such trip occurred, said 
the report, and the policy was only bought as part of the scheme.  
Siti Saliha was sentenced to five months of imprisonment after pleading guilty to six charges of cheating, with 14 additional charges 
taken into consideration. She will begin serving her sentence in September after the deferment she was granted to settle a loan that she 
took out to pay off the insurers. 
Claims Fraud: Insurance Agent, Public Adjuster, Auto Repair Shop Owner 
Insurance Agent Pleads Guilty to Embezzlement 

David G. Pietro, 67, of Sandwich, Massachusetts, and his company, DPG-Miles Insurance Agency, entered guilty pleas for five felony 
counts of larceny by embezzlement in Bristol Superior Court. Judge Daniel O’Shea sentenced Pietro to two years of probation ordered 
him to perform 100 hours of community service and pay restitution to the victims. The amount has not yet been determined. 
Pietro, the chief executive officer of a Taunton, Massachusetts insurance agency pleaded guilty to embezzlement charges in a scheme 
that stole $295,278 from local businesses, state Attorney General Maura Healey’s office said Friday. 
O’Shea also ordered Pietro’s company, DGP-Miles Insurance Agency, to surrender its insurance license, which effectively bars the 
company from continuing to operate, the Attorney General’s Office said. 
Prosecutors say Pietro collected premiums but failed to remit the payments to the insurers, leaving clients without coverage. Most of the 
five victims were small businesses, the office said. 
The embezzlement scheme resulted in several client companies having their commercial insurance policies cancelled. 
LDI Suspends Public Adjuster 

The Louisiana Department of Insurance had suspended the license of a New Orleans public adjuster accused of fraudulently endorsing 
checks from insurance companies and keeping the money. 
LDI’s Office of Insurance Fraud and Enforcement on July 22 issued a cease-and-desist order to Kade Austen Mitchell and his company 
Mitchell Adjusting International. 
The Insurance Department said in a press release that Mitchell fraudulent endorsed checks totaling $150,000 from an insurance company 
and failed to remit the funds to the insured. On another occasion, Mitchell withheld a $117,441.43 insurance claim payment from a 
policyholder, the office said. 
“Louisiana policyholders put great trust in the public adjusters they hire to handle their claims after a loss and deserve to have that trust 
honored,” stated Insurance Commissioner Jim Donelon. “This sort of behavior will not be tolerated in the Louisiana insurance market.” 
The department said Mitchell was licensed in Louisiana as a public adjuster on Dec. 10, 2020. The company’s website says it is 
headquartered in New Orleans and has an office in Clear Lake Shores, Texas. 
Auto Repair Shop Owner Guilty in 2nd Work Comp Scam 
Rodney Eugene Dietrich, 47, was sentenced to 30 days of electronic home monitoring by Benton-Franklin Superior Court Judge Norma 
Rodriguez. Dietrich, the owner of an auto repair shop in Kennewick, Washington pleaded guilty to a felony after failing provide workers’ 
compensation insurance for his employees for the second time. 
The state said Dietrich employed two men at his shop, Rod’s Cars, from November 2017 to May 2019. He failed to provide workers’ 
compensation insurance as required by state law, the department said. 
One employee was paid cash and another traded his labor for auto parts and other items, investigators say. 
The department said Dietrich pleaded guilty to a misdemeanor charge for the same offense in October 2016. He was charged again with 
felony charge after two L&I investigators notice that employees were working at the shop, which was not insured at the time. 
Dietrich opened the shop in 2004, but changed its name, business structure and business license three times after falling behind on 
workers’ compensation premium payments, the department says. He owes more than $40,000 in late premiums, interest and penalties. 
Dietrich also owes more than $2,200 in wages and penalties for failing to pay an employee in 2013, the department said. 

Washington Auto Repair Owner Caught 2nd Time in Workers’ Comp Scam 
Rodney Eugene Dietrich, a Kennewick, Washington, business owner pleaded guilty to a felony for failing to provide workers’ 
compensation insurance for his employees for the second time. 
Benton-Franklin Superior Court Judge Norma Rodriguez sentenced Dietrich to 30 days of electronic home monitoring, after Dietrich, 
47, pleaded guilty to doing business without workers’ comp. 
Dietrich employed two men at his auto repair shop, Rod’s Cars, in Kennewick, from November 2017 to May 2019, but he failed to 
provide state workers’ comp. 
One employee reported being paid in cash under the table, and the other said he traded his labor for auto parts or other items, according 
to an investigation by the Washington State Department of Labor & Industries. 
This is the second time Dietrich has been charged for illegal workers’ comp practices. In 2016, he pleaded guilty to a misdemeanor 
version of the same offense. 
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Dietrich operated the auto shop at the same location from at least 2004. However, he changed its name, business structure, and business 
license number three times after each one fell behind on workers’ comp payments. 
After repeated notices and warnings, L&I revoked his workers’ comp on all three business entities. Despite the revocations, an L&I 
investigation in 2014 reportedly found he was employing at least two workers at the shop. 
In 2016, Dietrich pleaded guilty to a misdemeanor charge of doing business without workers’ comp. In November 2017, L&I employees 
driving by Dietrich’s auto shop reportedly noticed the business appeared to have workers again. 
Investigators staked out the shop for a year-and-a-half and recorded Dietrich and employees working there, leading to the recent criminal 
case. 
Along with facing time for the criminal case, the he owes L&I more than $40,000 in late premiums, interest and penalties, according to 
department records. He also owes more than $2,200 in wages and penalties for failing to pay an employee in 2013. 
The Washington State Office of the Attorney General prosecuted both cases based on L&I investigations. 

Texas Public Adjuster Ordered to Cease Business in Louisiana for Allegedly Withholding Payments
Kade Austen Mitchell, was found by investigators from the Office of Insurance Fraud and Enforcement at the Louisiana Department 
of Insurance on July 22, 2022and issued Mitchell, a non-resident public adjuster and his agency, a cease-and-desist order and notice of 
suspension for improperly withholding, misappropriating, or converting funds received in the course of doing business. 
Domiciled in Texas, Mitchell was issued a non-resident public adjuster license in Louisiana in December 2020. He is listed as the 
designated responsible party for Mitchell Adjusting International, LLC, which was licensed in Louisiana in September 2020. Mitchell 
has 30 days to request an administrative appeal of this action. 
Mitchell Adjusting International is alleged to have fraudulently endorsed checks totaling $150,000 from an insurance company, 
according to LDI. Mitchell also allegedly failed to remit the funds to the insured. On a separate occasion, Mitchell allegedly withheld 
an insurance claim payment from a policyholder in the amount of $117,441.43. 

NY Attorney Gets Three Years in Cash4Cases Litigation Funding Scheme
Jaeson Birnbaum, a disbarred New York lawyer was sentenced July 28, 2022 to 36 months in prison for defrauding investors in his 
now bankrupt litigation finance firm called Cash4Cases.
Birnbaum previously pleaded guilty to securities fraud for misappropriating investors funds and pledging the same lawsuit recoveries 
as collateral to multiple parties, contrary to his representations.
U.S. District Paul A. Crotty imposed the sentence in Manhattan federal court.
Over several years Birnbaum obtained more than $3 million in investments for Cash4Cases based on fraudulent misrepresentations. 
These investments were in the form of promissory notes, which purported to provide the investors with a security interest in the 
recoveries associated with certain specified lawsuits that were ostensibly purchased by Cash4Cases.
However, in fact, in some instances, the lawsuits that were either never funded by Cash4Cases or Birnbaum had previously pledged 
their recoveries to other parties, according to the U.S. attorney.
To help carry out his fraud, prosecutors said Birnbaum directed an employee to falsify his company’s books to make it appear that the 
recoveries from lawsuits that had already been paid out were still available to be pledged as collateral to new investors.
Prosecutors said he also misappropriated a “substantial portion of investors’ funds for his personal use and to make promised payments 
to earlier investors in Ponzi-like manner.” In one case, he misappropriated $530,00 for the down payment on a house in New Jersey, 
prosecutors said.
Birnbaum was also sentenced to a three-year term of supervised release and ordered to pay restitution to his victims in the amount of 
$2.6 million, according to court documents.
According to court documents, Birnbaum also owned another litigation firm called Liberty Bridge. In 2020, both Cash4Cases and 
Liberty Bridge filed for chapter 7 bankruptcy. In connection with the bankruptcy, creditors, including victims of the charged criminal 
offenses and other investors and lenders, filed claims totaling approximately $61.5 million. To date, prosecutors told the court, based on 
information provided by the bankruptcy trustee, claimants in the bankruptcy case have received recoveries totaling only $19.8 million 
of the $61.5 million in claims, including an aggregate of $183,662 payments to the victims of the charged criminal offenses.
Birnbaum lawyers told the court that Birnbaum currently resides in Boca Raton, Florida, with his sister, and is currently launching three 
companies that offer shared platform business contract models, e-commerce, and social media advertising and marketing. “Birnbaum is 
hopeful that these ventures will take off and he will generate income to help satisfy his restitution obligations,” his lawyer stated in a 
sentencing memorandum. According to his attorney, Birnbaum has “had issues with excessive alcohol use” and has been receiving 
treatment.
His attorney told the court that Birnbaum “made clear in his guilty plea and in his statement to probation, he fully accepts responsibility 
for his criminal conduct.
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 Intending Harm Caused is not Insurable July 27, 2022 
 An Undisclosed Intent Cannot Create Coverage July 26, 2022 
 Insurers Must Comply With SIU and Claims Regulations by September July 25, 2022 
 Insurance Agent Should not Sell Unregistered Securities July 25, 2022 
 Cumulative Acts of Fraud Requires Jail July 24, 2022 
 Zalma’s Insurance Fraud Letter – July 15, 2022 July 15, 2022 

The Equitable Remedy of Rescission of Insurance
An Effective Tool to detect, deter and defeat insurance Fraud Hardcover – June 17, 2022
The Equitable Remedy of Rescission
Rescission is an equitable remedy first created in the ecclesiastical courts of Elizabethan England.
When the United States was conceived in 1776 the founders were concerned with protecting their rights under 
British common law.
Common Law is a form of law developed by judges through tribunals and decisions of courts rather than 
executive branch action and legislative statutes.
Following the common law tradition, legal principles were referred to courts of equity to “mitigate the rigor” 
of the common law.
The new United States of America adopted British common law as the law once the U.S. Constitution was 
adopted in 1789. British common law was only modified by the limitations placed on the central government by the Constitution.
The viability and ability to enforce contracts was recognized as essential to commerce. Courts of law, following the British Common 

Law, were charged with enforcing legitimate contracts and rendering money judgments against the party 
who breached the contract.
It became clear, however, that some contract disputes cannot be resolved with a money judgment. Rather, it 
needed the assistance of the courts of equity whose judges, in the Elizabethan era were presided over by 
priests who were believed to be better able to render fair judgments.
The term “equity” is associated with notions of fairness, morality and justice. It is an ethical jurisdiction. On 
a more legalistic level, however, “equity” is the branch of law that was administered in the Court of Chancery 
prior to the Judicature Acts 1873 and 1875.
This was a jurisdiction evolved to achieve justice and to overcome the rigorous and deficiencies of the 
common-law. Although application of conscience pervades this aspect of the law, equity never bestowed an 
unfettered jurisdiction on the Court of Chancery to do what was fair in the settlement of a dispute. Embodying 
aspects of ecclesiastical law and Roman law, equity developed and gradually emerged as a distinct body of 
law.
It was not until 1875 that equity was practiced in the common law courts. The existence of a dual system 

entailed that, for example, when a defendant had an equitable defense to a common law action, he would have to go to the Court of 
Chancery to obtain an injunction to suspend the proceedings in common-law court. He would then begin a fresh action for relief in the 
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Court of Chancery. Facing duality persisted until the Judicature Acts which created the Supreme Court of Judicature and allowed all 
courts to exercise both a common law and equitable jurisdiction.
The courts of equity were charged with, among other things, protecting contracting parties from mistake, fraud, misrepresentation and 
concealment where no damages were involved. It was the obligation of the courts of equity to reach a result that was fair to all of the 
parties to the contract. The founders of the United States, and the British common law, concluded that equity required that enforcing a 
contract based on mistake, fraud, misrepresentation or concealment would not be fair.
A court of equity is a court which can apply equitable remedies to disputes. These courts operate within the legal system, but rather than 
focusing on the application of law, they look at cases and determine outcomes based on fairness. They can be found in many regions of 
the world. In modern usage in the United States trial courts are empowered to handle both legal and equitable remedies.

A court of equity can hand down a judgment which includes an equitable remedy such as an injunction, as opposed 
to simple monetary damages.
The judge in a court of equity can weigh many different sides to a case and explore different perspectives to arrive at 
a judgment.
Available as: A Kindle book A Paperback or a hardcover .
Insurance Fraudsters Deserve No Quarter
New Book That Explains How to Defeat or Deter Insurance Fraud
Available as a paperback here. Available as a hardcover here. Available as a Kindle Book here.

The Examination Under Oath to Resolve Insurance Claims
The Most Effective Tool Available to Insurers to Defeat Attempts at Insurance Fraud & to Resolve Questionable Claims
Available as a Kindle book Available as a paperback. Available as a hardcover. 

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;  
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


