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“Inaction breeds doubt and fear. Action breeds confidence and courage. If you 
want to conquer fear, do not sit home and think about it. Go out and get busy.” 

 Dale Carnegie 

Sigismondi Foreign Car Specialists, Inc. appealed the U. S. District Court's summary judgment in favor of State Auto Property and 
Casualty Insurance Company on State Auto's declaratory judgment action and statutory insurance fraud claim.  

In State Auto Property And Casualty Insurance Company v. Sigismondi Foreign Car Specialists, Inc., No. 21-2435, United States Court 
of Appeals, Third Circuit (November 18, 2022) the Third Circuit Court of Appeal dealt with the allegations of the insurer that Sigismondi 
attempted insurance fraud. 

FACTS 
State Auto issued a commercial insurance policy that provided coverage for Sigismondi's car repair shop. Sigismondi requested an 
insurance payment for water damage, but State Auto denied the claim, citing fraud.  

The misrepresentations asserted as a defense by State Auto occurred during the claims-adjustment process. Sigismondi and State Auto 
retained adjusters to value the damaged inventory. The adjusters first created a joint inventory-a list of all the damaged items for which 
Sigismondi sought insurance proceeds. State Auto's adjuster, Chad Foster, then researched prices of the same or similar products to 
determine either a "replacement value" (if Sigismondi replaced the item) or an "actual cash value" (if not). Sigismondi's adjusters, or 
Sigismondi itself, likewise valued the items.  

Sigismondi valued certain items higher than Foster estimated or could verify. Sigismondi presented what appeared to be original invoices 
from various vendors trying to convince State Auto to pay more than its adjuster calculated.  

In truth, a Sigismondi employee had scanned at least some of the invoices into the computer and then used editing software to change 
the items and prices listed by the vendors. After Foster alerted State Auto to this issue, State Auto sent Sigismondi a reservation of rights 
letter, requesting further documentation and highlighting a policy provision stating the policy would be void if any insureds 
"intentionally conceal or misrepresent a material fact concerning . . . [a] claim under this policy."  

State Auto subsequently sued after further investigation confirmed the alterations. It sought a declaratory judgment that the policy was 
void. It also requested damages for statutory insurance fraud. Sigismondi counterclaimed for statutory bad faith. At the summary 
judgment stage, Sigismondi initially claimed its misrepresentations were not material. The District Court determined the 
misrepresentations were material and granted summary judgment to State Auto on its declaratory judgment action and statutory 
insurance fraud claim.  

ARGUMENTS ON APPEAL 
Sigismondi contended that it did not knowingly or in bad faith provide false or misleading information by submitting the altered invoices, 
and that the invoices themselves were not in fact misleading. The company argued it submitted the invoices only to allow the adjusters 
to identify items and vendors-not prices. Sigismondi insists this should have been clear because the invoices were dated after the water-
damage incident.  

It was hard to imagine how the invoices-which were doctored to include prices that did not come from the vendor-were anything but 
knowingly made to include false or misleading information. A fabricated receipt created by a consumer and presented as an official 
document from a retailer, without the retailer's knowledge, constitutes false or misleading information.  



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

Zalma’s Insurance Fraud Letter – Page 2 –The Source For Insurance Fraud Professionals 

Sigismondi also argued that any misrepresentations were not material because the invoices would not be the final word on value-Foster 
would conduct his own inquiry into prices based on the items and vendors. Sigismondi provided the altered invoices in response to a 
request for "invoice support" or other "documentation for the value claimed." Its argument that the invoices, to which it added prices, 
were relevant only for information about items and vendors is contradicted by undisputed evidence. Because this exchange of 
information was part of an effort to determine the value of the insured items, the falsified invoices that indicated prices charged by 
vendors were undoubtedly material.  

CONCLUSIONS 
Reviewing the record in the light most favorable to Sigismondi the Third Circuit concluded that the altered invoices were material.  

The affirmance of the declaratory relief in favor of State Auto doomed Sigismondi's counterclaim for statutory bad faith. Because the 
policy was void, it did not cover Sigismondi's damaged inventory. It follows, therefore, that State Auto cannot be liable for bad faith 
denial of the claim.  

The Judgment was affirmed. 

ZIFL OPINION 
Insurance fraud like that attempted by Sigismondi is fairly easy to prove. Since the invoices and receipts presented were not originals 
the insurer merely had to have its adjuster or SIU investigator visit the various vendors to either affirm the authenticity of the invoices 
or establish that they were prepared in an effort to defraud. State Auto did just that and proved to the court and the Third Circuit that 
fraud was attempted. Although Sigismondi had incurred a proper loss it recovered nothing because it tried to cheat and when caught 
argued it really didn’t intend to defraud. The Third Circuit looked through the specious arguments and ruled against Sigismondi and in 
favor of the insurer. 

“And now that the legislators and do-gooders have so futilely inflicted so many systems upon society, may they finally end where they 
should have begun: May they reject all systems, and try liberty; for liberty is an acknowledgment of faith in God and His works." —
Frederic Bastiat  
“What the welfare system and other kinds of governmental programs are doing is paying people to fail. Insofar as they fail, they 
receive the money; insofar as they succeed, even to a moderate extent, the money is taken away.” – Thomas Sowell  
“Unthinking respect for authority is the greatest enemy of truth.” – Albert Einstein  
“There is something you must always remember. You are braver than you believe, stronger than you seem, and smarter than you 
think. — A.A. Milne 
“A big part of being confident is being brave, and you can’t be brave unless you’re scared.” – Bo Burnham 

“You know you're getting old when work is a lot less fun, and fun is a lot more work.” – Joan Rivers  
“When a true genius appears in the world you may know him by this sign; that the dunces are all in confederacy against him.” — 
Jonathan Swift  
“Your son is at five your master, at ten your servant, at fifteen your double, and after that, your friend or foe, depending on his 
bringing up.” — Rabbi Chasdai ibn-Crescas  
“The possession of unlimited power will make a despot of almost any man. There is a possible Nero in the gentlest human creature 
that walks.” —Thomas Bailey Aldrich  
“There is no moral argument that justifies using the coercive powers of government to force one person to bear the expense of taking 
care of another.” – Walter Williams 
“All of us share a dream. A dream of a world at peace. ... It's a dream of a land where every citizen is judged only on merit, a land 
where every woman and man is free to become all that she or he can.” — Ronald Reagan 

California Governor Gavin Newsom has signed into law Senate Bill 1242, written by the Senate Insurance Committee and aimed at 
protecting California consumers by imposing a variety of requirements upon producers. 
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The omnibus bill is essentially a kitchen sink of unrelated topics covered under a single piece of legislation. It takes effect on Jan. 1, 
2023, and addresses, among other things, insurance fraud reporting and education mandates, fingerprinting and licensing disclosures. 

Reporting Fraud  
At the start of the year, agents and brokers will be required to report fraud to the California Department of Insurance (CDI). More 
specifically, SB 1242 amends the California Insurance Code to require producers who suspect or know a fraudulent application for 
insurance is being made to submit to the DOI Fraud Division via the electronic Consumer Fraud Reporting Portal information 
regarding the factual circumstances of a dubious application and the alleged misrepresentations it contains. 

This must be done within 60 days after the producer determines fraud has or may have occurred. Of note, the mandated notification 
cannot be made anonymously. 

Where suspected or known fraud is discovered after an application has been placed with a carrier, the agent or brokers will be 
obligated from January 1 onward to report it to the impacted insurer (specifically, their special investigation unit), along with all 
documents and evidence that the unit may later request. This law takes the requirement left to insurers to extend the requirement to 
insurance agents and brokers.  

Consequently, agents and brokers must be ready to recognize and report upon fraudulent conduct by any insurance applicant. Failing 
to do so could come with risk. SB 1242 creates regulatory exposure for failing to comply with the law. 

The includes an immunity for those agents or brokers who report fraud or assist with related investigations if they have acted in good 
faith. 

Continuing Education 
While on the topic of fraud, producers looking to be licensed as well as current licensees fulfilling their continuing education 
requirements will have to complete one hour of study on insurance fraud. This mandate, commencing on March 1, 2023, will be 
folded into the existing hourly requirement for ethics training, meaning an additional hour of course work will not be imposed. 

Fingerprinting 
SB 1242 also amends the California Insurance Code to compel the insurance commissioner to submit to the Department of Justice 
fingerprint images and related information that pertains to applicants for licensing — fingerprints that could serve to reveal unreported 
criminal convictions. 

Applicants for licensure as an agent or broker must ensure that their complete criminal profiles are fully disclosed on individual 
license applications before submission. 

Disclosure of License Information on Emails 
Agents and brokers are required by statute to include their license numbers on business cards, premium quotes, print advertisements 
for insurance products distributed exclusively in California, and all emails. This information is to be presented in a font no smaller 
than the largest telephone number, street address or producer email address appearing on a given email and must be located adjacent to 
or on the line below an agent or broker’s name or title. Similarly, the license number of an organizational licensee is to be set forth 
adjacent to or on the line below the organization’s name, which begs the question:  

Agents and brokers are encouraged to pay heed to this mixed bag of new mandates given that the new year—and with it, the effective 
date of SB 1242—is fast approaching.  

If an agent or broker wishes to get a head start on the requirements they may wish to obtain my book “Insurance Fraud” volumes I and 
II Available as a Kindle book; Available as a Hardcover; Available as a Paperback and Available as a Kindle book; Available as a 
Hardcover; Available as a Paperback and my video on insurance fraud at Illumeo.com at https://www.illumeo.com/courses/insurance-
fraud-prevention and https://www.illumeo.com/courses/what-problem-fraud. 

 

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 he practiced law in California for more than 44 years as an insurance 
coverage and claims handling lawyer and more than 55 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 55 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 500 videos at https://www.rumble.com/zalma  



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

Zalma’s Insurance Fraud Letter – Page 4 –The Source For Insurance Fraud Professionals 

 

North Carolina’s Wake County Superior Court judge ordered the liquidation of two life insurance companies in rehabilitation operated 
under billionaire insurance and finance executive Greg Lindberg. The judge approved the order to liquidate Colorado Bankers Life 

Insurance Co. and Bankers Life Insurance Co., which have been in rehabilitation since 2019. 
The companies were put into rehabilitation after questions arose about Lindberg’s alleged use of 
reserve funds to support other businesses he operated. 

North Carolina Insurance Commissioner Mike Causey applauded the order. 

Justin Holbrook, chief executive officer of Lindberg’s Global Growth, said in a statement he 
“deeply disagreed” with the order to liquidate. 

Two other Lindberg insurance entities, Southland National Insurance Corp. and Southland 
National Reinsurance Corp., remain in rehabilitation. 

Lindberg also is fighting a Wake County Superior Court judge’s order to put much of his maze of 
businesses under control of an independent board that could sell companies or use other resources 
to pay back $1.2 billion it said is owed to the insurers. 

Additionally, Lindberg is facing a second trial on charges that he attempted to bribe Causey in 
return for relaxed oversight of his insurance companies. Lindberg was convicted in 2020 of conspiracy to commit honest services wire 
fraud and bribery in 2020 and was two years into a seven-year prison sentence when an appeals court overturned his conviction this 
year. 

A federal judge has scheduled the new trial for March 2023. 

 

 

 

 

 

 

 
A pain doc stuck patients with unneeded injections for knees and other body parts in a $240M scheme in San Antonio, Tex. Area. 
Dr. Jorge Zamora-Quezada falsely diagnosed patients with degenerative diseases such as rheumatoid arthritis. He gave them batteries 
of injections, invasive chemo and other toxic treatments they didn’t need. He earned a trip to the Coalition’s Insurance Fraud Hall of 
Shame in 2020 — and finally is scheduled for federal sentencing May 18. Zamora-Quezada kicked patients out of his office if they 
questioned his treatments and hid their records from docs the patients next saw. He also laundered the insurance money. And he bought 
a private jet, owned luxury properties in Aspen and other jet-set locales and bought a fleet of luxury cars. And Zamora-Quezada gave 
patients knee-buckling doses of chemo and other toxic treatments they didn’t need, all to keep insurance money flowing. Many patients 
— one aged just 13 — suffered serious physical and emotional damage from the chemo injections and sometimes hours-long intravenous 
infusions. Zamora-Quezada falsely diagnosed one man with rheumatoid arthritis. The patient later developed burns on his skin, lost both 
finger and toenails, and later began losing his skin from the toxic medications. His health problems continued until his death. 
Ricky Gonzales ran Ricky’s Construction Company, which supplied construction labor for contractors. The Tampa, Fla.-area man 
lied he paid worker’s comp for the laborers he provided — who were undocumented immigrants. The contractors then sent Gonzales 
what they thought were payroll checks. Gonzales cashed the checks at banks to pay the workers. Gonzales lied that employees had full 
worker's comp. In truth, he received and cashed more than $7M of checks from construction contractors for his employees. That far 
exceeded the limited payroll that Gonzales reported to his comp insurer. His employees — who often were undocumented aliens — thus 
worked at job sites without adequate insurance coverage. The insurers lost premiums they’d have charged had they known about the 
true number of workers their policies were being manipulated to cover. Gonzalez also illegally avoided state and federal payroll taxes. 
He pled federally guilty and was handed 48 months. He also must repay more than $500K. 
An agent grew his prosperous business while stealing nearly $700K of federal disability money after claiming he was unable to 
work, federal prosecutors allege in Arlington, Mass. Patrick Quinn is an ex-Marine who claimed he received service-related injuries 
and PTSD. Quinn claimed that his PTSD prevented him from securing gainful occupation, and he was too disabled to work. He submitted 
a letter from his purported final employer, Insurance Management Consultants. It claimed Quinn was fired due to his erratic behavior. 
He was declared disabled and started receiving VA and Social Security disability. Quinn completed and returned four VA employment 
questionnaires attesting he didn’t work during the previous year. Yet Quinn ran Quinn Group Insurance Agency since at least March 
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2003. He also ran Insurance Management Consultants from 2000 through 2007, despite lying he was fired. And Quinn grew his business 
significantly by acquiring nine smaller agencies. He was handed a year in federal prison. 
 

 

 

The insurance industry has been less than effective in training its personnel. Their employees, whether in claims, underwriting or sales, 
are hungry for education and training to improve their work in the industry. 

Insurers without sufficient personnel to make a classroom training program practical have available options. If the insurer desires to 
honor its employees who wish to improve their knowledge and skills can do so inexpensively by adding to each employee’s library a 
complete insurance library by internationally recognized insurance coverage, claims handling, fraud, and insurance law expert and 
author, Barry Zalma, Esq., CFE. 

If funds are not available for training vendors can be willing to assist. Although vendors are usually prohibited from making gifts to the 
insurer’s employees, they may agree to donations to the insurer of educational materials that will help the employees improve their 
abilities for acknowledgement of the presentation. 

Every insurer, insurance syndicate, insurance brokerage, insurance sales agency, insurer branch office, and vendors to the insurance 
industry should add to the libraries of their various offices or employees. 

To add to the professionalism of the staff of insurance professionals, the insurer should make available to each the following books that 
are available at reasonable prices from amazon.com, the American Bar Association, Thomson Reuters, or Full Court Press, written by 
Barry Zalma. Details about each book are available at Barry Zalma’s Insurance Claims Library at https://zalma.com/blog/insurance-
claims-library/: 

 The Compact Book on Ethics for the Insurance Professional 

 The Compact Book of Adjusting Property Insurance Claims – Third 
Edition 

 The Compact Book of Adjusting Liability Claims – Third Edition 

 How to Acquire, Understand, and Make a Successful Claim on a 
Commercial Property Insurance Policy 

 The Tort of Bad Faith 

 The Equitable Remedy of Rescission 

 Insurance Fraudsters Deserve No Quarter 

 The Examination Under Oath to Resolve Insurance Claims 

 Insurance Fraud – Volume I and Volume II 

 Construction Defects and Insurance Second Edition (8 volumes) 

 Insurance Fraud Costs Everyone 

 California SIU Regulations 2020 

 California Fair Claims Settlement Practices Regulations 2022 

 Zalma’s Mold & Fungi Handbook 

 Zalma on Insurance Claims – Third Edition (ten volumes) 

 Mold Claims (two volumes) 

 Several True Insurance Crimes Novels and Novellas 

 From the American Bar Association  

o Getting the Whole Truth: Interviewing Techniques for the 
Lawyer 

o The Commercial Property Insurance Policy Deskbook 

o The Insurance Fraud Deskbook 

o Diminution in Value Damages 

 From Full Court Press  

o The Insurance Law Deskbook 

o California Insurance Law Deskbook 

o Zalma on Property and Casualty Insurance 

o Insurance Bad Faith and Punitive Damages Deskbook 

 From Thomson Reuters  

o Property Investigation Checklists Uncovering Insurance 
Fraud, 13th Edition 

Details about each book available at the Insurance Claims Library at https://zalma.com/blog/insurance-claims-library/ 

Free Resources 
In addition you should make available the following free services: the podcast Zalma On 
Insurance at https://anchor.fm/barry-zalma; Zalma’s Insurance Fraud Letter at 
https://zalma.com/zalmas-insurance-fraud-letter-2/; Mr. Zalma is on Twitter at 
https://twitter.com/bzalma; Barry Zalma videos are available at Rumble.com at 
https://rumble.com/c/c-262921; Barry Zalma videos on YouTube- at 
https://www.youtube.com/channel/UCysiZklEtxZsSF9DfC0Expg; Read posts from Barry 
Zalma at https://parler.com/profile/Zalma/posts and GTTR at https://gettr.com/@zalma;  the 
podcast Zalma On Insurance at https://anchor.fm/barry-zalma. 
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Subscription Services 
You can subscribe, for only $5 a month or $50 a year, to special videos from “Zalma on Insurance” at 
https://zalmaoninsurance.locals.com/subscribe; and “Excellence in Claims Handling” at https://barryzalma.substack.com/welcome. 

An attorney is not an insurance adjuster. The attorney representing an insurer at an EUO is not a “super adjuster.” The attorney is a 
lawyer who was retained to provide legal advice and counsel after assisting the insurer in gathering facts at an EUO. 

Competent outside adjustment services can be obtained for a great deal less per hour than any attorney. The EUO should complement, 
and be part of, the thorough investigation of the Insurance Claims Professional. 

It should provide the information that the Insurance claims professional is unable to obtain because of the recalcitrance of the Insured, 
because of the lack of records, or because complex legal and factual issues have made resolution of the claim on an adjusting level 
impossible. 

The Attorney Taking the EUOError! Bookmark not defined. Should Be Given Explicit Instructions by the Insurance Claims 
Professional Retaining Him.  

The instructions should include the reasons for the EUO, the facts that have been discovered that caused the Insurance claims 
professional to refer the Insured to the attorney take an EUO, and that the Insurance claims professional seeks advice and counsel from 
the attorney whether he or she concurs that it is in the best interest of the insurer and the insured that the EUO proceed. The claims 
person should not instruct the attorney what to find. The assignment must be clear that the investigation indicates that the adjuster 
believes the insurer has collected sufficient information to indicate a reason for the taking of an EUO. The lawyer will then independently 
review the facts and advise whether it would be proper on the facts established, the policy wording and local law, the EUO should go 
forward or not.  

The attorney will then provide the insurance claims professional with his or her analysis of the file. He or she will, invariably, request 
that the insurance claims professional fulfill certain investigative tasks before the date scheduled for the EUO to make the EU fruitful 
of facts relevant to the issues raised by the claim and the policy wording. 

The insurance claims professional will learn, by attending examinations under oath, interview methods and skills that will assist him or 
her in other investigations. By being present at the EUO the insurance claims professional can shorten the time necessary for completion 
of the investigation and receive requests for follow-up investigation on the spot. By his or her presence, the insurance claims professional 
makes clear to the insured that the insurer is interested in the claim and is giving its resolution a high priority. In addition, because the 
insurance claims professional is closer to the facts of the case, he or she can also assist the lawyer with the questioning by passing notes 
to the lawyer or meeting with the lawyer during the EUO. 

The formality of the EUO, including the presence of a court reporter, defeat the emotional effect of a one on one interview. This formal 
type of interview requires more than one experienced interviewer available to team together to examine the insured under oath. The 
extra pair of eyes and ears make for a more thorough EUO. For this reason, I always insist that my investigator or insurance claims 
professional be present during any EUO I take. While I concentrate on the EUO itself the investigator watches the witness for clues in 
facial expression and body language. Since the Insurance adjuster has been to the scene of the loss and the lawyer (in most cases) has 
not, the adjuster or investigator’s first-hand knowledge can greatly assist the lawyer.  

The Insurance Claims Professional Should Not Expect the EUO to Be More than a Fact Gathering Session 

In the last 40 years I have only twice heard a person who had attempted a fraud confess to that fraud, on the record, and then only after 
days of cross-examination. Others have told me stories of how they extracted confessions from insureds, but these stories are less than 
believable than stories of the 50-pound trout caught in a nearby creek. Only fictional lawyers like Perry Mason have witnesses jump up 
in a crowded courtroom and confess the crime. More often, I have heard insureds, under close questioning, testify to facts that compel 
a conclusion that a fraud has occurred. Occasionally, when the witness realizes the extent of the inquiry, he simply drops the claim. 

Sometimes, after completing the EUO, the insured will realize he has failed in the attempted fraud and accept the denial of the claim 
without complaint. More often, in this litigious society, even the most blatant fraud will file suit hoping the insurer will pay him to go 
away. 

A good, thorough, EUO will be a most effective weapon for the insurer to use to defeat the suit. Insurers must be ready to admit into 
evidence every word said in the EUO. Interviewers should refrain from making jokes on the record since a jury will hear the cold record 
without tonal inflection. Most honest lawyers will not assist an insured in perpetrating a fraud if the facts are presented to them clearly.  
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More often than not, the EUO will cause the attorney retained by the insurer to recommend payment of full indemnity to the Insured. If 
the attorney advises the insurer that indemnity should not be paid the insurance claims professional should carefully analyze the 
recommendations to independently verify that there are sufficient facts, supported by policy language and legal precedent, to support 
the conclusion. Remember, it is the claims person who makes the decision, not the lawyer. All a lawyer can do is give advice. It is the 
claims person who must decide whether or not it is best for the insurer to take that advice. 

The EUO Should, When Added to the Claims Investigation, Be the Cornerstone upon Which the AttorneyError! Bookmark not 
defined. Builds the Legal Advice and Counsel He Gives the Insurance claims professional Concerning the Resolution of the 
Claim. 

No lawyer is always right. Perfection is not handed out with a law degree. Decisions made by insurers must sometimes be based on 
reasons other than the law. If the attorney fails to provide the Insurance claims professional with detail sufficient to make a decision, the 
insurance claims professional must require the attorney to provide the detail before making a decision. 

An attorney who tells the insurance claims professional to do something "Because I say so" is courting disaster for his client and himself. 
In order to advise the insurer to the best of his or her ability counsel must always know the basis for the advice given. 

Counsel's report to an insurer after completing an EUO should include, at least:  

1. All facts learned in the investigation; 
2. The applicable policy wording on which counsel relies; 
3. The facts must then be analyzed in relation to statutory and case law;  
4. The testimony at the EUO that supports his opinions; and 
5. Counsel’s recommendations for further investigation or for resolution of the claim.  

The claims handler will then be in a position to make a fully informed decision on the claim. The attorney works for the insurer. It is his 
obligation to follow his client's instructions. The Insurance claims professional is the representative of the insurer to the attorney and 
must adequately instruct the attorney and if the attorney’s recommendations meet the facts, the law and the policy wording follow that 
advice. However, recognizing that no lawyer is perfect, the facts, the law and the policy wording must be also evaluated carefully by the 
insurance claims professional, whose decision – even if it disagrees with the advice of counsel – must be final. 

The insurance claims professional must make it clear to the attorney taking an EUO that it is his or her obligation to provide sufficient 
factual information supported by legal authority for the insurer to make a decision on the claim. I recommend that attorneys be used 
only when it is economically reasonable to hire one. It may be impractical to hire a lawyer to examine under oath a person presenting 
an $800 claim and unreasonable not to have an attorney take and EUO when the claim is for $8 million. 

The insured may have counsel, if he desires, but counsel is not required nor can counsel do anything at the EUO other than provide legal 
advice to the insured. If the witness arrives without counsel the interviewer should put on the record that the witness has chosen not to 
be represented by counsel. An offer should be made to continue the EUO to a date when an attorney can be present for the witness. 
Regardless, the insured's attorney has no right to ask questions or offer information during the EUO.  

It is wise, regardless of right, to allow the insured's attorney to ask any question he wishes or to develop any facts he wishes, since by 
doing so the purpose of the EUO, to get as much information as possible, is accomplished.  

It is better to know immediately, rather than during later litigation, what the insured wants to say. There should be no time limits. I have 
taken EUOs as long as eight to ten days and as short as eight to ten minutes. Counsel for the Insured will often open areas of fact not 
thought of by the interviewer to cover concerns privately told to counsel by the client.  

If there is more than one insured who is being examined under oath the insurer may be able to, depending on the state or the policy 
language, to compel the insureds to testify separately outside the hearing of the other insured. [State Farm Fire & Casualty Company 
vs. Tan (S.D. Calif. 1988) 691 F.Supp. 1271, and current Insurance Service Office (ISO) homeowners and commercial policies.]  

The District Court, in granting State Farm's motion for summary judgment concluded that: 

It is logical that the taking of separate examinations under oath, without the insureds sitting in on each other' 
examinations, would not only lead to more accurate information, but would also discourage or even prevent fraudulent 
claims.  Separate examinations will not guarantee an absence of chicanery, but they will provide a reasonable means 
to discover the probability of truth while causing no inconvenience to the insureds. 

The ISO modified the HO3 and many commercial policies to avoid further cases like Tan by specifically stating the insurer can require 
each insured to appear alone.  

Conduct of the EUO 

The insured's counsel may object to the form of questions. Any instruction not to answer a material question can, by itself, be sufficient 
grounds to deny the claim for failure to comply with the policy condition concerning examinations under oath. Being advised to refuse 
to answer a question by a lawyer is no defense to a conclusion that the question was material and the refusal prejudiced the ability of 
the insurer to complete its thorough investigation. The prudent interviewer will advise the insured of the hazard of not answering a 
material question. Failure to answer a reasonable and material question can allow the insurer to reject the claim on that ground alone. 
When faced with a lawyer’s instruction not to answer I often say to counsel and the insured, on the record:  

I respect your decision. I must advise you, however, that the insurer I represent considers the question you have 
refused to answer to be relevant and material to its investigation. It can, if you continue in your refusal, decide to 
deny your claim on that ground alone. I make no decisions so I will honor your decision and go on to other 
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questions. I felt it my duty, however, to advise you of the rights given by the Insured to the Insurer in the policy so 
that you can reconsider your decision. Would you like to meet privately to discuss the decision? 

In a majority of the cases the EUO is taken off the record, counsel and the insured discuss the statement in private, only to return with a 
decision to reconsider, and answer the question. There is no reciprocal provision allowing the insured to take testimony of representatives 
of the insurer before a decision is made to reject the claim.  

Lawyers, whose profession is asking questions, will usually do a more thorough job at EUO than an insurance claims professional, 
adjuster or SIU investigator. The lawyer can also, after completing an EUO give the insurer legal advice as to its rights, duties and 
obligations.  

The insurance claims professional should attend the EUO to assist counsel, to study questioning techniques, and be prepared to conduct 
further investigation. 

It is useful to advise the insured, especially if the insured has lost, as a result of a fire, the documentary evidence necessary to adequately 
prove his loss, that the reason for the EUO is to assist the insured in his, her or its obligation to prove the loss by oral testimony. The 
insured should be advised that he, she or it can also remove, by testimony, suspicions of the insurer that a fraud is being attempted. It is 
the desire of the insurer to pay every legitimate claim and the EUO is a method to determine whether the loss is one that needs to be 
fulfilled.  

The insured is obligated to answer all material questions. Remember from the U. S. Supreme Court: 

Every interrogatory that was relevant and pertinent in such an examination was material, in the sense that a true answer 
to it was the substance of the obligation of the insured. [Claflin, supra.] 

The right to EUO is much broader than the right of discovery under a Code of Civil Procedure. Books, records and other documents 
may be examined.   

It is useful to explain to the insured witness the purpose of the EUO. An example of such advice follows: 

The reason you are here is because, when you purchased your policy of insurance from my client you promised that, 
in the event you presented a claim and the insurer asked, you would submit to examination under oath.  You have 
presented a claim and you are here to testify as part of the investigation being conducted by my client.  Although you 
have taken the oath and the court reporter is taking down everything that is said today this is not a deposition which 
can only be taken in a lawsuit.  We are not adversaries; we are only attempting to get as many facts as possible under 
oath. 

Such an explanation can take some of the fear out of the EUO process since most insureds have never even met a lawyer let alone 
testified at deposition, in trial or in any other proceeding. To keep the insured calm, it is sometimes useful to begin the EUO with 
innocuous questions that the insured will have no difficulty answering like his full name, address, date of birth and place of birth. If, on 
the other hand, the interviewer determines that it is best to keep the insured nervous the questioning might begin without the preview 
but with a question like: “Are you armed today.” If the answer is “yes” it is wise to call a recess and have the weapon locked in the 
insured’s vehicle. 

Before the questioning begins, preferably a week before the date scheduled for the EUO, the insured has produced documents required 
to be produced so that the interviewer can review the documents and prepare the questions needed to be asked at the EUO. 

Florida Birth-Related Neurological Injury Compensation Plan and Association to Pay $51 Million to 
Resolve False Claims Act Allegations 
The Florida Birth-Related Neurological Injury Compensation Plan and its administrator, the Florida Birth-Related Neurological 
Injury Compensation Association (collectively, “NICA”), have agreed to pay $51 million to resolve allegations that they violated the 
False Claims Act by causing NICA participants to submit their healthcare claims to Medicaid rather than NICA, in violation of 
Medicaid’s status as the payer of last resort under federal law. 

The civil settlement resolves a lawsuit filed and pursued by Veronica N. Arven and the estate of Theodore Arven III against NICA under 
the qui tam or whistleblower provisions of the False Claims Act, which permit a private party (known as a relator) to file a lawsuit on 
behalf of the United States and receive a portion of any recovery. Although the United States did not intervene in this case, it continued 
to investigate the whistleblowers’ allegations, provided substantial assistance to the whistleblowers in defending against a motion to 
dismiss, and negotiated the settlement announced today. The Arvens will receive $12,750,000 as their share of the recovery in this case. 

The Florida Legislature established NICA in 1988 as an alternative to the traditional tort system. NICA was intended to provide 
compensation, on a no-fault basis, for the medical, rehabilitative and custodial care of children who suffered certain categories of birth-
related neurological injuries. Under Florida law, once a child is admitted into NICA’s program, NICA is responsible for the payment of 
medical and other expenses incurred because of a birth-related neurological injury. Medicaid is a joint federal-state healthcare program 
that provides coverage and benefits to low-income and disabled individuals. Under federal law, Medicaid is generally the payer of last 
resort. 
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The qui tam case is captioned United States ex rel. Arven v. The Florida Birth-Related Neurological Injury Compensation Ass’n, et al., 
Case No. 19-cv-61053-WPD (S.D. Fla.). This case was handled by the U.S. Attorney’s Office for the Southern District of Florida, with 
assistance from the Civil Division’s Commercial Litigation Branch and the U.S. Department of Health and Human Services Office of 
Inspector General. 

Psychiatrist Admits Conspiracy Linked to Health Care Fraud  
Dr. Franco Sicuro, 67, has agreed to forfeit $3.1 million from various sources and on Tuesday, November 15, 2022 pleaded guilty in 
front of U.S. District Judge Sarah E. Pitlyk to a felony conspiracy charge and admitted that Medicare, Medicaid and other insurers lost 
more than $3.8 million based on fraudulent reimbursement claims submitted by clinical laboratories that he owned. 

Sicuro ran, owned, served as the medical director of or was associated with health care businesses including Millennium Psychiatric 
Associates LLC (MPA), Advanced Geriatric Management (AGM), Centrec Care, Sleep Consultants of St. Louis LLC, Midwest 
Toxicology Group, Genotec Dx and Benemed Diagnostics LLC. 

In 2014, AGM was certified under the Clinical Laboratory Improvement Amendments (CLIA) and was then allowed to perform 
quantitative lab testing. That same year, Sicuro and Carlos Himpler opened another lab, Genotec, that was in the same building as 
AGM but would bill insurance companies as a separate, “out-of-network” lab. To obtain CLIA certification for Genotec, Himpler and 
AGM staff falsely stated that AGM and Genotec operated as separate labs, although AGM and Genotec shared one part-time employee, 
the same medical director and the same testing equipment, Sicuro’s plea agreement says. Without the CLIA certification, Genotec could 
not perform any clinical lab testing.  

Sicuro also admitted in his plea that he chose to remain “deliberately ignorant” of the fact that his financial interest in Genotec was 
concealed from private health care insurers, Medicare, and Medicaid. As a result, the insurers did not know that Sicuro and employees 
of AGM were referring patients for urine tests to a lab in which Sicuro had a financial interest. 

Sicuro also admitted that he and other health care providers at AGM, MPA, Sleep Consultants and Rest Easy of St. Louis LLC, a 
company run by Himpler, ordered clinical lab tests, including urine toxicology tests, that AGM and Genotec then sent to outside 
“reference” laboratories for more sophisticated testing that would show the quantities of drugs instead of simply detecting their presence, 
as AGM’s lab equipment did. 

AGM or Genotec paid the reference labs about $125 for a test and then billed insurers significantly more but did not disclose to the 
insurers that neither AGM nor Genotec had actually performed the tests. Medicare, Medicaid and many private insurers would not have 
paid the “pass-through billing” claims had they known about it, according to Sicuro’s plea. 

In 2015, Sicuro and Himpler incorporated Midwest, which they held out as a clinical testing lab although it did not have equipment, 
staff or supplies necessary to perform tests. Further Midwest was not certified by CLIA or authorized to perform tests of human 
specimens. Sicuro admitted that he and Himpler knew Midwest was a lab in name only but caused Midwest to bill for clinical lab 
tests.  Sicuro further admitted that he either knew or was willfully blind to the fact that Himpler used Genotec’s CLIA certification 
number on reimbursement claims submitted by Midwest, deceiving health insurers into believing that Midwest performed the tests. 
Genotec and Midwest also frequently “split-billed;” each submitted a claim for the testing of the same specimen obtained from the same 
person on the same day of service. 

Sicuro is scheduled to be sentenced February 8. He faces a penalty of up to five years in prison and will be ordered to repay the money. 

Two Pharmacy Owners Plead Guilty in COVID-19 Money Laundering and Health Care Fraud Case 
Two New York men pleaded guilty to conspiracy to commit money laundering for using New York-area pharmacies to submit false and 
fraudulent claims to Medicare and then laundering the criminal proceeds. 

Arkadiy Khaimov, 39, of Forest Hills, pleaded guilty November 26, 2022 to one count of conspiracy to commit money laundering. 
Peter Khaim, 42, also of Forest Hills, pleaded guilty to one count of conspiracy to commit money laundering on November 3, 2022. 

According to court documents, Khaim and Khaimov engaged in a complex money laundering conspiracy to launder the proceeds of a 
fraudulent health care scheme involving over a dozen New York-area pharmacies that they and their co-conspirators owned and 
controlled. Specifically, Khaim and Khaimov used the New York pharmacies to submit millions of dollars in fraudulent claims to 
Medicare, including during the COVID-19 pandemic. These fraudulent claims included claims for expensive cancer medications 
Targretin Gel 1% and Panretin Gel 0.1% that were not prescribed by physicians or dispensed to patients, and that were purportedly 
dispensed during periods when certain pharmacies were closed. Khaim, Khaimov, and their co-conspirators exploited the COVID-19 
emergency for their own financial gain by using COVID-19-related “emergency override” billing codes to submit additional fraudulent 
claims for Targretin Gel 1%. 

To conceal over $18 million of their criminal proceeds, Khaim, Khaimov, and their co-conspirators funneled money through several 
shell companies, including sham pharmacy wholesale companies designed to look like legitimate wholesalers. Khaim and Khaimov 
typically sent the funds from the pharmacy bank accounts they controlled to the sham wholesale companies. The funds were then 
typically sent to companies in China for distribution to individuals in Uzbekistan and the defendants received some of these funds in 
cash. At other times, the fraudulent proceeds were sent from the sham wholesale companies to Khaim, Khaimov, their relatives, or their 
designees, in the form of certified cashier’s checks and cash. Khaim and Khaimov used the proceeds of the scheme to purchase real 
estate and other luxury items. 

Khaimov is scheduled to be sentenced on May 3, 2023. Khaim is scheduled to be sentenced on May 10, 2023. They each face a maximum 
penalty of 20 years in prison. A federal district court judge will determine any sentence after considering the U.S. Sentencing Guidelines 
and other statutory factors. 
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Man Convicted for Health Care Fraud and Prescription Drug Diversion Scheme 
Shahriar “Michael” Kalantari, 55, of Beverly Hills, California was convicted by a federal jury for his role in an approximately 
$723,000 health care fraud and prescription drug diversion scheme involving two Southern California pharmacies. 

According to court documents and evidence presented at trial, Kalantari generated false prescriptions as part of a health care fraud and 
unlicensed wholesale distribution scheme occurring in 2016 and 2017. Kalantari’s co-conspirators obtained beneficiary information, 
which Kalantari then used to write or cause to be written false and fraudulent prescriptions for expensive prescription medication, 
including drugs used to treat HIV. Kalantari’s co-conspirator then submitted claims to Medicare and Medicaid of California through her 
two pharmacies for the drugs, which were never dispensed to the beneficiaries but, rather, provided to co-conspirators to sell on the 
black market. 

Kalantari was convicted of conspiracy to commit health care fraud, health care fraud, and conspiracy to engage in the unlicensed 
wholesale distribution of prescription drugs. He is scheduled to be sentenced on Feb. 24, 2023 and faces a maximum penalty of 10 years 
in prison for each of the health care fraud conspiracy and health care fraud counts, and a maximum penalty of five years for the unlicensed 
distribution counts. A federal district court judge will determine any sentence after considering the U.S. Sentencing Guidelines and other 
statutory factors. 

Unlicensed Medical Assistant Convicted in $6 Million Fraud Conspiracy 
A federal jury convicted an Illinois woman yesterday for conspiring to defraud Medicare of over $6 million. 

According to court documents and evidence presented at trial, Rhonda Sutton, 58, of Matteson, worked as an unlicensed medical assistant 
for a physician in Chicago and surrounding areas from at least 2009 until at least 2012. In this position, Sutton conspired with others, 
including the owners of two home health care companies, to fraudulently certify Medicare beneficiaries for home health services for 
which those beneficiaries did not qualify. 

Specifically, Sutton forged her physician employer’s signature on certification forms and supporting documentation, which caused 
Medicare beneficiaries to be enrolled in over 2,000 episodes of home health care at A&Z and Dominion home health agencies, both 
located in Lansing, Illinois. Sutton provided the forged physician forms to A&Z and Dominion, which enabled A&Z and Dominion to 
submit claims to Medicare for services that the beneficiaries did not need and were not qualified to receive. The owners of A&Z and 
Dominion paid Sutton kickbacks in exchange for the forged physician forms. A&Z and Dominion received over $6 million from 
Medicare due to Sutton’s fraudulent conduct.   

Sutton was convicted of conspiracy to commit health care fraud. She is scheduled to be sentenced on March 16, 2023 and faces a 
maximum penalty of 10 years in prison. A federal district court judge will determine any sentence after considering the U.S. Sentencing 
Guidelines and other statutory factors. 

Assistant Attorney General Kenneth A. Polite, Jr. of the Justice Department’s Criminal Division; U.S. Attorney John R. Lausch Jr. for 
the Northern District of Illinois; Assistant Director Luis Quesada of the FBI’s Criminal Division; Acting Special Agent in Charge John 
S. Morales of the FBI Chicago Field Office; and Special Agent in Charge Mario M. Pinto of the Department of Health and Human 
Services Office of Inspector General (HHS-OIG), Chicago Regional Office made the announcement. 

O’Fallon, Il, Man Sentenced To Ten Years In Federal Prison 
Emmitt T. Tiner, 55, of O’Fallon, Illinois, was sentenced to ten years in federal prison.  On July 7, 2022, Tiner pled guilty to wire fraud, 
extortion, sending interstate communications with the intent to extort, healthcare fraud, money laundering, and conducting financial 
transactions with criminally derived proceeds. 

When he pled guilty, Tiner admitted that he extorted more than $2,000,000 from two local businessmen, one from Belleville, IL, and 
the other from Florissant, MO.  Tiner initially borrowed money from the Florissant businessman.  When the Florissant man asked for 
his money back, Tiner told him that he would conduct a large illegal drug transaction to get the funds to repay the loans.  Tiner then 
asked the Florissant man for more money in order to finance this illegal drug deal.  When the Florissant man refused to provide any 
more money to him, Tiner made several vicious threats.  The specific threat that Tiner pled guilty to was a text he sent on October 2, 
2017, which read: “If you do not give me my money back I (sic) gave you in my account and we lose all that money . . .. anybody related 
to you . . . work with you . . . friends with you . . .. lives with you . . . knows you . . . etc. will pay the consequences of you f****** me 
. . . . . . then and only then when they think you have experienced enough loss and pain will they look for you!!!!!” 

With regard to the Belleville businessman, Tiner admitted that he began extorting this individual by threatening to expose certain alleged 
personal matters to the man’s wife and the press.  Tiner also threatened to tell law enforcement that the Belleville man was responsible 
for three murders if the man did not pay him more money.  No one was actually murdered, although Tiner staged various fake photos 
and fabricated other records in an effort to convince the Belleville man that the murders were real. 

Tiner’s healthcare fraud conviction arose from his scheme to defraud the Illinois Department of Health Services (“IDHS”), which 
operates a program known as the Personal Assistant program. This program pays individuals to work as personal assistants for disabled 
individuals.  The program has certain asset restrictions and will only pay for work performed while the disabled individuals are present 
in their homes.  When he pleaded guilty, Tiner admitted that he faked being disabled in order get IDHS to pay for him to have a personal 
assistant.  Tiner repeatedly told IDHS Rehabilitation Counsellors that he needed a wheelchair to move around and that he was unable to 
walk. Evidence presented to the court, however, demonstrated that Tiner’s statements were false, and that he routinely engaged in 
various physical activities, including driving, dancing, and weightlifting. From 2012 through 2019, IDHS paid Tiner’s personal assistants 
more than $150,000.  One of the individuals who was paid to be Tiner’s personal assistant was his wife, Matissia Holt.  Tiner and Holt 
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also submitted false timesheets to IDHS which fraudulently claimed that Holt had provided personal assistant services to Tiner on days 
that the couple was out of town on gambling trips at various casinos. 

Tiner also admitted that he laundered the proceeds of his fraud and extortion scheme by running those funds through Holt’s bank 
accounts.  The financial transaction conviction stemmed from Tiner’s use of those fraudulently obtained funds to make several large 
purchases, including a residence located on Knollhaven Trail in O’Fallon, a residential lot on Pausch Road in O’Fallon, and a 2019 
Cadillac Escalade.  As part of his plea agreement, Tiner agreed to forfeit this property to the United States so that it can be sold and used 
to pay restitution. Tiner’s wife, Matissia Holt, also was charged and pled guilty to healthcare fraud and money laundering charges.  On 
October 31, 2022, Holt was sentenced to five years’ probation and ordered to pay restitution. 

In addition to the 10 year prison sentence, the court ordered Tiner to serve a 3 year period of supervised release following his prison 
sentence.  The court also ordered Tiner to pay a total of $2,241,500 in restitution for his extortion offenses, and $158,212.16 in restitution 
for his healthcare fraud conviction. 

Polk County Doctor Pleads Guilty To Receiving Kickbacks 
Dr. Sean Patrick O’Rourke (56, Lakeland, Florida) has pleaded guilty to soliciting and receiving remuneration (kickbacks and bribes) 
in return for ordering medical services and items paid for by a federal health care program. O’Rourke faces a maximum penalty of 10 
years in federal prison. The defendant also agreed to forfeit $31,075, traceable to proceeds of the offense. A sentencing date has not yet 
been set. 

According to court documents, O’Rourke, a licensed medical doctor, entered into an illegal agreement in 2018 with Company #1 in 
which Company #1 would make available to O’Rourke completed doctors’ orders for Medicare and CHAMPVA patient-beneficiaries 
via an internet-based platform. O’Rourke would then access the platform, open the completed orders, and electronically sign the orders, 
in exchange for a payment of $25 per patient-beneficiary. Notably, the system platform did not permit O’Rourke to add or modify any 
information in the already completed orders other than to input his authorizing electronic signature.           

As just one example, in or around May 2019, O’Rourke received a payment of $5,500 from an entity associated with Company #1 for 
electronically signing and ordering cancer genomic tests and durable medical equipment for multiple Medicare beneficiaries. O’Rourke 
had no interaction with any of the Medicare beneficiaries prior to ordering the tests and equipment. In all, from September 2018 through 
March 2020, pursuant to the illegal agreement, O’Rourke ordered tests and equipment for approximately 1,243 Medicare and 
CHAMPVA beneficiaries for which he was paid approximately $31,075. Consequently, the Medicare program paid approximately 
$2,702,150 to various Medicare providers for the tests and equipment ordered by O’Rourke. 

Man Pleads Guilty To Aggravated Identity Theft 
Raul Gonzalez (63, Seffner, Florida) pleaded guilty to one count of aggravated identity theft. Gonzalez faces a mandatory sentence of 
two years in federal prison. 

According to the plea agreement, Gonzalez applied for a United States passport on January 31, 2019. He used the identity of his deceased 
twin brother, Miguel Angel Gonzalez Rodriguez, in his passport application. Gonzalez also presented a driver license in his brother’s 
name and a baptism certificate bearing his deceased brother’s name and identity.  

United States Department of State investigators became aware of the possibility of fraud in this application and began an investigation. 
Their investigation revealed that Miguel Gonzalez was born on the same date as Raul Gonzalez, but that Miguel had died a few days 
later due to dehydration and gastroenteritis. Further investigation revealed that this same “Miguel Gonzalez,” with the same date of birth 
and other similar identifiers, had applied over different points in time for Social Security, SNAP, and Medicaid/Medicare benefits.  

This purported “Miguel Gonzalez” then obtained over $145,000 from those various federal benefits programs using that false identity. 
As part of his plea agreement with the United States, the defendant has agreed to pay restitution to those agencies for those losses. 

Doctor Sentenced for Accepting Illegal Kickback Payments in Return for Writing Prescriptions for 
Compounded Drugs, Will Pay $3.1 Million in Civil Settlement 
Dr. Thomas Raley, Jr., 53, of Baltimore, Maryland, a doctor licensed in Virginia, Maryland, and elsewhere was sentenced today to 3 
years for writing and referring compounded drug prescriptions in return for illegal kickback payments. The doctor previously entered 
into a civil settlement with the Government that requires him and the company he owned to pay $3.1 million. 

According to court documents, Raley was a physician specializing in orthopedic surgery, spine surgery, and comprehensive pain 
management services, who has practiced in Virginia, Maryland, and elsewhere since 1998. Raley was also the owner of a medical 
practice, which had offices in both Virginia and Maryland. In 2013, Raley and Seth Michael Myers, 53, of Crystal Lake, Illinois, began 
soliciting pharmacists to pay them kickbacks in return for Raley referring expensive compounded medications to the pharmacies. 

Raley’s first illegal kickback arrangement was with Michael Beatty, 53, of Finksburg, Maryland, who worked as a licensed pharmacist 
at Fallston Pharmacy in Fallston, Maryland. From in and around the spring or summer of 2013 to the summer of 2014, Raley and 
Myers conspired with Beatty to receive kickbacks for Raley’s referral of expensive compounded medications, which were billed to 
federal health care benefit programs, such as TRICARE, Medicare, and Medicaid. Ultimately, Raley was unhappy with his arrangement 
with Beatty because he did not find it lucrative enough. 

Raley chose to pursue other more lucrative illegal kickback arrangements. In and around late 2013, he met with Mohamed Abdalla, 
48, of Allendale, New Jersey, who owned multiple pharmacies in northern Virginia, including Medex Health Pharmacy in Falls Church 
and Royal Care Pharmacy in Fairfax. Then, in and around May 2014, Raley, Myers, and Abdalla cemented their illegal kickback 
arrangement. As part of this arrangement, Raley agreed to refer expensive compounded medications to Abdalla’s pharmacies and in 
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return Abdalla agreed to pay Raley 80% of the resulting profit. Over the course of 18 months, Abdalla paid Raley approximately $2.5 
million in illegal kickback payments. 

Further, Raley used his illegal proceeds to fund his and his family’s lifestyle. For instance, he directed Myers to make his wife a salaried 
employee of the company that was setup to collect the illegal kickback payments. Raley’s wife was provided a salary of $200,000 and 
the company also used the illegal proceeds to pay for his wife’s lease of a Mercedes. Raley also directed Myers to have the company 
write him a $280,000 check, which purported to be a loan — but was never repaid — so that Raley could purchase a building in 
Baltimore. Finally, illegal kickback proceeds were also used to pay tuition at the private school attended by Raley’s children.  

In a parallel civil resolution, Raley and Advanced Spine and Pain, PLLC, owned by Raley at the time, jointly paid $3,159,378.51 to 
settle civil claims under the False Claims Act, the Virginia Fraud Against Taxpayers Act, and common law remedies. 

For their role in conspiring with Raley, Myers was sentenced to two years in prison and Beatty was sentenced to one year and one day 
in prison. For his role in conspiring with Raley and others, Abdalla was sentenced to four years in prison. 

Silver Spring Dentist Sentenced to More Than Two Years in Federal Prison for Scheme to Fraudulently 
Obtain Medicaid Funds by Recruiting Medicaid Beneficiaries Through the Payment of Kickbacks and 
Bribes 
Edward T. Buford III, age 70, of Silver Spring, Maryland, was sentenced to serve 30 months in federal prison, followed by three years 
of supervised release, for conspiracy to commit mail fraud and healthcare fraud. Judge Chuang also ordered Buford to pay $1,267,630 
in restitution. 

Buford was a licensed dentist in Washington, D.C. and the owner and Chief Executive Officer of International Dental Associates, Inc. 
(IDA), a dental clinic located in Washington, D.C. According to his guilty plea, from January 2013 to May 2018, Buford led a scheme 
to file fraudulent Medicaid claims for dental services to Medicaid beneficiaries and recruited Medicaid beneficiaries to fuel the scheme 
through the payment of kickbacks and bribes. 

Buford caused the submission of Medicaid claims for a variety of dental services, including dentures. As part of the conspiracy, Buford 
paid kickbacks to patient recruiters in exchange for referring Medicaid beneficiaries to IDA for dental services. At Buford’s direction, 
the recruiters offered cash bribes to beneficiaries to visit IDA and accept dental services. Medicaid paid substantially more for dentures 
than for many other dental services, including dental cleanings. Buford paid larger cash kickbacks to recruiters — approximately $50 
per beneficiary — for beneficiaries that agreed to be fitted for dentures, and typically paid the recruited beneficiaries $20 to be fitted for 
dentures. Buford knew that Medicaid would not have paid the claims had it known they were procured through kickbacks and bribes. 

As detailed in the plea agreement, even though dentures required multiple visits to fit and deliver, Buford caused the recruiters and 
beneficiaries to be paid only for the initial visit — after which Buford could bill Medicaid for the dentures — and numerous beneficiaries 
never returned to IDA after receiving the cash bribe. Buford stored hundreds of undelivered dentures on IDA’s premises, many of which 
had been billed to and paid for by Medicaid. As part of the scheme, Buford maintained a post office box in Silver Spring, Maryland as 
IDA’s billing address and received the fraudulently obtained payments at that location.   

Based on the amount that Medicaid paid to Buford and IDA for dentures that were not delivered, the actual loss to Medicaid was at least 
$1,267,630.  

Milwaukee Man Sentenced to Federal Prison for Conspiracy to Defraud Medicare and Medicaid. 
David Guerrero, Jr., was sentenced to 32 months’ imprisonment for conspiracy to defraud Medicare and Medicaid on November 18, 
2022. Guerrero was also ordered to pay over $1 million in restitution to Medicare and Medicaid. 

Court records in the case established the following. Guerrero worked at two Milwaukee-area medical clinics. Beginning in 2016, 
Guerrero engaged in a years’ long scheme to refer patients to pharmacies owned by his co-defendant, Alexander Shister, for expensive 
compound pain creams in exchange for illegal kickback payments.  

Although he is not a licensed medical provider, Guerrero used his access to private medical records at the clinics to identify patients 
who could plausibly need the pain creams and then ordered the pain creams from Shister’s pharmacies without the patients’ knowledge 
or consent.  As a result of the scheme, Medicare and Medicaid paid Shister’s pharmacies about $1 million for medically unnecessary 
pain creams, including creams not even received by patients. Guerrero received over $100,000 in kickbacks from Shister for his role in 
the scheme.  In addition, Guerrero engaged in another kickback scheme with a medical laboratory company, receiving over $150,000 in 
kickbacks in exchange for ordering urine drug tests that doctors at the clinics generally did not approve or review. In August 2022, 
Guerrero pleaded guilty to one count of conspiracy. Shister has previously plead guilty for his role. His sentencing is set for January 13, 
2023. 

At sentencing, United States District Judge J.P. Stadtmueller emphasized the seriousness of Guerrero’s crime, including the length of 
the fraudulent scheme and the significant losses suffered by the Medicare and Medicaid programs. Judge Stadtmueller further noted that 
Guerrero violated the trust of patients by using their private medical information without their knowledge or consent in order to 
implement the scheme and earn his kickback payments. 

Ambulance Company Settles Allegations of Billing Medicare for Unnecessary, Non-Emergency 
Ambulance Transportation 
HealthOne Critical Care Transport Service, Inc. d/b/a MedicOne Medical Response (“MedicOne”) of Marion, Illinois, agreed to 
pay $302,124.37 in a civil settlement agreement resolving allegations the company improperly billed Medicare for scheduled, non-
emergency ambulance transportation. 
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The government alleges MedicOne’s former location in Mount Vernon, Illinois, routinely billed Medicare for non-emergency ambulance 
transports to regularly scheduled dialysis treatments when the services did not meet Medicare requirements. MedicOne typically picked 
up patients at their residences or nursing homes and transported the patients to and from dialysis treatment three times per week, 
sometimes for years. The government alleges many of MedicOne’s non-emergency ambulance transports did not meet Medicare 
requirements for coverage because the services were not medically necessary, particularly when the patients safely rode in other forms 
of transportation – such as personal vehicles, medical transport cars, and wheelchair vans – to medical appointments and social outings. 

The Medicare program paid MedicOne hundreds of dollars per round-trip ambulance transport taking patients to dialysis treatments. To 
resolve the allegations, MedicOne will pay the United States$302,124.37 for claims submitted to Medicare between April 2016 and 
January 2020. 

Guilty in COVID-19 Money Laundering Through China & Uzbekistan in Health Care Fraud Case 
Arkadiy Khaimov, 39, of Forest Hills, pleaded guilty today to one count of conspiracy to commit money laundering. Peter Khaim, 
42, also of Forest Hills, pleaded guilty to one count of conspiracy to commit money laundering on November 3, 2022. 

The two New York men pleaded guilty to conspiracy to commit money laundering for using New York-area pharmacies to submit false 
and fraudulent claims to Medicare and then laundering the criminal proceeds. 

According to court documents, Khaim and Khaimov engaged in a complex money laundering conspiracy to launder the proceeds of a 
fraudulent health care scheme involving over a dozen New York-area pharmacies that they and their co-conspirators owned and 
controlled. Specifically, Khaim and Khaimov used the New York pharmacies to submit millions of dollars in fraudulent claims to 
Medicare, including during the COVID-19 pandemic. These fraudulent claims included claims for expensive cancer medications 
Targretin Gel 1% and Panretin Gel 0.1% that were not prescribed by physicians or dispensed to patients, and that were purportedly 
dispensed during periods when certain pharmacies were closed. Khaim, Khaimov, and their co-conspirators exploited the COVID-19 
emergency for their own financial gain by using COVID-19-related “emergency override” billing codes to submit additional fraudulent 
claims for Targretin Gel 1%. 

To conceal over $18 million of their criminal proceeds, Khaim, Khaimov, and their co-conspirators funneled money through several 
shell companies, including sham pharmacy wholesale companies designed to look like legitimate wholesalers. Khaim and Khaimov 
typically sent the funds from the pharmacy bank accounts they controlled to the sham wholesale companies. The funds were then 
typically sent to companies in China for distribution to individuals in Uzbekistan and the defendants received some of these funds in 
cash. At other times, the fraudulent proceeds were sent from the sham wholesale companies to Khaim, Khaimov, their relatives, or their 
designees, in the form of certified cashier’s checks and cash. Khaim and Khaimov used the proceeds of the scheme to purchase real 
estate and other luxury items. 

Khaimov is scheduled to be sentenced on May 3, 2023. Khaim is scheduled to be sentenced on May 10, 2023. They each face a maximum 
penalty of 20 years in prison. A federal district court judge will determine any sentence after considering the U.S. Sentencing Guidelines 
and other statutory factors. 

NY Fines Health Insurance Company $4.5M for Consumer Data Breach 
The New York Department of Financial Services announced on October 18, 2022, that it had issued a consent order requiring a vision 
services health insurance company to pay a $4.5 million fee, ending a probe into whether the company violated state cybersecurity 
regulations before a 2020 data breach. The breach occurred when a hacker was able to access six years’ worth of sensitive data through 
a phishing attack on the company’s email network — which was not equipped with a multifactor authentication system. The consent 
order maintains the company breached 23 NYCRR § 500.01(d), New York’s Cybersecurity Regulation, by (i) failing to maintain a 
“cybersecurity program” per the Regulation’s covered entity risk assessment, (ii) failing to conduct a periodic “risk assessment,” and 
(iii) failing to implement multi-factor authentication for all organizational employees, among other issues, resulting in the exposure of 
patients’ “sensitive, non-public, personal health data.” 

Doctor Convicted At Trial Of Illegally Distributing Oxycodone From Midtown Manhattan Practice 
HOWARD ADELGLASS was found guilty by a federal jury for his participation in a conspiracy to illegally prescribe oxycodone. The 
defendant was found guilty following a two-week trial before U.S. District Judge Jed S. Rakoff. Sentencing is scheduled for March 8, 
2023, before Judge Rakoff. 

Doctor Howard Adelglass was a drug dealer, but instead of peddling drugs on the street corner, he distributed drugs with a prescription 
pad from his Central Park South pain-management clinic. For years, the defendant prescribed enormous quantities of highly addictive 
and deadly opioids to people he knew were suffering from substance abuse disorders or were dealers. By distributing mammoth 
quantities of oxycodone pills to people without a legitimate medical purpose, the defendant destroyed lives and families. Along with 
our law enforcement partners, we will continue to hold accountable those responsible for fueling the opioid crisis that is ravaging our 
community and nation. 

According to the allegations contained in the Indictment, the evidence offered at trial, and matters included in public filings: 

HOWARD ADELGLASS was a licensed physician. Together with Marcello Sansone, the defendant operated a pain-
management clinic located in Midtown Manhattan (the “Clinic”). The Clinic serviced purported patients seeking 
oxycodone and other pain-relief medications commonly diverted for illicit purposes. In exchange for cash payments, 
and in some instances for cocaine, ADELGLASS wrote thousands of prescriptions for large quantities of oxycodone, 
and many he wrote to individuals whom ADELGLASS knew did not need the pills for a legitimate medical purpose. 
When they occurred, ADELGLASS’s examinations were perfunctory. The defendant’s purported patients included 
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individuals addicted to opioids and, in some cases, who sold oxycodone on the street. Even when faced with clear 
evidence of his purported patients’ drug abuse and diversion, ADELGLASS continued to prescribe large quantities of 
oxycodone to them. 

Initially, ADELGLASS staffed the Clinic with inexperienced young women, some of whom he addicted to oxycodone. 
In approximately October 2018, after serving as a primary source of patient referrals, Sansone took over as the Clinic’s 
office manager. In that role, Sansone helped to control access to ADELGLASS and the lucrative prescriptions he 
wrote for medically unnecessary oxycodone. With particularly vulnerable patients, the defendants solicited and, in 
some instances, received sex acts in exchange for oxycodone prescriptions. 

Between in or about November 2017 and in or about September 2020, ADELGLASS prescribed more than 1.3 million 
oxycodone pills.  

On October 13, 2022, Sansone pled guilty to conspiracy to illegally distribute oxycodone. Sansone is scheduled to be 
sentenced on February 13, 2023, before Judge Rakoff. 

ADELGLASS, 67, of New York, New York, was convicted of conspiracy to illegally distribute oxycodone, which carries a maximum 
sentence of 20 years in prison. The maximum potential sentence in this case is prescribed by Congress and is provided here for 
informational purposes only, as any sentencing of the defendants will be determined by the judge. 

When an insurer decides to rescind a policy of insurance it is often accused of “Post Loss Underwriting.” Although considered in some 
states, post loss underwriting is an oxymoron. Underwriting is the decision, based on information provided by a proposed insured, to 
accept the risk of certain losses needed by the proposed insured. Underwriting, by definition, must be conducted before a policy comes 
into existence except in the event when a policy is bound subject to a physical inspection of the property. If the inspection shows the 
risk to be other than that promised by the insured, the policy will be cancelled. Rescission, on the other hand, happens when an insurer 
learns, after a policy is written, that it was deceived by a material misrepresentation or a concealment of a material fact or by fraud. 

In Lewis v. Equity Nat'l Life Ins. Co., 637 So.2d 183, 185–86 (Miss.1994) the Mississippi Supreme Court found merit in the plaintiff-
insured's claims that the insurer engaged in post-claim underwriting and that the insurer's agent misrepresented information in a policy 
application. The Court found no evidence of any similar “extreme factual situations” presented by the Plaintiffs in the case. Post-claim 
underwriting occurs when “an insurer, rather than refusing to write a policy, will wait until after a claim is filed to deny coverage on 
grounds that the policy should not have been written in the first place.” [Dixie Ins. Co. v. Mooneyhan, 684 So.2d 574, 589 (Miss.1996) 
(McRae, J., dissenting)]. The Mississippi Supreme Court has held: 

An insurer has the obligation to its insureds to do its underwriting at the time a policy application is made, not after a 
claim is filed. It is patently unfair for a claimant to obtain a policy, pay his premiums and operate under the assumption 
that he is insured against a specified risk, only to learn after he submits a claim that he is not insured, and, therefore, 
cannot obtain any other policy to cover his loss. The insurer controls when underwriting occurs. It therefore should be 
estopped from determining whether to accept an insured six months or more after a policy is issued. If the insured is 
not an acceptable risk, the application should [be] denied up front, not after a policy is issued. This allows the proposed 
insured to seek other coverage with another company since no company will insure an individual who has suffered 
serious illness or injury. 

As logical as is the analysis of the Mississippi Supreme Court it does not take into consideration the fact that people lie to their insurance 
companies to obtain insurance. If the lie is not obvious an application revealing an excellent risk may be a total fraud. In such a case the 
lie is usually never discovered until a claim is made. Post loss underwriting should, in logic, only be applied if the insurer knew the truth 
at the time the application was submitted and did not exercise the right to refuse the risk. As a result, in Eagle Transp., LLC v. Scott, 
F.Supp.2d, 2012 WL 1712352, (SD Miss., 2012) the USDC concluded that since the insurer asked for the information it needed and 
since the insured provided false answers to the insurer it did not engage in post-claim underwriting and the policy was properly rescinded. 

Illinois law has no prohibition on post-claim underwriting.  However, while an insurance company might have no duty to investigate 
the truthfulness of an applicant's answer, if it wishes to rescind certain types of policies based on a misrepresentation in the application 
for that policy, the plain language of Illinois statutes1 limits the amount of time in which it can do so. 

Refusing to apply a post-claim underwriting argument the District Court for the Southern District of West Virginia held that the insurer, 
MassMutual, put Billy Jordan and Defendant on notice that a material misrepresentation could result in the Policy being rescinded and 
that there was a two year period after which the policy is incontestable. Further, this notice was provided both when Billy Jordan was 
applying for the Policy, and in the Policy itself. The insurer was granted summary judgment on its claim of rescission.2 

When a policyholder claims his or her insurer waited until a claim has been filed to obtain information and make underwriting decisions 
which should have been made when the application was made, not after the policy was issued. [Lewis v. Equity Nat'l Life Ins. Co., 637 
So.2d 183, 186 (Miss. 1994)].  

 
1 .  Standard Mut. Ins. Co. v. Jones, 2012 IL App (4th) 110526, 965 N.E.2d 1129, 358 Ill.Dec. 650 
2 .  Massachusetts Mut. Life Ins. Co. v. Jordan, Not Reported in F.Supp.2d, 2011 WL 1770435 (S.D.W.Va.) 



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

Zalma’s Insurance Fraud Letter – Page 15 –The Source For Insurance Fraud Professionals 

The insurer established, however, that post-claim underwriting is not prohibited in Illinois. [Brandt v. Time Ins. Co., 704 N.E.2d 843, 
846-47 (Ill. App. Ct. 1998)] Illinois law imposes no duty on an insurer to conduct an independent investigation of insurability before 
issuing an insurance policy.  [Commercial Life Ins. Co. v. Lone Star Life Ins. Co., 727 F. Supp. 467, 471 (N.D. Ill. 1989)] An insurance 
company has the right to rely on the truthfulness of the answers given by an insurance applicant. [Apolskis v. Concord Life Ins. Co., 445 
F.2d 31, 36 (7th Cir. 1971) and Arch Ins. Co. v. PCH Healthcare Holdings, LLC (N.D. Ill., 2019)] 

Remember, the duty of good faith and fair dealing is an obligation imposed on both parties to the insurance contract. Believing that a 
prospective insured is dealing with the insurer in good faith there is no need to conduct an investigation to affirm the truthfulness of the 
application. If there was such a requirement the cost of insurance would be prohibitive.  

That is why misrepresentation or concealment of material facts are usually discovered after a claim is made. To use the concept of post 
loss or post claim underwriting to defeat the proper rescission of a policy would allow the unscrupulous to obtain insurance based on 
deception and allow fraud to flourish. 

In Harper v. Fidelity and Guar. Life Ins. Co., 234 P.3d 1211, 2010 WY 89 (Wyo 2010) the Wyoming Supreme Court rejected claims of 
post-claim underwriting and affirmed the rescission of an insurance policy because Mr. Harper's application contained omissions and 
misrepresentations, and summary judgment was appropriate where the misrepresentation was of such a nature that there can be no 
dispute as to its materiality.  

Furthermore, the Wyoming Supreme Court concluded that an insurer is under no duty to investigate the truthfulness of an applicant's 
responses unless it has notice that those responses might not be truthful or accurate. 

The theory of “post-claim underwriting” does not apply to commercial insurance. Decisions that have restricted an insurer's post-claim 
authority to rescind or limit coverage apply only in the areas of disability, health and personal automobile insurance. [Colony Ins. Co. v. 
Crusader Ins. Co., 188 Cal.App.4th 743 (2010)].  

In rejecting the argument that an insurer could not engage in post claim underwriting, the Colony Insurance court observed: "the relevant 
law requires an applicant for insurance to disclose material facts and permits rescission and other remedies absent such disclosure." 
[California Ins. Code, §§ 331, 359; Resure, Inc. v. Superior Court, 42 Cal.App.4th 156, 161 (1996)]. Thus, California courts have been 
hesitant to extend the prohibition on post-claim underwriting to health, disability and personal auto areas of insurance. [United Farm 
Workers of Am. v. Hudson Ins. Co. (E.D. Cal., 2019)] 

The Third Circuit Court of Appeal noted that the concept of “post-claim underwriting” itself is nebulous, particularly because it is 
difficult to draw a distinction between post-claim eligibility investigation and post-claim underwriting. For example, Pennsylvania law 
provides that it is not bad faith to conduct a thorough investigation into a questionable claim. The insured’s concept of “post-claim 
underwriting” would usurp this general principal and prevent insurers from engaging in post-claim investigations, even in the face of 
incontrovertible evidence that an insured made a clear misrepresentation.3 The Third Circuit, so finding, recognized that claims of post-
claim underwriting as a method of preventing an insurer from rescinding a policy, was an invitation to fraud and deprived the insurer of 
the fairness essential to a claim of rescission. 

In Hornback v. Bankers Life Ins. Co., 176 S.W.3d 699 Ky App, 2005, the Kentucky court of appeal concluded that an insurance company 
that issues a policy based on the applicant's answers, without any investigation, is not precluded from raising the defense of fraud or 
material misrepresentation after a claim is submitted. (State Farm Mut. Auto. Ins. Co. v. Crouch, 706 S.W.2d 203, 206 (Ky.App.1986)). 
When an insured misrepresents material facts on the application, the insurer is justified in denying coverage and rescinding the policy 
immediately upon discovering that it had been deceived. In so finding the Court of Appeal refused to consider claims of post-claim 
underwriting and affirmed the rescission. 

Claims of post-claim or post-loss underwriting should be looked at with a great deal of skepticism. As the Hailey case made clear, even 
when rescission was refused and the case was sent back to the trial court for trial, the Hailey’s, on cross-examination, admitted that they 
intentionally misrepresented their health conditions when applying for the insurance. Their suit was immediately dismissed for fraud in 
the inception, and they were lucky that they were not prosecuted for attempted insurance fraud. They clearly cost their putative insurer 
a great deal of money defending through trial, an appeal and a second trial, only to admit fraud. They hoped, by claiming the tort of bad 
faith, to bludgeon the insurer into a settlement for fear of a bad faith judgment with punitive and tort damages available in addition to 
the benefits promised by the policy. 

The theory of post-claim underwriting appears fair, on its face, sufficient to cause some states to enact legislation prohibiting it and, by 
so doing, encourage fraud. Once the theory is taken to its logical ending it is really a method to assist unscrupulous insureds to defraud 
their insurer.  

For example, if a proposed insured, suffering from Ebola, applies for insurance and claims perfect health, and received a life insurance 
policy based on the application, the beneficiaries should not be able to claim that the insurer, when it rescinds the policy after the Ebola 
victim dies, to be refused rescission because it is applying post-claim underwriting.  hat it is actually doing is seeking fairness from a 
court to prevent it from honoring a fraud.  

Similarly, if a prospective insured’s home is sitting on an active and moving landslide and acquires property insurance for damage by 
earthquake or earth movement and a week after the policy is issued submits a claim for destruction of the home by land movement, the 
insurer would be prevented from rescinding because the damage was in progress at the time the policy was acquired. If Post-claim 
underwriting was applied, because the insurer did no investigation and merely accepted the truth of the insured’s application, the 
deception would succeed.  

 
3 .  Northwestern Mut. Life Ins. Co. v. Babayan, 430 F.3d 121 (CA 3 (PA) 2005) 
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For more information and detail see The Equitable Remedy of Rescission of Insurance, available as: A Kindle book A Paperback or a 
hardcover . 

Workers’ Compensation Fraud Convicted 
Frances Davis pleaded guilty to one count of attempting to commit workers’ compensation fraud, a fifth-degree felony, and agreed to 
pay $17,144.79 in restitution, according to the Ohio Bureau of Workers’ Compensation. The BWC Special Investigations Department 
discovered that Davis potentially earned wages while collecting disability benefits from the BWC. 

Davis, a Franklin County, Ohio woman was ordered to pay $17,000 in restitution she defrauded from the Ohio Bureau of Workers’ 
Compensation. 

It was confirmed that while Davis was collecting benefits, she worked for seven different employers over the course of two years and 
held positions such as manager, assistant manager, packer, and machine operator. 

A Franklin County judge found Davis guilty and sentenced her to five years of community control to pay the restitution as well.  

Fraudster Furious At Losing His House Tried To Scam Stoke-On-Trent Insurance Company  
Onesure Insurance Ltd Was The Victim Of An Attempted Fraud At The Hands Of Paul Cooke 
Paul Cooke, 58, was jailed over a bizarre serious of frauds using the U. K. County Court system. A dad “obsessed and fixated” with the 
loss of his house in a repossession scammed a Stoke-on-Trent insurance firm in a bizarre fraud involving forged court documents. 

Cooke sobbed in the dock as the court heard he even roped his then 17-year-old son into his twisted and elaborate fraud attempt against 
Talke-based OneSure Insurance Ltd and two other companies, who he believed had wronged him in various ways. His son, Tom Cooke, 
helped his dad file 'ludicrous' claims to the County Courts, but was not convicted of involvement in the final, most audacious attempt.  

Liverpool Crown Court heard the first offence began in August 2017, after OneSure Insurance Ltd cancelled an insurance policy bought 
by Paul Cooke to cover a motor trading business, when it noticed a document claiming to be proof of a no-claims bonus, sent from Tom 
Cooke's email address, was a forgery, the ECHO reports. 

The Cookes then decided to sue the company for loss of earnings, despite no evidence Paul Cooke ever operated any motor trading 
business. Knowing their claim had no chance of success in a fair hearing, Tom Cooke, claiming to be a paralegal acting on behalf of his 
dad, changed the company address on the paperwork to a random block of flats in London, rather than its true headquarters in Talke. 

Initially, the fake claim succeeded, and Paul Cooke received a default judgment in his favour for £5,709. Keen 
to cash in on their success, Tom Cooke instructed a firm of bailiffs called Direct Collection Bailiffs Ltd to 
collect the money via an online portal on the firm's website, this time including the correct address for the 
company headquarters. 

Bailiffs attended the address in Congleton Road on March 16, 2018, and a baffled company director agreed to 
pay, while also vowing to investigate how the judgment had been obtained. The company looked into the 
judgment and applied to have it set aside, meaning the bailiffs were unable to release the money to Paul Cooke.  

The Cookes ceased contact when the bailiffs told them the case was being investigated by the Fraud and 
Investigation Team at the courts. 

The pair used the same tactic at St Helens County Court, issuing a claim for £31,000 but including an incorrect 
address. Documents produced on Tom Cooke's computer were sent to the County Court in December 2017 and the following February, 
appearing to be a Notice of Admission by McColls admitting the claim in full and then suggesting McColls had agreed to settle the case 
for £137,000. 

However, an experienced county court judge, His Honour Judge Wood, KC, smelled a rat, calling the claim ludicrous and suggesting it 
involved a Walter Mitty style approach to what was fantasy litigation. He struck the claim out as an abuse of process. 

The final, and most audacious attempt obtain cash took place in November 2017, when Paul Cooke issued a claim for compensation 
against Birmingham Midshires in relation to his family home in Huyton Quarry being re-possessed. Kevin Slack, prosecuting, told the 
court: "The value of the claim was a staggering £4,792,745." An aggravating feature of the case is that the defendants submitted forged 
court orders, purportedly issued by judges of the County Court, in furtherance of the frauds. 

Searches of Tom Cooke's laptop recovered a number of forged documents used in their scheme, which he claimed had nothing to do 
with him and suggesting lots of people had access to his computer. 

Cooke senior pleaded guilty to seven counts of fraud on the day of their trial in August this year, while Cooke junior, now 22, admitted 
five counts.  

Cooke senior, who said “I am sorry for everything” as he was jailed, was handed 30 months in prison. His son was handed a 12-month 
sentence, suspended for 18 months, and ordered to complete 10 Rehabilitation Activity Days with the Probation Service. Judge David 
Aubrey, KC, sentencing, told Paul Cooke: "You were engaged in perverted and twisted grievances, indeed a vendetta, against others that 
had no credit." 
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Houston Business to Pay $300K For Workers’ Comp Insurance Fraud 
Sehgal & Sons Enterprises (Ultra Business Services Inc.) according to the Texas Department of Insurance Division of Workers’ 
Compensation (DWC) announced that a Travis County district court judge convicted Sehgal of first-degree felony in a scheme to 
defraud Texas Mutual Insurance Company (Texas Mutual). 

The court found that from August 2011 through December 2014, the company, owned by Kunal Puri of Stafford, Texas concealed 
payroll by having two separate payroll accounts with the Texas Workforce Commission, while reporting only the smaller payroll 
account to Texas Mutual. 

Concealing payroll is a scheme companies use to get lower workers’ compensation insurance rates and that’s fraud. 

DWC said its prosecution and Fraud Units also worked closely with the affected insurance carriers, Texas Mutual, Service Lloyds, and 
Travelers. 

“How to Acquire, Understand, and Make a Successful Claim on a Commercial Property Insurance Policy: 
Information Needed for Individuals and Insurance Pros to Deal With Commercial Property Insurance” 
The New Book is now available as a Kindle book here, paperback here and as a hardcover here  

Commercial Property Insurance is a necessity for any person or entity owning a piece of commercial property whether it is small or 
large, whether it is an office building or a warehouse or a factory. 

A property owner – unless exceptionally wealthy – cannot afford the risk of losing that property, what it earns from tenants paying rent 
or from the product produced at the property. 

Commercial property insurance is a specialized form of insurance designed to protect the owner or lessee of the property from loss due 
to perils like fire, lightning, windstorm, hail, earthquake, flood, tornado or other risks of loss. 

Most commercial property insurance policies are written on a “direct risk of physical loss” or “all risk of physical loss” basis subject to 
exclusions that are directly related to the risks faced by the property or some standard exclusions. 

This book explains the coverages provided by a commercial property insurance policy, how to acquire a policy of commercial property 
insurance, what the policy of commercial property insurance insures, how to present a claim, and how to successfully present a claim 
and collect the funds needed to repair or replace the structure and indemnify the insured against the losses incurred because of the 
interruption of the business of the insured. 

The Compact Book on Ethics for The Insurance Professional 
How Ethical Doctrines from the Beginning of the Written Word to the Present Resulted in the Incorporation of the Covenant of Good 
Faith 

Every Person Involved in the Business of Insurance Must Act Ethically in the Business of Insurance 

See the full video at https://rumble.com/v1n4avu-the-compact-book-on-ethics-for-the-insurance-professional.html  and at 
https://youtu.be/LB6g6O7c0hA 

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

Without the covenant of good faith and fair dealing, and ethical people who work in the insurance industry applying and fulfilling the 
covenant, effective insurance to spread the risk of loss to a large community of insurance professionals, is impossible. One cannot act 
fairly and in good faith without being a person with a well-formed ethical compass. 

In 1776, Lord Mansfield acting as an appellate judge serving in the House of Lords of Britain (the predecessor of the United Kingdom) 
for the first time referred to the covenant of good faith and fair dealing. In the case designated: Carter v. Boehm S.C. 1 Bl. Burr 1906, 
11th May 1766. 593, 3 Lord Mansfield in the British House of Lords stated the rule of uberrimae fide (Latin for utmost good faith). 

The Tort of Bad Faith 
What Every Insurance Professional, Every Insurance Coverage Lawyer, Every Plaintiffs Bad Faith Lawyer, and Every Insurance 
Claims Person Must know About the Tort of Bad Faith 

A Book Needed by Every Insurance Claims Professional 

The implied covenant of good faith and fair dealing is a concept of insurance law at least three centuries old. It first appeared in British 
jurisprudence in a case decided by Lord Mansfield sitting in the House of Lords as the highest court in Britain. In Carter v. Boehm. 
3Burrow, 1905, Lord Mansfield explained that insurance is a contract upon speculation; the special facts upon which the contingent 
chance is to be computed, lie, most commonly, in the knowledge of the insured only. The underwriter trusts to his representation, and 
proceeds upon confidence that he does not keep back any circumstance in his knowledge, to mislead the underwriter into a belief that 
the circumstance does not exist, and to induce him to estimate the risk as if it did not exist. The keeping back such circumstance is a 
fraud, and therefore the policy is void. 
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Lord Mansfield stated the rule still followed to this day: “Good faith forbids either party by concealing what he privately knows, to draw 
the other into a bargain, from his ignorance of that fact, and his believing the contrary. 

The implied covenant explains that no party to a contract of insurance should do anything to deprive the other of the benefits of the 
contract.” 

For insurance to work; for each insurer to properly evaluate the risks presented; for each insurer to obtain the insurance desired; and for 
each insured and insurer resolve all claims fairly and equitably they must treat each other with the utmost good faith and do nothing to 
deprive the other of the benefits of the contract. 

Each party to the contract of insurance is expected to treat the other fairly in the acquisition and performance of the contract. For 
example, the prospective insured is required to answer all questions about the risk he, she or it are asking the insurer to take and about 
the person the insurer is asked to insure. Similarly, the insurer must honestly, clearly and in good faith explain to the insured(s) the risks 
the insurer is willing to take and the terms, conditions and provisions of the contract of insurance. 

Available as a Hardcover  Available as a paperback  Available as a Kindle Book 

Insurance Fraudsters Deserve No Quarter 
New Book That Explains How to Defeat or Deter Insurance Fraud 

What Every Insurer Should Know About How It Can Be Proactive In The Efforts Against Insurance Fraud By Refusing To Pay 
Every Fraudulent Claim. 

How Giving No Quarter Worked 

Many years ago, a client I represented was offended that an insured tried to defraud him and the people who were names in the syndicate 
he represented at Lloyd’s, London. I walked the Underwriter through the debris of the house that was burned, showed him some of the 
remains of the allegedly highly valuable fine arts, and then explained how he was deceived into issuing the policy. I was the attorney 
for Lloyd’s underwriters for the fine arts and Imperial Casualty for the homeowners policy.  

The Equitable Remedy of Rescission of Insurance 
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. 

Available as: A Kindle book A Paperback or a hardcover . 

Insurance Fraud – Volume I & Volume II Second Edition 
Insurance fraud continually takes more money each year than it did the last from the insurance buying public. No one knows the actual 
amount with any certainty because most attempts at insurance fraud succeed. Estimates of the extent of insurance fraud in the United 
States range from $87 billion to more than $308 billion every year. Insurers and government backed pseudo-insurers can only estimate 
the extent they lose to fraudulent claims. Lack of sufficient investigation and prosecution of insurance criminals is endemic.  

Volume I of Insurance Fraud includes the following: 

 Insurance Fraud is Epidemic. 

 Measuring Insurance Fraud 

 What is Insurance Fraud? 

 Arson for profit. 

 Soft Fraud 

 Hard Fraud 

 Insurance Against the Risk of Loss of Real or 
Personal Property 

 Liability Insurance 

 Interpretation of Insurance Contracts 

 Ethics & The Insurance Fraud Investigation 

 Fraud by Professionals 

 First Party Property Fraud 

 Health Insurance Fraud 

 Insurance Fraud is a Crime 

 Fraud Created by Legal Professionals 

 Fraud in the Acquisition of Insurance 

 Fraud in the Presentation of a Claim 

 Investigation of a Claim for Fortuity 

 Investigating Fraud 

 Arson for Profit Investigation 

 Investigation Methods 

 Evaluation of Medical Records 

Available as a Kindle book; Available as a Hardcover; Available as a Paperback 

Volume II of Insurance Fraud provides coverage of the issues not covered by Volume I and, together with Volume I becomes a 
complete manual for how lawyers and claims people can effectively work to deter or defeat insurance fraud. 

INSURANCE FRAUD IS EPIDEMIC 

The following are covered in this volume including: 
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 The Federal Crime of Insurance Fraud 

 Insurance Fraud as a State Crime 

 Insurance Fraud by Insurers 

 California SIU Regulations 

 Investigating Insurance Fraud 

 The Examination Under Oath 

 The Taking of an Examination Under Oath 

 The Mutability of Memory 

 Rescission 

 Insurance Fraud Statutes 

 The Tort of Bad Faith and Insurance Fraud 

 Sample California Rescission Letters 

 Sample Complaint for Declaratory Relief 

 Form of Mutual Rescission Agreement 

 Form Declaration of Underwriter in Support of 
Rescission 

 Insurance Fraud Statutes 

 Outline of Training for Integral Anti-Fraud Personnel 

 Form of EUO Demand Letter 

 EUO Testimony admitting fraud. 

Available as a Kindle book; Available as a Hardcover; Available as a Paperback 

For Subscribers Only I Have Published Special Insurance Videos 
I published today on Locals.com Video Number 23 of the Excellence in Claims Handling program on Specific, Blanket and reporting 
coverages. I also published on Substack.com Video Number 9 of the Excellence in Claims Handling Program available only to 
Subscribers. The subscribes have access to all the videos and a webinar on “The Examination Under Oath A Tool Available to 
Insurers to Thoroughly Investigate Claims and Work to Defeat Fraud.” 

The videos start with the history of insurance and work their way through various types of insurance and how to obtain and deal with 
insurance claims. 

Subscribe and receive videos limited to subscribers of Excellence in Claims Handling at locals.com 
https://zalmaoninsurance.locals.com/subscribe. 

Subscribe to my publications at substack at substack.com/refer/barryzalma 

Go to substack at substack.com/refer/barryzalma 

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; Go to 
the Insurance Claims Library – https://zalma.com/blog/insurance-claims-library/ 


