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“A Little Nonsense Now And Then Is Relished By 
The Wisest Men.” 

Willy Wonka 

Tom Girardi, 83, the disgraced former Los Angeles celebrity lawyer was indicted by federal grand juries in Los Angeles and Chicago 
on charges of stealing more than $18 million from clients, federal prosecutors announced. He faces a maximum 20-year federal prison 
sentence, according to the U.S. Department of Justice. 

The schemes included stealing funds from a couple whose son was paralyzed in a car wreck, a widow whose husband died when a boat 
unexpectedly sped up to 120 miles per hour (193 kilometers per hour) and flipped, and family members of victims in a 2018 Lion Air 
crash that killed 189 people, according to the indictments. 

Girardi made his name, and his money, taking on powerful corporations and public institutions, including Hollywood’s major movie 
studios, Lockheed, The Los Angeles County Metropolitan Transportation Authority and Pacific Gas and Electric in a case that inspired 
the 2000 Julia Roberts film “Erin Brockovich,” for which he served as an adviser. 

In one case, described in the LA indictment, Girardi settled a case involving a man severely burned in a utility explosion for $53 million. 
But he told the client the settlement was for $7.25 million. More than half the settlement was then embezzled and used to pay expenses, 
firm liabilities and other clients whose funds had also been misappropriated. Payments to the burn victim, meanwhile, were delayed 
through a series of stall tactics. 

The charges were part of an indictment that accused Girardi of embezzling more than $15 million from clients and using funds to cover 
his law firm’s payroll and personal expenses. The case also included charges against Christopher Kamon, the former chief financial 
officer of Girardi’s LA-based law firm, Girardi Keese, alleging they “devised, participated in, and executed a scheme to defraud victim 
clients” until the firm collapsed in 2020. 

Girardi, his son-in-law David Lira, and Kamon were charged with eight counts of wire fraud and four counts of contempt of court. 

The trio allegedly stole more than $3 million in settlement funds meant for family members of those who died in a Boeing plane crash 
off the coast of Indonesia. 

Disbarred lawyer Tom Girardi had not guilty pleas entered on his behalf on charges he embezzled millions of dollars from some of the 
massive settlements he won for clients during a once prominent career. 

Girardi, a high-profile former lawyer and top Democrat donor who hosted a fundraiser for President Joe Biden was indicted by federal 
grand juries for allegedly embezzling over $18 million from suffering clients. The indictments come amid the spectacular downfall of 
top Democrat donor Girardi, who was once LA’s top attorney. 

He lost his law license last year because of client thefts, creditors of his bankrupt Girardi Keese firm are seeking more than $500 million 
and he’s in divorce proceedings with Erika Jayne, who starred on “Real Housewives of Beverly Hills.” 

He’s gone from living in a mansion in Pasadena to an assisted living facility memory care unit, where attorneys say he has Alzheimer’s 
and is under a court conservatorship. 

Girardi also faces federal wire fraud charges in Chicago, where he is accused of stealing about $3 million from family members of 
victims in a 2018 Lion Air crash that killed 189 people. 

Girardi cultivated close ties by donating to powerful Democratic politicians, mayors, governors, members of Congress, presidents, and 
presidential candidates. 
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Background information indicated that Girardi, his relatives, and employees gave at least $7.5 million in political contributions to 
candidates and political committees, from city council races to presidential campaigns. Most of that money went to Democrats, including 
Biden, for whom Girardi hosted a ritzy LA fundraiser during the 2020 presidential cycle. In addition to Biden, Girardi has given tens of 
thousands of dollars each to the likes of Barack Obama, Hillary Clinton, Sen. Dianne Feinstein, and a host of other elected officials at 
the local, state, and federal levels. 

California Gov. Gavin Newsom received $87,600 from Girardi for his 2018 gubernatorial campaign and $8,500 for his 2014 lieutenant 
governor campaign, campaign finance records show. Over the last decade, Girardi and his estranged wife Erika Jayne, gave more than 
$2 million to the national Democratic Party and individual candidates, according to election filings. The political donations were made 
despite Girardi reportedly defaulting on high-interest loans and being forced to liquidate his stock portfolio. 

Girardi’s wealth as a high-powered attorney allowed him easy and intimate access to Democrats. But Girardi’s lavish lifestyle steadily 
came crashing as legal issues worsened, culminating with the recent indictments. The former attorney is also in the process of divorce 
from Jayne, who filed for divorce after 21 years of marriage. 

Girardi, 83, was disbarred for the one unforgivable sin a lawyer can commit, taking money held for a client and using it for his own 
needs and life style.  

Girardi is charged in California and Illinois alongside his firm’s chief financial officer, Christopher Kamon, 49, who did not appear in 
court February 6, 2023. He is jailed on a separate wire fraud case in which he’s accused of embezzling law firm funds to renovate two 
LA-area homes, pay for shopping sprees and hire an escort. 

If the reports of Girardi’s condition is true prosecution – although appropriate on its face – is elder abuse and the prosecution of a person 
unable to defend himself. 

Kamon is due in a Chicago court Tuesday. Girardi’s arraignment there is scheduled for March 3. 

“Go oft to the house of thy friend, for weeds choke the unused path.” – Ralph Waldo Emerson 
“Never let your sense of morals get in the way of doing what’s right.” – Isaac Asimov 
“When you want to help people, you tell them the truth. When you want to help yourself, you tell them what they want to hear.” —
Thomas Sowell 
“The nearer a man comes to a calm mind the closer he is to strength.”  Marcus Aurelius 
“The principle of spending money to be paid by posterity, under the name of funding, is but swindling futurity on a large scale.” —
Thomas Jefferson  
“No one understood better than  
Stalin that the true object of propaganda is neither to convince nor even to persuade, but to produce a uniform pattern of public utterance 
in which the first trace of unorthodox thought immediately reveals itself as a jarring dissonance.” — Alan Bullock  
“If there is any principle of the Constitution that more imperatively calls for attachment than any other it is the principle of free thought 
— not free thought for those who agree with us but freedom for the thought that we hate.” — Oliver Wendell Holmes Jr. 
“Some are so perfectly prepared for the expected that they are defeated by the unexpected.” —  Rabbi Shraga Silverstein  
“The older I get, the smarter my father seems to get.” — Tim Russert 
”There is but one straight course, and that is to seek truth and pursue it steadily.” — George Washington 

This Is One Of A Series Of Fictionalized True Crime Stories of Insurance Fraud from an Expert who explains why Insurance 
Fraud is a “Heads I Win, Tails You Lose” situation for Insurers. The stories help to Understand How Insurance Fraud in 

America is Costing Everyone who Buys Insurance Thousands of Dollars Every year and Why Insurance Fraud is Safer and 
More Profitable for the Perpetrators than any Other Crime. 

The Creation of a Fraudulent Insurance Business 
Most insurance companies are formed by major corporations with considerable assets. They are capitalized with serious money needed 
by the Insurer to cover losses until profits are made. The company is staffed with insurance professionals who believe in the concept of 
spreading risk. The insurers, whether new or old, provide a definite service to the public.  

Betty Bruja wanted to start her own insurance company. She had been an insurance broker for ten years. In those ten years she had 
trained herself with books and training courses from the Insurance Risk Management Institute, the Society of Certified Property and 
Casualty Underwriters, the Insurance Institute and the Insurance Claims Library. By devoted and lengthy study Betty obtained the 
designation CPCU in the minimum time allowed by the Society of CPCU.  

She studied underwriting and claims handling. No person, Betty thought, was as knowledgeable about insurance as she. No insurance 
company operated efficiently. Massive profits could be made if she only was put in control.  
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For ten years Betty Bruja toiled in the trenches of the insurance industry obtaining a small income off 5% to 15% commissions. She was 
frustrated. She knew she could make money if only there was capital to fund a new insurance company.  

Desire, overconfidence and pride eventually overcame the moral sense beaten into her by the Jesuits at Loyola University. Betty decided 
to act as if she were an insurer. As a licensed insurance broker, she had the trust of her customers. They would never check to find out 
if the insurance she provided them was really written by an insurer admitted doing business in the state or a figment of her imagination.  

She obtained from the Department of Insurance a list of all insurers authorized to do business in her state. She then reviewed the annual 
report of the Insurance Commissioner and found three insurers who had only written $15,000 in premium in her state. These insurers 
simply had no marketing effort in her state nor did they have any employees in the state.  

From the three she selected one that had the most secure sounding name: “Security & Permanent Insurance of America” (SPIA). Betty 
then began advertising special insurance with modest prices to her clients. She reported the availability of a special program for 
commercial general liability insurance. The program specialized in high risk businesses like carnivals, bungee jumping facilities, county 
fairs and hang glider parks. The policy would be issued by SPIA, an admitted, “A” rated insurance company. Betty quoted a premium 
30% to 50% less than that quoted by insurers operating through the Surplus Line market.  

Customers rushed to her business. Betty created, on her word processor, official looking application forms seeking detailed underwriting 
information. She agreed to take premiums on monthly payment basis with no interest charged. Each applicant received a laser printed 
declarations page. She created a professional looking SPIA logo to add formality to her fraud. No insured received the wording of the 
policy. The declarations page referred to standard Insurance Services Office forms of CGL insurance.  

The persons who thought they were insured with SPIA were not insurance professionals. They only looked at the declarations page to 
find out that the limits met their requirements. They were thrilled to reduce the insurance premium that they paid.  

Premium dollars flowed into Betty Bruja Insurance Brokerage. She deposited all of the premium in her trust account, paid herself a 
12.5% commission and then paid the remainder into a special SPIA account. She intended to use that money to pay the few claims she 
knew would come despite the quality of her underwriting.  

Ms. Bruja hired an independent adjusting company to investigate and adjust claims. Since none of the policies had any wording, she 
denied coverage on most claims by creating a policy exclusion to fit the claim. During the first year of her program of fraud she paid no 
claims and collected $500,000 in premium.  

In her second year she leased a new office and purchased the most high-tech computer system to operate her new business. At renewal 
time she advised all of her Insureds that SPIA had gone out of the market. She had a new contract, however, with Professional Property 
and Casualty Insurance Company of Newark, New Jersey (PPC) that would write the same types of insurance for a premium only five 
percent greater than the SPIA policies.  

Her second year of business was better than the first. Word of mouth worked to find her new clients. The premium collected doubled. 
Betty Bruja had proved to herself that she could control an insurance company. The fact that the paper she was issuing was fraudulent 
did not concern her. The fact that one serious injury claim would exceed all of her assets, including all of the premium collected did not 
concern her. Betty was certain that her underwriting skills would keep away from her door any serious loss. It was the top-heavy, 
incompetent insurance companies who accepted as insured those persons who had serious losses.  

Robin Sleuth was the owner of a small traveling carnival. He had purchased a policy from Betty and renewed it with PPC. He was 
pleased with the premium. He needed a certificate of insurance in the name of the City of Ojai because his carnival was setting up on 
an empty lot owned by the City. Betty was slow in issuing the form. Robin looked at his insurance file and noticed he never received 
policy wording from Betty. He faxed her a letter demanding a complete copy of his policy and a certificate.  

Betty, recognizing a trouble maker, sent Robin a notice advising, since they could not agree, that his policy was canceled flat and she 
returned the premium he had paid. Robin was furious. He was forced to cancel his appearance in Ojai and scramble to get insurance 
through another agent. The premium was twice that he paid to Betty.  

Robin was the black sheep of his family. Robin loved carnival life. His father was a respected trial lawyer who specialized in suing 
insurance companies. His mother was a supervisor in the Fraud Division of her state’s Department of Insurance. At a family dinner, he 
explained to his parents the problems he was having with insurance. His parents, insurance professionals that they were, suggested he 
deal directly with the president of the insurance company. Mrs. Sleuth obtained a direct phone number for the president of PPC from 
her office and Robin called the next day.  

“Why did you cancel my policy without warning?” he asked the President.  

“What policy?”  

“The $1,000,000 Commercial General Liability Policy you wrote for the Sleuth Carnival.”  

“We don’t have any insurance in force in your state” the President responded with concern. “From whom did you buy this insurance?”  

“Betty Bruja Insurance Brokerage. Isn’t she one of your agents?”  

Since the President had never heard of Betty he obtained as much information as he could from Robin Sleuth and asked that he fax all 
evidence of insurance available. When he received the declarations page the President knew the documents were fraudulent. The policy 
numbers were not numbers used by PPC nor did PPC ever use the ISO forms listed on the declarations page.  

PPC immediately hired a private investigator and counsel experienced in fraud investigation. They flew to Robin Sleuth’s home city and 
interviewed him. They obtained copies of all written evidence and obtained Robin’s promise to maintain the originals in a secure place 
that were not to be destroyed.  
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The lawyer and investigator then flew directly to the city where Betty did business and arrived at her new paneled offices. They 
demanded to see Betty.  

Betty, resplendent in her tailored wool suit and silk blouse, met them with courtesy. They told her whom they represented and that she 
was issuing policies in the name of PPC without authority. Betty was shocked. She denied that she issued policies without approval. She 
would do everything she could to help them. Ms. Bruja wanted, however, before discussing it with them further, to speak with her 
lawyer.  

She made an appointment, while they were there, to meet with her lawyer the next morning and then they would all meet that afternoon. 
She promised to issue no further policies until they met the next afternoon.  

Betty’s lawyer was an honest person. He would never go along with her fraud. She needed something to show him. On her computer 
she created a letterhead for Nicholas Claus Insurance Services, Houston, Texas. The letter, which she created, was dated six months 
before. Claus, as Managing General Agent for PPC, authorized Betty, as exclusive agent in her state, to write CGL policies for carnivals, 
bungee cord facilities and hang glider parks.  

The next day she and her lawyer expressed a willingness to help cure the problem. Betty was just a dupe they claimed. Letters were 
immediately sent to every person who believed they were insured advising them that no insurance existed. Betty and her lawyer agreed 
that she would never again write a policy in the name of PPC. She apologized and agreed to a restraining order.  

PPC and its lawyer were satisfied. They had stopped a fraud in progress. They reported Betty to the Insurance Department and advised 
the Department of the agreement. The Department, overburdened with other work, did nothing since PPC had solved its problem.  

What was unknown to PPC, its lawyer, or Betty’s lawyer was that the next day she picked a new insurance company name. Betty rolled 
all of her clients into Surety and Providence Insurance Company (SAPIC). She told each that she had been duped by PPC but had 
protected them by getting insurance for them with SAPIC.  

Betty is living well. Fraud seems to pay for her. Soon she will make enough money to actually capitalize a legitimate insurance company. 

Unfortunately, for Betty, a three-year-old child fell out of a WhirlyGig and became paralyzed. The parents of the child sued the carnival 
who presented a claim to Betty. She immediately and retroactively cancelled the policy and refused the claim. The carnival had no option 
but to file bankruptcy and the child became a ward of the state. Betty emptied her bank account and moved to a retirement community 
in Sao Paulo, Brazil and never tried to be in the business of insurance again. 

Lawyers Cannot File Suit Without Being Retained by Client 
Attorneys for McClenny Moseley & Associates appeared in a New Orleans courtroom on February 1, 2023 to explain why they claimed 
to represent a homeowner who says she didn’t hire the law firm but did sign some paperwork handed to her by a restoration contractor. 

Magistrate Judge Michael North ordered both MMA founding partner Zach Moseley and Louisiana office manager William R. Huye 
III to appear personally before him after an insurance defense attorney accused the law firm of working with contractors to sign up new 
clients. North ordered the law firm to pay attorney fees to attorneys who were forced to contend with a duplicate lawsuit it filed. It was 
the third time a Louisiana federal judge has sanctioned McClenny Moseley. 

That case number refers to a lawsuit that MMA filed Dec. 4 on behalf of “Trichia” Franatovich, even though another law firm had 
already filed a lawsuit on behalf of Tricia Franatovich (the correct spelling) for the same hurricane damage. The US District Court for 
Eastern Louisiana scheduled the hearing after Matthew Monson, a New Orleans defense attorney who represents the insurer named in 
both lawsuits, filed a lengthy motion accusing MMA of soliciting clients by working with restoration contractors who walked door to 
door in neighborhoods damaged by Hurricane Ida. 

Two federal judges for the Western Louisiana district have sanctioned the MMA law firm for similar duplicate filings. 

Franatovich said in a January 27 letter to the court that she never asked McClenny Moseley to represent her. She said a salesman named 
Brandon with Apex Roofing Co. knocked on her door last April after he spotted a blue tarp on her roof. She said she signed paperwork 
authorizing the company to repair the damage after telling Brandon that she had already hired a law firm. 

Monson alleged the mistakes are generated by a mass marketing campaign that MMA uses by working with an online marketing 
company called Velawcity, which sends text messages to potential clients. 

In a response to Monson’s pleading filed Tuesday, Huye acknowledged “it made some mistakes in this matter as it relates to the dual 
representation of plaintiff,” but also said Monson’s filing was “deliberately misleading” and is part of a “chronic pattern of personal 
attacks.” Huye included in his pleading a copy of a LinkedIn post where Monson announced the February 1 hearing and said he expected 
a full courtroom. 

The response does not mention Velawcity or the alleged marketing effort but accuses Monson of participating in a scheme to help Allied 
Trust Insurance Co. dodge legitimate damage claims. 
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During the hearing, however, North ordered MMA to pay attorney fees to the lawyers representing Franatovich and her insurer, Allied 
Trust, according to a report by nola.com, a local news service. That would mark the second time that a federal judge ordered MMA to 
pay Monson’s fees. The judge also ordered MMA to reimburse Franatovich for any work hours she missed to attend the hearing. 

On February 1, 2023, North ordered the McClenny firm to pay attorneys’ fees to the lawyers representing Franatovich as well as her 
insurer, Allied Trust. He also ordered the firm to reimburse Franatovich for any work hours she missed to attend the hearing. 

Other Discipline 

Two weeks ago, a federal judge in Lafayette ordered the firm to pay $16,000 over the case of an Alexandria man claiming damages 
from Hurricane Laura, for failing to properly investigate the claim, among other offenses. McClenney had sued Allied Trust in that case, 
but the insurer said the firm’s client had no policy with the company. 

Further west, in Lake Charles, U.S. District Judge James D. Cain has held two hearings ripping the head of McClenny’s Louisiana 
operations, William Huye, also for filing lawsuits without properly investigating claims, failing to communicate with clients and filing 
duplicate lawsuits. 

Nevertheless, the judge recently lifted a stay on 140 of the firm’s cases, something Huye had begged him to do in a December hearing. 

But, in a blow to McClenny, the judge also granted motions to reimburse attorneys’ fees in several cases involving United National 
Insurance Co., in which plaintiffs did not have a policy with United National. 

Huye is also facing disciplinary action from another direction. In December, the Louisiana Attorney Disciplinary Board held a hearing 
to determine the appropriate punishment for improperly advertising his firm’s services by failing to include required information, like 
an attorney’s bar registration number and office address. 

Other discipline might still be on the horizon. At least one bar complaint, filed by Monson and relating to the firm’s methods for signing 
up clients, was referenced in court on Wednesday. In it, Monson claims that the firm is improperly messaging clients who sign up 
through generic disaster claim websites, not knowing they are engaging with a law firm. 

As for the firm’s partnership with Apex Roofing, the magistrate has ordered the firm to produce a list of all cases involving the company 
for the court’s review. 

“Y’all can get working on that,” North said. 

Any further sanctions on the firm could have consequences for hurricane survivors across the South. Moseley has claimed his firm had 
signed 15,000 cases related to hurricanes Laura, Delta and Ida. After Hurricane Ian hit Florida late last year, the firm made a push to 
sign up clients in the Sunshine State as well. 

Motion Hearing Order on Motion to Exclude Dated February 2, 2023  

Thu 02/02 11:04 AM MINUTE ENTRY, ORDER AND RECOMMENDATION:  

Proceedings held before Magistrate Judge Michael North: On this date, Plaintiff’s Motion to Nullify and Exclude Appraisal Related and 
related matters came on for oral hearing before the undersigned.  

IT IS ORDERED that the Motion to Nullify and Exclude Appraisal is dismissed as moot. Counsel for Allied and Plaintiff agreed at the 
hearing that any appraisal award resulting from MMA’s invocation of appraisal should be null, given that MMA did not represent 
Plaintiff at the time it invoked appraisal on her behalf.  

IT IS FURTHER ORDERED that no later than February 10, 2023, MMA shall produce to the Court and all counsel of record the 
following information stated herein.  

IT IS FURTHER ORDERED that MMA produce for in camera review, each and every contract or agreement it has or has had with 
Velawcity for the past two years that would be applicable to advertising, marketing, or other services related to Hurricane Ida claims.  

IT IS FURTHER ORDERED that MMA review the attached list of claims and inform the Court no later than February 10, 2023 each 
such claim in which MMA represents Apex Roofing or some other roofing or construction company rather than the person named on 
the list. 

Finally, IT IS RECOMMENDED that case No. 22-cv-4927 be dismissed without prejudice, as counsel for MMA who filed that lawsuit 
did not represent Plaintiff at the time the lawsuit was filed and because that lawsuit is entirely duplicative of the claims set forth in Case 
No. 22-cv-2552. Any objection to this recommendation shall be filed with seven (7) days of this order.  

In Addition 

US District Judge David C. Joseph ordered principals of the McClenney Moseley & Associates law firm to attend a hearing in his court 
room today to explain why they did not attend a Dec. 21 hearing. The law firm has been called before the judge to explain why it had 
filed a lawsuit against a carrier that did not insure the property that was allegedly damaged. 

Judge Joseph’s order directs MMA to “show cause” why monetary sanctions should not be imposed on the law firm for mishandling a 
lawsuit filed by Bobby Dyer against Allied Trust Insurance Co. The complaint states that Dyer’s home in Shreveport, Louisiana was 
damaged by both Hurricane Laura and Delta. Monson, however, said Allied Trust did not insure Dyer’s property. He said that his firm 
notified MMA of the mistake shortly after the lawsuit was filed but MMA took no action to correct the error. 

Joseph’s order requires at least one “principal” of MMA to appear at today’s hearing — not just Dyer’s personal attorney, Grant P 
Gardiner. The order also requires the law firm to address “defendant’s allegations that plaintiff’s counsel failed to properly investigate 
the claim before filing suit as required by Rule 11(b) of the Federal Rules of Civil Procedure.” 



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

Zalma’s Insurance Fraud Letter – Page 6 –The Source For Insurance Fraud Professionals 

In other matters it was disclosed that some of the law firm’s marketing videos were produced by Dmitry Lipinskiy, a social media 
marketing consultant who frequently posts videos of interest to roofing companies. After the Claims Journal reported on Cain’s order 
staying the law firm’s cases, Lipinskiy interviewed Moseley, a founding partner of the firm, and posted the video on YouTube. 

“Because of the millions of dollars that we have invested in technology and AI, I can mediate 100 individual cases a day,” Moseley said. 
“My team can actually probably do 500 a day if we are allowed to, but that’s because we have put in the work, we’ve put in the time 
and more importantly, because we’ve built the processes to do that.” 

But the large number of cases filed by McClenny Moseley caught Cain’s attention. Last month the judge ordered a stay on all of the 
lawsuits filed by the McClenny Moseley law firm after finding civil complaints that duplicated other cases and other errors. Cain said 
he won’t allow any “mass settlements” and ordered the law firm to submit to him copies of every contract it had with clients who had 
agreed to engage the law firm. 

Cain said during the Dec.13 hearing that 3,080 hurricane claims had been filed in the Western Louisiana district and half of those came 
from McClenny Moseley. Cain said among those civil complaints, he found 10 instances in which lawsuits were filed against insurers 
even though McClenny Moseley did not have a contract with the insured. Huye said during the hearing that his firm acquired those cases 
when it hired an associate attorney from another law firm, who brought his clients with him. Cain, however, said he believes it would 
be an ethical violation to share a fee with the other law firm without obtaining the client’s permission. 

That wasn’t the end of McClenny Moseley’s troubles. Attorneys Sidney W. Degan III, representing United National Insurance, said he 
discovered 14 lawsuits filed by McClenny Moseley for properties that United did not insure. 

Cain said property owners may be insured by other carriers, but the lawsuits that named the wrong carrier will have to be dismissed. 
Because the statute of limitations has passed, the insureds will not have an opportunity to sue the correct carriers. 

During the hearing, Reynaud — the other McClenny & Moseley partner who attended — asked Cain to lift a stay that prevents any of 
the law firm’s cases from being settled without going back before the court. Cain refused. He told Huye and Reynaud that they are going 
to have to work each of the hundreds of cases they filed one at time and bring any settlement agreements they reach with carriers to him 
so he can decide whether to lift the stay. He said he won’t allow any mass settlements of hurricane claims. 

Judge Cain said: “I’m going to stand by my position; being a lawyer is a people business. People need representation and you need to 
meet with your clients. I believe in quality over quantity.” He ordered the lawyers to bring every proposed settlement to him for review. 

Layering Up 
McClenny Moseley & Associates has retained a criminal defense lawyer after being sanctioned by a federal judge in New Orleans for 
filing lawsuits on behalf of a homeowner it did not represent. 

On February 17, 2023 the law firm — which has filed hundreds or hurricane lawsuits in Louisiana courts — asked for an additional 14 
days to respond to the court’s demand for documents that show its relationship to restoration contractors and a marketing company that 
sent mass emails to potential hurricane victims. 

New Orleans attorney William P. Gibbens told the court that he was only retained this week and needed more time to be in a position 
to properly represent his clients. Magistrate Judge Michael North denied a two-week extension but signed an order giving MMA an 
additional three days “out of an abundance of caution.” 

“The documents the Court has ordered MMA to produce consist solely of lists of their own claims and/or cases, which information is 
readily available to them,” North’s order noted. “It is not altogether clear how or why additional counsel is necessary to compile non-
privileged information already in MMA’s custody, possession, and control.” 

North on February 1, 2023 ordered MMA to pay attorney fees for attorneys who represented Allied Trust Insurance Co. for the cost of 
responding to a lawsuit that MMA filed on behalf of homeowner Tricia Franatovich. Another law firm already represented Franatovich 
and had filed a lawsuit for the same damages. 

The judge also ordered MMA to reimburse Franatovich for the cost of attending the February 1 hearing. On February 7, 2023, 
Franatovich asked for $322.06 — $266.89 for missed wages, $36.68 for 56 miles traveled and $18.49 for parking. 

North ordered MMA to submit a list of claims related to Hurricane Ida where it had sent letters to insurers purporting to represent 
homeowners but actually represented Apex Roofing Co. Two days later, the judge amended the order to require MMA to disclose its 
relationship with any other roofing contractors. 

Gibbens, a partner with the Schonekas, Evans, McGoey & McEachin law firm in New Orleans, on Monday filed a notice that he 
represents MMA. According to the law firm’s website, his practice focuses on criminal defense and government investigations, as well 
as civil litigation and health care 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 
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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.  

The suit contends that the Defendants conspired, combined and agreed to create or fraudulently increase policy claims to be submitted 
on behalf of insureds by falsely inflating the value of the claims and falsely asserting claims of costs for services not actually rendered, 
in order to induce Citizens to settle the claims and that in furtherance of the scheme, the non-lawyer Defendants, acting in concert with 
Attorney Strems and the Strems Law Firm, also created false and fictitious invoices of services purportedly rendered and repairs 
purportedly required that were used to deceive Citizens into believing that the claims should be settled for the sums negotiated, when in 
fact the damages represented were either grossly inflated or non-existent.  

Defendants acted individually and in concert to defraud Citizens. Citizens has been directly damaged by the Defendants’ conduct.  
Defendants’ scheme to defraud Citizens began in or around 2014 and continues through the present.  

The suit also alleges that the Defendants knowingly and purposely engaged in the fraud and dishonesty described with particularity 
herein, thereby misappropriating Citizens’ funds in payments of artificially inflated and sham claims.  Defendants actively took measures 
to conceal their fraudulent scheme from Citizens, resulting in millions of dollars in actual losses to Citizens. Starting in 2014, the 
Defendants secretly set out and engaged in a criminal conspiracy to defraud not only Citizens, but many other insurers in connection 
with claims made on behalf of Florida homeowners.  

It also contends that Defendants’ Improper Solicitation and Referral of Business to One Another  

During the course of their service to Citizens’ insureds, CCC, AIRS, and the Strems Law Firm referred the business to one another.  To 
the extent one secured a client, it actively promoted each of the others to become involved in the process. The means employed by CCC, 
AIRS, and the Strems Law Firm in referring business to each other was oftentimes contemptible.  

The suit seeks damages under Federal Civil RICO statute, 18 U.S.C. Section 1962 (c)); 18 U.S.C. Section 1962 (d).; Florida’s Racketeer 
Influenced and Corrupt Organizations Act (Florida RICO), and Fraud, Negligent Misrepresentation,  You can read the entire suit here.  

Acquittal is not a Finding of Innocence 
Probable Cause is not a High Bar 

People who attempt insurance fraud are always upset when the fraud fails. When that failure results in an arrest and trial, the upset 
grows. When the jury acquits the fraudster it is never enough to give thanks there is no need to go to jail, the fraudster wants – to 
paraphrase Shakespeare – a pound of flesh from those who stopped the attempt. 

In Joseph Fehl v. Borough Of Wallington; et al, No. 21-3019, United States Court of Appeals, Third Circuit (January 25, 2023) Joseph 
Fehl sued the Borough of Wallington; Witold Baginski, the Borough’s former business administrator; and Sean Kudlacik, a captain in 
the Borough’s police department, alleging civil rights violations. Finding no material facts in dispute, the District Court granted the 
Defendants’ motions for summary judgment. 

FACTS 

Fehl served as a volunteer EMT and firefighter for the Borough of Wallington. He filed for worker’s compensation, claiming he was 
“hit by [a] car” during an emergency response. Kudlacik conducted an investigation that raised questions about Fehl’s story, as it found 
no physical evidence, no indication of serious injury, and no vehicle matching the description Fehl provided. Nor did video from the 
scene show any vehicles in the area where the accident allegedly occurred. As a result, Fehl was indicted for criminal insurance fraud 
and tampering with public records. Following trial, a jury acquitted him of those charges. 

Based on the acquittal, Fehl sued asserting several claims arising from his arrest and prosecution. The District Court granted the 
Defendants’ motions for summary judgment, concluding their acts were supported by probable cause. 
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PROBABLE CAUSE 

Fehl argued that a reasonable jury could have concluded Kudlacik lacked probable cause to investigate his employment claim. However, 
probable cause exists when there is a “fair probability” that the person to be arrested committed the crime. Police officers are not required 
to correctly resolve conflicting evidence and their determinations of credibility need not, in retrospect, be accurate. For those reasons, 
probable cause is not a high bar. 

Drawing all reasonable inferences in Fehl’s favor, the Third Circuit could see no error in the District Court’s analysis. The facts known 
to Kudlacik at the time of Fehl’s arrest provided a sufficient basis to doubt Fehl’s credibility and to believe he committed the charged 
crimes. 

Consider Fehl’s statement in his benefits application that he was struck by a car, with the absence of any corroborating physical evidence. 
Or consider Fehl’s claim that he suffered nerve damage from the accident-an injury that conflicts with the extent and type of physical 
harm a victim would typically suffer in a hit-and-run. Fehl also, after he was confronted, changed his story conceding that he might have 
merely tripped and fallen. 

The finding of probable cause is not negated by the jury verdict. The mere fact that a defendant is later acquitted of the offense for which 
he is arrested is irrelevant to the validity of the arrest. Guilt in a criminal case must be proven beyond a reasonable doubt, a standard 
enforced by the rules of evidence. Probable cause imposes no such burden on the Government-rather, it demands that police officers 
find merely a “fair probability” that a crime was committed. That standard was satisfied at the time of Fehl’s arrest, and the jury’s verdict 
does not alter that finding. 

CONSTITUTIONAL VIOLATIONS 

Fehl contended that Baginski, as Borough administrator, infringed Fehl’s First and Fourteenth Amendment rights. Fehl alleged that 
Baginski concocted a scheme to force Fehl to submit his worker’s compensation claim, directed a third-party administrator not to pay 
the benefits, and conspired with Kudlacik to launch a police investigation. Even if true, these allegations cannot state a constitutional 
claim. 

To state a First Amendment, claim for retaliatory arrest or retaliatory prosecution, a plaintiff must plead and prove the lack of probable 
cause for the criminal charge. Fehl’s arrest and prosecution were, contrary to his claims, supported by probable cause. 

Fehl needed to show that Baginski participated in, directed, or acquiesced to retaliation. Baginski affirmed he had no role in investigating, 
or directing any risk manager in the investigation of, any injury claims, including Fehl’s. Nor did Baginski direct Kudlacik or anyone 
else to arrest Fehl. 

ZIFL OPINION 

The facts established that there was clear probable cause to arrest Fehl, especially after he changed the claim that he was hit by a car to 
he tripped and fell, established a lack of veracity in the claim and an attempt to defraud the employer to obtain Workers’ Compensation 
fraud. His attempt at First Amendment and tort claims failed because there was sufficient probable cause to arrest and try Fehl for 
insurance fraud. That he was acquitted did not change the conclusion that there was probable cause for the arrest and trial. 

 

 

 

 

 

 

 

An airport chef was grounded after lying he hurt his back and then getting caught kayaking with his kids in the UK. Ferenc 
Sumegi said he needed a cane or crutches after straining his back while lifting a fish tray at Heathrow Airport, where he prepped airline 
meals. He claimed £2.2M for a “significant and continuing disability.” Sumegi said he couldn’t work as a chef or lift or make sudden 
movements. The injury kept him on his back 18 hours a day and stopped him from kneeling, squatting and taking his kids to the park, 
he claimed. Sumegi also had to hold onto furniture to get around his Berkshire home, he told a disability doc. Yet surveillance caught 
Sumegi kayaking with his two kids, “vigorously throwing a stick for his dog,” and kneeling in the sand while burying his daughter at 
the beach. Surveillance also found him in a river with a daughter on each shoulder and his arms in the air. And he was seen fishing and 
paddle boarding, walking, filling up his car and shopping with no seeming difficulty. A court dismissed Sumegi’s claim, disallowed him 
from appealing, and ordered him to repay £75K. 

An insurer’s formal Notice of Cancellation meets the requirements of policy rescission, a California court has ruled. The insureds, 
a media company and its directors and officers submitted a D&O insurance application. It had outdated financial information and said 
the media company wasn’t involved in a civil, criminal or administrative action charging violations of federal or state securities statutes 
over the last three years. Then a newspaper reported on financial fraud allegedly committed by two of the company’s directors. That 
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prompted SEC subpoenas, so the insurer sent a cancellation notice to rescind the policy. The insureds then noticed claims made to their 
insurer involving the subpoenas and the suspected financial fraud. The D&O policy was void due to the media company’s material 
misrepresentations, the insurer contended. The insurer waived its right to rescind by sending a cancellation notice instead of a rescission 
notice, the insured’s argued. The court disagreed. The notice was titled a “Notice of Cancellation of the Policy,” yet still met the 
substantive requirements for rescission: It notified the company of its misrepresentations and returned the entire paid premium. 

Prosecutors keep eviscerating a crash ring that terrorized truckers with setup collisions on the roadways around New Orleans. 
In the latest news, another fake passenger was federally sentenced. The case background: Dashonte Young, Lucinda Thomas, Mary 
Wade and Judy Williams met with ringleader Damian Labeaud to organize a setup collision in New Orleans. They let Labeaud drive 
Thomas’ 2009 Chevrolet Avalanche. The group drove around until they saw a 2017 Freightliner tractor-trailer. Labeaud collided with 
the vehicle. Labeaud then left the vehicle and instructed Thomas to get behind the wheel of his Avalanche to make it appear Thomas 
drove the vehicle. Thomas, Wade, Williams and Young contacted police and lied that Thomas was the Avalanche driver of the Avalanche 
and that the tractor-trailer struck her vehicle. Labeaud then returned to the scene and lied that he witnessed the accident and that the 
Freightliner driver was at fault. Labeaud had personal-injury attorney Patrick Keating file two fraudulent lawsuits seeking insurance 
payouts for inflated or fake injuries. Thomas, Wade and Williams each admitted they gave false testimony in lawsuit depositions. After 
pursuing the bogus lawsuits for a year, Thomas, Wade, and Williams settled their cases for just $7.5K each. Young received five years 
of federal probation and must repay $43K. Thomas, Wade and Williams earlier got five years of federal probation. As the ringleader, 
Labeaud will be federally sentenced in May. 

Bobbing and weaving to avoid arrest for six years, Wandale J. Fulton’s blizzard of home arsons, fake property thefts and bogus 
auto thefts finally crashed and burned in Kansas City, Mo. Fulton recruited a coterie of cronies to act as straw home 
buyers and renters in the $740K insurance con. His cohorts burned the homes for inflated insurance claims. Fulton and his 
wife bought a $617K mansion for themselves. Someone kicked in the door and stole $85K of possessions — two air conditioning units, 
three furnaces, a $6.5K lawn mower and 10 leather jackets. Yet Fulton billed American Family up to $300K, then dropped the claim 
when challenged. He next bought a run-down home for $500 and insured it for $177.6K. The place mysteriously burned down a year 
later. Fulton claimed he spent thousands renovating the home. Yet his supposed contractors didn’t exist — his forged invoices listed 
buddies with zero involvement in contracting. Fulton also created a fake car dealership. He stole people’s IDs and used their good credit 
to buy cars at auto auctions. Fulton sold the cars to his pals — who falsely told insurers that someone stole their vehicles. An innocent 
teacher invested his retirement savings in Fulton’s car bogus dealership. Fulton then stole his ID to buy auction cars. ATF agents searched 
his home. They found a Taurus .40-caliber semi-automatic handgun in a shoebox and an Anderson Manufacturing AM-15 semi-
automatic firearm in a backpack. Agents later found a Taurus 9mm pistol in a computer bag. To avoid detection, Fulton had an accomplice 
buy at least two of the firearms recovered from his home. Fulton was handed 15 years in federal prison and must repay 
$380.9K. 

Hundreds of addicted patients were forced to get painful and worthless spinal injections before Dr. Francisco “Frank” Patino 
would give them opioid prescriptions in an attempted $50M looting of Medicare. The lucrative injections supposedly treated chronic 
pain. Yet the patients had no pain and just wanted their drug fixes. The Detroit-area doc also billed for more oxycodone pills than any 
other doc in the U.S. over five years. Patino wrote scripts for more than 2.2M painkiller pills such as fentanyl and oxycodone. Some of 
the medically unneeded pills were resold on the street. Many patients fell into opioid addiction or sank deeper into dependence. At least 
one urine testing lab also paid Patino illegal kickbacks for referring patients for tests. A body builder, he laundered the stolen Medicare 
money through a vanity “Patino Diet” program and sponsoring of mixed martial arts fighters. Patino also hid millions in offshore bank 
accounts while threatening to “break the legs” of one associate if he testified against him. And he hired private investigators to take 
compromising photos of a married, former business partner with exotic dancers. Patino was handed 16½ years in federal prison and 
must repay $30.3M. 

A Montana agent handed fake and altered premium invoices to business clients, so he’d pocket the premiums without placing 
the policies he pretended to sell them in Montana. Mark Anthony Biegler left the victim businesses dangerously exposed to 
catastrophic, uninsured losses. He told clients to pay premiums directly to him instead of the insurers. “He was placing commercial 
insurance with these companies. He would take the premium, and he would pocket the premiums, so he would not actually place the 
insurance,” the state’s Auditor and Insurance Commissioner Troy Downing told reporters. “Then as this fraud grew and as he did that 
with more and more companies, occasionally claims would come up. When a claim would pop up, he would show up as the adjuster, 
which is very unusual. Then if there was a paid claim, then he would write a check from his agency rather than from his insurance 
company to try to keep anybody from figuring out that this was a fraud.” Biegler was given 90 days in prison plus a 10-year suspended 
sentence. He also must repay $150K to six victims total. The state Auditor, Commissioner of Securities and Insurance prosecuted the 
case, and yanked his license in 2020. 

Ali Abed Yasser was fed up with the monthly car payments on his 2014 Lexus IS. So, he staged a collision — then tried to rub out 
a suspected FBI informant. His wife, grown son and two minor daughters and at least two other cohorts also were involved. Ameer R. 
Mohammed intentionally crashed a 2009 Hyundai Sonata into Yaser’s Lexus on a rural road in the Spokane, Wash. area. None of Yasser’s 
family members were in the Lexus. Yet he told them to get medical care for fake injuries and hired a law firm to file their fraudulent 
injury claims. Yasser told two insurers that his wife, son and daughters suffered neck, shoulder and left-leg injuries that required medical 
treatment and physical therapy. He also claimed he had the worst crash injuries. Yasser then lied that he canceled several business orders 
at his roofing firm because he needed a cane to walk. The insurers paid out nearly $127K. Yasser suspected a crash crony was an FBI 
informant. So, he tried to discredit the FBI and torpedo the case. Yasser falsely accused the crony and an FBI agent of asking him for 
$20K to make the case go away. He also recruited another person to secretly record meetings with the suspected informant. Except that 
person was an FBI informant. Yasser wanted to tamper with the recordings to falsely boost his defense at trial. He also solicited the real 
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informant to lure the suspected informant to a garage so Yasser could “finish him off.” He was busted before the plot took off. Yasser 
pled guilty and was given 3½ years in federal prison. 

Stuck in prison while awaiting murder trial, George Rider-El tried to hire his brother and a buddy on the outside to burn down 
his home for an insurance payday in the Detroit area. His brother Lawrence had his related guilty plea tossed. Let’s start from the 
alleged beginning: George befriended a fellow inmate. He told the guy he owned a home and wanted it torched for $2M to fund his 
legal defense. George said he’d already committed several insurance arsons. The inmate became a federal snitch. He agreed to be a go-
between with Rider-El’s enlisted arsonists on the outside — brother Lawrence and Robert Reed White. They’d work with the inmate’s 
“Uncle Sal,” who actually was an undercover federal agent. Sal was supposed to ensure nobody was at home on the targeted day yet 
was told to leave some personal belongings inside. The ATF surveilled a meeting between White and “Uncle Sal.” “They aren’t going 
to know s***. Accident, that’s what it’s going to come down to,” White said. The group was busted before the fire was started. 
Lawrence’s federal guilty plea, however, was overturned on multiple grounds. A new trial date is being set. George already is serving 
life for the unrelated murder, and the arson charges were earlier dropped. 
Windfalls of renter and life insurance underpinned the shot-gunning of Chad Entzel and attempted torching of his house by his 
wife, prosecutors allege in Bismarck, N.D. Chad was found dead in his bedroom. Two fires also had broken out in the home he and 
his wife Nikki shared. Prosecutors contended: Nikki was having an affair with Earl Howard. She thought she’d disabled the home’s 
video surveillance but messed up. The camera kept grinding away. Footage showed her and Howard at the house in the hours before 
Chad’s death. Nikki also took out a $31K renter policy just days before Chad died and made a claim mere days after his death. And she 
contacted his employer, Interstate Power Co., about his $120K employee life policy the day after Chad was killed, though no money 
was paid. As for the fire, an arson dog found accelerants on the bed next to Chad’s body, which was on the bedroom floor. Another fire 
broke out in the furnace room. Nikki blamed ongoing problems with the furnace, though technicians found no problems such as leaking 
gas. Nikki is fighting numerous charges; Howard pled guilty last year and got 25 years. 
Ali Abed Yasser was fed up with the monthly car payments on his 2014 Lexus IS. So, he staged a collision — then tried to rub out 
a suspected FBI informant. His wife, grown son and two minor daughters and at least two other cohorts also were involved. Ameer R. 
Mohammed intentionally crashed a 2009 Hyundai Sonata into Yaser’s Lexus on a rural road in the Spokane, Wash. area. None of Yasser’s 
family members were in the Lexus. Yet he told them to get medical care for fake injuries and hired a law firm to file their fraudulent 
injury claims. Yasser told two insurers that his wife, son and daughters suffered neck, shoulder and left-leg injuries that required medical 
treatment and physical therapy. He also claimed he had the worst crash injuries. Yasser then lied that he canceled several business orders 
at his roofing firm because he needed a cane to walk. The insurers paid out nearly $127K. Yasser suspected a crash crony was an FBI 
informant. So, he tried to discredit the FBI and torpedo the case. Yasser falsely accused the crony and an FBI agent of asking him for 
$20K to make the case go away. He also recruited another person to secretly record meetings with the suspected informant. Except that 
person was an FBI informant. Yasser wanted to tamper with the recordings to falsely boost his defense at trial. He also solicited the real 
informant to lure the suspected informant to a garage so Yasser could “finish him off.” He was busted before the plot took off. Yasser 
pled guilty and was given 3½ years in federal prison. 
A Montana agent handed fake and altered premium invoices to business clients, so he’d pocket the premiums without placing 
the policies he pretended to sell them in Montana. Mark Anthony Biegler left the victim businesses dangerously exposed to 
catastrophic, uninsured losses. He told clients to pay premiums directly to him instead of the insurers. “He was placing commercial 
insurance with these companies. He would take the premium, and he would pocket the premiums, so he would not actually place the 
insurance,” the state’s Auditor and Insurance Commissioner Troy Downing told reporters. “Then as this fraud grew and as he did that 
with more and more companies, occasionally claims would come up. When a claim would pop up, he would show up as the adjuster, 
which is very unusual. Then if there was a paid claim, then he would write a check from his agency rather than from his insurance 
company to try to keep anybody from figuring out that this was a fraud.” Biegler was given 90 days in prison plus a 10-year suspended 
sentence. He also must repay $150K to six victims total. The state Auditor, Commissioner of Securities and Insurance prosecuted the 
case, and yanked his license in 2020. 
Hundreds of addicted patients were forced to get painful and worthless spinal injections before Dr. Francisco “Frank” Patino 
would give them opioid prescriptions in an attempted $50M looting of Medicare. The lucrative injections supposedly treated chronic 
pain. Yet the patients had no pain and just wanted their drug fixes. The Detroit-area doc also billed for more oxycodone pills than any 
other doc in the U.S. over five years. Patino wrote scripts for more than 2.2M painkiller pills such as fentanyl and oxycodone. Some of 
the medically unneeded pills were resold on the street. Many patients fell into opioid addiction or sank deeper into dependence. At least 
one urine testing lab also paid Patino illegal kickbacks for referring patients for tests. A body builder, he laundered the stolen Medicare 
money through a vanity “Patino Diet” program and sponsoring of mixed martial arts fighters. Patino also hid millions in offshore bank 
accounts while threatening to “break the legs” of one associate if he testified against him. And he hired private investigators to take 
compromising photos of a married, former business partner with exotic dancers. Patino was handed 16½ years in federal prison and 
must repay $30.3M. 
A doc used unsanitary equipment intended for one-time use on patients during surgery as part of a $46M Medicare scam in 
Raleigh, N.C. Anita Louise Jackson used the devices to perform balloon sinuplasty — an in-office surgery for chronic sinusitis — 
during more than 1.4K surgeries for Medicare patients. Jackson was supposed to discard the devices for one surgery and then discard 
them. She ordered only 36 new devices yet did more than 1K surgeries. Jackson also illegally convinced patients to receive the sinuplastia 
by voiding their copays. Her patients thus came to the office for a “free” sinus spa for treatments they may not have needed. Jackson 
also hid the full cost of the procedure on bills sent to patients — up to $1.5K for Medicare beneficiaries. Jackson could spend more than 
20 years in federal prison when sentenced. 
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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. 

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. 
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17 Years in Prison for Fraud 
Frank Patino, of the Detroit area, was also ordered to pay $30 million in restitution to Medicare and other insurers, the report said. 

Patino, a Michigan doctor was sentenced to nearly 17 years in prison for leading a years-long $250 million opioid scheme that 
made him and others rich, and left patients addicted, The Associated Press reports. 

Patino declared his innocence in court Monday. His new attorney, Martin Crandall, is seeking a new trial, claiming Patino’s trial 
lawyer botched his defense. Crandall also cites Patino’s philanthropic work as at odds with someone who would commit these 
crimes. 

The scheme involved the distribution of 6.6 million pills and $250 million in false billings, authorities said. Twenty-three people, 
including more than a dozen physicians, have been convicted in this scheme; 18 of them pleaded guilty. 

Patino was convicted in 2021 of conspiracy to commit health care fraud and wire fraud, two counts of health care fraud, conspiracy 
to defraud the United States and pay and receive health care kickbacks, conspiracy to commit money laundering, and money 
laundering. 

The fraud was perpetrated through a multi-state network of pain clinics from 2007 to 2018, court documents show. The clinics were 
frequented by patients suffering from addiction and drug dealers seeking high-dosage prescriptions like oxycodone; the doctors 
working at the clinics were among the highest prescribers of oxycodone in Michigan. 

The scheme involved doctors refusing to provide patients with opioids unless they agreed to “expensive, unnecessary and sometimes 
painful back injections,” documents show. The injections were selected because they were among the highest-reimbursing 
procedures, rather than for medical need. Many patients agreed to repeated injections because of their addiction or desire to obtain 
pills to be resold by drug dealers. 

The proceeds of the fraud were used to “fuel lavish lifestyles,” according to officials. 

ZIFL wonders was the fraud was successful for 11 years before it was stopped. 

Las Vegas Medicaid Provider Dr. Matthew Okeke Sentenced  
Dr. Matthew Obim Okeke, 58, of Las Vegas, and his company, Discovery Mind Center LTD, were sentenced January 17, 2023 in a 
Medicaid fraud case involving Medicaid Fraud, Identity Theft of Older Persons, and Intentional Failure to Maintain Adequate Records 
committed between August 1, 2018, and October 5, 2020.  

The Honorable Jennifer Schwartz adjudicated Discovery Mind Center LTD guilty of one count of Obtaining and Using Personal 
Identifying Information of an Older Person for Unlawful Purposes, a category B felony, and one count of Submitting False Claims: 
Medicaid Fraud, a category D felony. The defendant was ordered to pay $330,000 in restitution and was placed on probation for 36 
months. Dr. Okeke was found guilty of Intentional Failure to Maintain Records and was sentenced to 90 days in the Clark County 
Detention Center, suspended, placed on probation, and ordered to pay an additional $300,000 in costs and penalties.  

The investigation of this case began after the Medicaid Fraud Control Unit (MFCU) received information from the Nevada State Board 
of Medical Examiners (NSBME) that Dr. Okeke was billing Medicaid for services he allegedly rendered while he was out of the country. 
According to the amended indictments, Dr. Okeke’s company was submitting false claims to Medicaid stating Dr. Okeke personally 
provided services to various Medicaid recipients when Dr. Okeke was out of the country, and that Dr. Okeke’s company used the 
personal identifying information of  

Government Reaches a Nearly $26 Million Settlement with Medical Provider in the Central Valley 
Clinica Sierra Vista, which serves customers in Kern, Fresno, and Inyo Counties, voluntarily reported violations of Federal and 
California False Claims Acts 
Clinica Sierra Vista (CSV) according to California Attorney General Rob Bonta and U.S. Attorney Phillip A. Talbert on February 2, 
2023 obtained a nearly $26 million settlement against CSV for underreporting its income in violation of the California False Claims Act 
and the federal False Claims Act. CSV, which serves customers in California’s Kern, Fresno, and Inyo Counties, initially and voluntarily 
reported its conduct to the U.S. Attorney’s Office for the Eastern District of California (USAO) and the California Department of 
Justice’s Division of Medi-Cal Fraud and Elder Abuse (DMFEA). DMFEA and the USAO investigated the case and negotiated the 
settlement, working with the California Department of Health Care Services and the U.S. Department of Health and Human Services 
Office of Inspector General (HHS-OIG). Of the total $25.98 million settlement amount, California will receive $15.59 million, and the 
federal government will receive $10.39 million. 

According to investigators, certain former executives at Clinica Sierra Vista knowingly submitted false information in the course of 
required regular financial reports made to California, thereby enabling CSV to receive excessive payments from the Medi-Cal program. 
The company’s new management discovered these violations after an internal investigation and voluntarily disclosed them to authorities. 

South Florida Marketer Pleads Guilty to Role in Scheme Involving Purchase and Sale of Millions of 
Medicare Beneficiary Identification Numbers 
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One of First Prosecutions under The Medicare Access and CHIP Reauthorization Act of 2015 
Charles William McElwee, 36, pled guilty to one count of conspiring to violate the Medicare Access and CHIP Reauthorization Act 
of 2015 (MACRA), Title 42, United States Code, Section 1320a-7b(b)(4). MACRA is a law that makes it illegal to buy, sell, or distribute 
Medicare beneficiary identification numbers without proper authority. This is one of the first prosecutions brought under MACRA. 

McElwee, a South Florida man pled guilty in federal court January 27, 2023 to conspiring to buy and sell more than 2.6 million Medicare 
beneficiary identification numbers, along with other personal identifiers. 

As part of his plea, McElwee admitted that he and his co-conspirators used “data mining” and “social engineering techniques” to collect 
Medicare beneficiary information, which McElwee then advertised and sold online. The trafficked information included beneficiary 
names, addresses, dates of birth, social security numbers, and Medicare beneficiary identification numbers. According to the charges, 
some of the illicit transactions involved foreign actors, including sellers in the Philippines. 

McElwee’s sentencing hearing is set for April 7, at 1:15 p.m., before U.S. District Judge William P. Dimitrouleas. McElwee faces up to 
five years in federal prison.  

Raleigh, North Carolina, Physician Found Guilty of Using Adulterated and Insanitary Medical Equipment  
Anita Louise Jackson, 59, was found guilty on charges of adulterating medical devices for use on patients with intent to defraud and 
mislead, fabricating medical and healthcare records, paying illegal renumerations, mail fraud, and conspiracy. After a three-week federal 
jury trial, and 5 hours of jury deliberation, Jackson was convicted of using re-used devices to perform more than 1400 surgeries for 
Medicare patients between 2011 and the end of 2017, after the verdict, Jackson was taken into custody pending sentencing. 

Jackson was an Ear Nose and Throat doctor who operated Greater Carolina Ear, Nose, and Throat (GCENT), with offices in Raleigh, 
Lumberton and Rockingham. Between 2011 and the end of 2017, Jackson preformed 1,555 balloon sinuplasty surgeries on 919 Medicare 
beneficiary patients. Balloon sinuplasty is an in-office surgery to treat chronic sinusitis. The FDA has cleared the Entellus XprESS 
device to be used in the performance of balloon sinuplasty procedures, but only on one patient, during one surgery. After that, the device 
must be discarded. But, between 2012 and 2017, Jackson obtained, at most, 36 new Entellus devices, despite being, at times, the top-
paid Medicare provider of balloon sinuplasty services in the United States. The evidence showed that Jackson misled and did not inform 
her patients that they were receiving a procedure with an adulterated device. The evidence also showed, and the defendant admitted on 
cross-examination, that she had sufficient money to buy every patient a new device – but chose not to do so. 

Jackson billed Medicare more than $46 million dollars for the balloon sinuplasty procedures between 2014 and 2018. She netted more 
than $4.79 Million from Medicare for these surgeries alone. That amount does not include any sinuplasty surgeries performed on patients 
with private health care insurance, other than Medicare, and monies received from Medicare prior to that time. The jury ordered forfeiture 
in the amount of $4,794,039.31 Million. 

Jackson was also convicted on 10 counts of illegally inducing her patients to receive the sinuplasty surgery, by failing to collect the 
portion of the surgery that the patient was required to pay – the co-pay. Jackson, through her employees, marketed the sinuplasty surgery 
as a “sinus spa.”  In doing so, Jackson induced her patients to come to the office for a “free” sinus spa, induced her patients to receive a 
treatment they may not need, or may not have agreed to, had the full out-of-pocket cost to the patient been disclosed. In an effort to 
continue obtaining patients for the procedure, Jackson wrote-off, or otherwise hid, the full cost of the procedure on any bills sent to the 
patient after their visit to GCENT. The patient portion of the sinuplasty surgery could be as high as $1,500 for Medicare beneficiaries, 
which the jury found was not disclosed to patients.  

Jackson was also convicted of three counts of making false statements relating to health care benefits, two counts aggravated identity 
theft, and three counts of mail fraud. Between 2017 and 2018, Jackson became the subject of three audits by Medicare contractors. The 
evidence showed, and the jury found, that the defendant fabricated medical records supplied to auditors in an effort to keep more than 
$1.7 million that had already been paid to her by Medicare. The jury convicted Jackson of fabricating and modifying medical records to 
justify the billing of balloon sinuplasty surgeries to Medicare auditors. Two aggravated identity theft counts related to the defendant’s 
knowing use of forged patient signatures on documents in which patients allegedly declared that they received surgeries from the 
defendant, and that they needed them. The defendant’s Mail Fraud convictions pertained to her fraudulent use of fake medical records 
to deceive auditors, and to deceive a fellow physician. The defendant was also convicted for tricking a fellow ENT physician into signing 
a sworn statement that her medical documentation supported her prior balloon sinuplasty surgeries. 

The defendant was convicted of conspiring with her staff to commit device adulteration, to pay illegal remunerations, to make false 
records, and to commit mail fraud. 

The federal jury convicted Jackson on all 20 counts in the indictment, which included: Count 1 – Device Adulteration 21 U.S.C. 
§ 331(k),  21 U.S.C. § 333(a)(2) and 21 U.S.C. § 35l(a)(2)(A);  Counts 2-11 – Illegal Renumerations 42 U. S. C. § 1320a-7b(b)(2)(B) 
and 18 U. S. C. § 2; Counts 12-14 – Making False Statements Relating to Health Care Benefits 18 U.S.C. § 1035(a)(2); Counts 15-16 – 
Aggravated Identity Theft 18 U.S.C. § 102A(a)(1); Counts 17-19 – Mail Fraud 18 U.S.C. § 1341; and Count 20 – Conspiracy  18 U.S.C. 
§ 371. 

Jackson faces a maximum term of imprisonment of 20 years for Mail Fraud, 10 years for Paying Illegal Remunerations, and 5 years for 
Conspiracy and Making False Statements, and three years for Adulteration with the intent to defraud or mislead. Aggravated Identity 
Theft carries a 2-year mandatory prison sentence, consecutive to any other punishment. Jackson also faces fines exceeding $250,000. 

Two Florida Doctors Convicted in $31 Million Medicare Fraud Scheme 
Dean Zusmer, 54, of Miami, was a chiropractor who conspired with others to steal millions of dollars from Medicare. Zusmer owned 
one of four DME companies that collectively billed Medicare over $31 million for medically unnecessary DME, of which over $15 
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million was paid. Zusmer and his co-conspirators, including Jeremy Waxman, acquired patient referrals and signed doctors’ orders by 
paying kickbacks to marketers who used overseas call centers to solicit patients and telemedicine companies to procure prescriptions 
for unnecessary braces for these patients. Court documents and evidence presented at trial further demonstrated that Lawrence 
Alexander, M.D., 45, of Miami, was an orthopedic surgeon who owned one of the DME companies with Waxman and concealed both 
his and Waxman’s roles in the scheme by putting the DME company in the name of one of Alexander’s family members. 

According to court documents and evidence presented at trial, a federal jury convicted the two Florida doctors January 31, 2023 for their 
roles in a scheme to defraud Medicare by submitting over $31 million in claims for expensive durable medical equipment (DME) that 
Medicare beneficiaries did not need and that were procured through the payment of kickbacks. 

Zusmer was convicted of conspiracy to commit health care fraud, health care fraud, conspiracy to pay illegal health care kickbacks, 
paying illegal health care kickbacks, and false statements relating to health care matters. He is scheduled to be sentenced on April 20 
and faces a maximum penalty of 10 years in prison on each of the following counts: conspiracy to commit health care fraud; health care 
fraud; and paying illegal health care kickbacks. Zusmer faces a maximum penalty of five years in prison for the following counts: 
conspiracy to pay illegal health care kickbacks and false statements relating to health care matters. 

Alexander was convicted of false statements relating to health care matters. He is scheduled to be sentenced on April 20 and faces a 
maximum penalty of five years in prison. A federal district court judge will determine any sentence after considering the U.S. Sentencing 
Guidelines and other statutory factors.  

Waxman was previously sentenced to over 15 years in prison for his role in the scheme. 

Niles, Ohio Physician Pleads Guilty to Illegally Prescribing Controlled Substances and Healthcare Fraud  
Jeffrey Sutton, 65, a physician who practiced in Niles, Ohio until early 2022 pleaded guilty in federal court on Monday, January 30, 
2023, to 31 counts of illegally prescribing patients opioids and other controlled substances, one count of illegally distributing controlled 
substances, and 20 counts of healthcare fraud. 

According to court documents, from January 2015 through January 2022, Sutton knowingly prescribed medically unnecessary controlled 
substances to patients outside of the usual course of professional practice and without a legitimate medical purpose.  In doing so, court 
documents state that Sutton caused health care benefit programs to be fraudulently billed for both office visits and the controlled 
substances. 

As part of his conduct, court documents state that Sutton prescribed opioid medications to patients for extended periods, including for 
over a decade, with little change in regimen and despite knowing that the opioid therapy treatment had failed. Court documents go on 
to state that Sutton also prescribed short-acting opioid therapy medications to patients for extended periods without establishing 
treatment goals, pain diagnoses, accurate examinations, and either without any medical imaging or with medical imaging that could not 
justify the opioid prescribing. 

Court records show that, among his patients, Sutton escalated opioid dosages to extreme levels, sometimes increasing the dosage by 
more than 1,000% and sometimes prescribing more than 22 times the level of opioids that the U.S. Centers for Disease Control and 
Prevention identified as posing a risk of overdose requiring increased scrutiny. Sutton combined those opioids with other medications 
like benzodiazepines, a combination that has been known to cause serious risks of slowed or difficult breathing, coma, and death.  Sutton 
also ignored documented behaviors that indicated patients were abusing or diverting prescribed controlled substances or abusing non-
prescribed controlled substances like cocaine and fentanyl. 

In addition, Sutton admitted that he ignored warnings provided by prescription drug management organizations, insurance carriers, and 
state authorities about his high prescribing and danger to patients. He also admitted to ignoring and choosing not to act on patient 
requests to lower dosages. 

Sutton also admitted to engaging in sexual acts with patients to whom he directly prescribed controlled substances, including during 
office visits. He also admitted to delivering dozens of oxycodone pills to the home of a patient with whom he was engaged in a sexual 
relationship, outside the course of treatment and without a valid prescription. 

Finally, Sutton also pleaded guilty to fraudulently causing healthcare benefit programs to pay for patients to receive the medically 
unnecessary controlled substances and office visits that Sutton required patients to attend to obtain those prescriptions. 

Illinois Medical Device Manufacturer Agrees to Pay $500,000 to Resolve Allegedly Fraudulent Medicaid Claims  
Joint Active Systems, Inc. (JAS), a manufacturer of range-of-motion devices located in Effingham, Illinois, agreed to pay $500,000 to 
settle civil claims under the Federal and North Carolina False Claims Acts concerning allegations that JAS caused submission of false 
claims to the North Carolina Medicaid program for certain durable medical equipment. 

Specifically, the United States and the State of North Carolina alleged that from January 6, 2012 through January 29, 2021, JAS was 
unable to directly bill North Carolina Medicaid for its “EZ” range-of-motion devices because JAS did not meet North Carolina Medicaid 
requirements and/or lacked credentials necessary to do so. JAS allegedly bypassed those requirements — and its concomitant inability 
to bill North Carolina Medicaid directly—by entering into arrangements with local North Carolina orthotics and prosthetics providers 
to bill EZ devices on its behalf.  JAS allegedly directed the local North Carolina orthotics and prosthetics providers to improperly submit 
claims for JAS EZ devices as orthotics using “L-Codes” under the Healthcare Common Procedure Coding System (“HCPCS”), thereby 
bypassing the medical necessity reviews and/or authorization processes that may have otherwise taken place. The Governments alleged 
that the JAS EZ devices did not qualify for reimbursement as “L-Code” orthotics under North Carolina Medicaid, and that the JAS EZ 
devices were not listed as reimbursable devices on the North Carolina Medicaid fee schedule. Indeed, JAS received an official coding 
verification from the Centers for Medicare and Medicaid Services that designated one of JAS’s EZ devices as an “E-Code” (durable 
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medical equipment) device, not as an “L-Code” (orthotic) device. The Governments alleged that JAS nevertheless continued to use local 
North Carolina providers to bill its EZ devices as “L-Code” devices. In turn, JAS allegedly would pay the local orthotics and prosthetics 
providers by allowing them to retain a certain amount of the reimbursement. 

The Federal and North Carolina False Claims Acts authorize the Governments to recover triple the money falsely obtained, plus 
substantial civil penalties for each false claim submitted. 

Cardiac Monitoring Company Settles Fraudulent Billing Allegations 
Beyond Reps, Inc. d/b/a IronRod Health and Cardiac Monitoring Services (“IronRod”) agreed to pay $673,200.92 to resolve 
allegations arising under the False Claims Act that they submitted false claims to federal health care programs relating to remote cardiac 
monitoring services. 

IronRod is a healthcare solutions company with headquarters in Phoenix, Arizona. IronRod provides remote cardiac monitoring services, 
among other services. The Government alleges that between January 1, 2018 and April 30, 2021, IronRod utilized technicians who 
lacked required credentials to conduct remote cardiac monitoring readings. The government also alleges that between June 1, 2018 and 
August 20, 2018, IronRod misrepresented that it performed services in New York State in order to obtain higher reimbursements from 
Medicare for remote cardiac monitoring services. 

The civil settlement includes the resolution of claims brought under the qui tam or whistleblower provisions of the False Claims Act by 
Coleen DeGroat. Under those provisions, a private party can file an action on behalf of the United States and receive a portion of any 
recovery. The qui tam case is captioned United States ex rel. DeGroat v. Beyond Reps, Inc. et al., 20-cv-1262 (W.D.N.Y.). Ms. DeGroat 
will receive a share of the settlement. 

Behavioral Health Provider Pays $384K to Settle Allegations it Overbilled Connecticut Medicaid  
COMMUNITY MENTAL HEALTH AFFILIATES, INC. (“CMHA”), entered into a civil settlement agreement with the federal and 
state governments in which it will pay $384,322 to resolve allegations it overbilled the Connecticut Medicaid program for certain 
behavioral health services. 

CMHA is a behavioral health provider with a headquarters in New Britain and has 10 locations in northwestern and central Connecticut. 
At one of its locations, Harvest House in New Britain, CMHA runs a group home for clients with serious and persistent mental illness. 

CMHA provides Medicaid Rehabilitation Option (MRO) services to its clients residing at Harvest House. MRO services are designed 
to help clients who have functional disabilities secondary to serious and persistent mental illness achieve maximum functioning in self-
care and independent living. In order to receive monthly MRO payments, a behavioral health provider, such as CMHA, must furnish 
clients with at least 40 hours of MRO services per month and document such services in accordance with Medicaid requirements. 

The government alleged that CMHA submitted claims for MRO services to Connecticut Medicaid for certain clients for certain months 
at Harvest House and were paid the monthly fee for those services, but failed to document at least 40 hours of covered MRO services 
per month for the clients in question. To resolve the governments’ common law claims, CMHA agreed to pay $384,322, which covers 
the time-period from January 2015 through December 2019. 

The investigation of CMHA was initiated through the filing of a complaint under the whistleblower provisions of the federal and state 
False Claims Acts. The relator (whistleblower) will receive 15 percent of the settlement, in the amount of $57,648. 

The case related to this settlement is captioned United States and State of Connecticut ex rel. Lugli v. Community Mental Health 
Affiliates, Inc. (Docket No. 20-cv-1483). 

Hudson Physician Sentenced to Prison and Ordered to Pay $2.1 Million in Restitution for Role in Prescription Drug Kickback 
Conspiracy  
Deepak Raheja, 66, of Hudson, Ohio, was sentenced today to 30 months in prison by U.S. District Judge Sara Lioi after he pleaded 
guilty to his role in a pharmaceutical kickback conspiracy. In addition to the prison sentence, Raheja was ordered to surrender his 
medical license, pay $2,163,995 in restitution, and a $50,000 fine. 

According to court documents, between February 2011 and July 2016, Raheja and co-defendants Frank Mazzucco, Gregory Hayslette, 
and Bhupinder Sawhny conspired together to increase the number of prescriptions that Raheja and Sawhny wrote for Nuedexta, a 
prescription drug, in exchange for the payment of monetary kickbacks and other items of value. 

Court records reflected that Mazzucco and Hayslette were employed as pharmaceutical sales representatives by Avanir Pharmaceuticals 
in the region where Raheja and Sawhny practiced.  Avanir Pharmaceuticals manufactured Nuedexta, a drug approved by the FDA solely 
to treat pseudobulbar (PBA). PBA is a condition characterized by involuntary, sudden, and frequent episodes of uncontrollable laughing 
and crying. 

According to court records, Avanir promoted Nuedexta through a speaker’s bureau, in which Avanir representatives engaged doctors to 
speak about and promote Nuedexta to other medical professionals. Typical speaking engagements involved dinner at a high-end 
restaurant in which the doctor made a presentation with a slide deck provided by Avanir. An Avanir sales representative was responsible 
for inviting attendees and attending the presentation. 

Court documents state that Raheja joined Avanir’s speaker’s bureau in February 2011 and gave approximately 211 speaking 
presentations at various restaurants and doctor’s offices between October 2011 and April 2016. For each of these purported presentations, 
court documents claim that Raheja received approximately $1,500. 

During this timeframe, court documents say that Raheja received approximately $331,550 in total payments from Avanir and wrote 
approximately 10,088 Nuedexta prescriptions – the highest in the country. 
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As part of the conspiracy, Mazzucco and Hayslette incentivized physicians, including Raheja and Sawhny to write Nuedexta 
prescriptions through various means, such as arranging speaker’s bureau programs, which were mostly social events; honoraria 
payments; the falsification of sign-in sheets from speaking engagements to maximize payments and providing food and beverages to 
doctors and their office staff. 

Court documents explained that Raheja and Sawhny took steps in return for these things of value, including writing more Nuedexta 
prescriptions; causing the submission of billings to Medicare and Medicaid for Nuedexta prescriptions for patients that did not have 
PBA; falsely diagnosing patients with PBA and recording fictitious symptoms in patient records to support a diagnosis of PBA. 

Mazzucco and Hayslette are both scheduled to be sentenced in February 2023 for their roles in the scheme. Sawhny was sentenced to 
serve three years’ probation and pay $40,126.22 in restitution for his role in the scheme. 

Medical Equipment Suppliers Convicted of Health Care Fraud 
Ikechukwu Udeokoro, 47, of North Bergen, New Jersey, owned Meik Medical Equipment and Supply (Meik), a durable medical 
equipment supplier that was located in the Bronx, New York. Ayodeji Fasonu, 56, of Bridgeport, Connecticut, was Meik’s manager. A 
federal jury convicted the two men February 7, 2023 for engaging in a scheme to defraud Medicare Advantage and Medicaid managed 
care plans of over $3.8 million. 

According to court documents and evidence presented at trial, Meik, Udeokoro and Fasonu billed Medicare Advantage and Medicaid 
managed care plans for hundreds of expensive patient support systems that were never provided to patients or caregivers. These support 
systems included large devices that were designed to assist with lifting immobile patients and patients in nursing homes. In reality, 
Udeokoro and Fasonu provided patients with recliner chairs that had a seat lift feature. Between December 2010 and February 2014, 
Udeokoro and Fasonu fraudulently billed Medicare Advantage and Medicaid managed care plans more than $3.8 million and were paid 
approximately $2.4 million. 

Udeokoro and Fasonu were both convicted of health care fraud. They are scheduled to be sentenced on Aug. 14 and Aug. 16, 
respectively, and each 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. 

OraPharma, Inc. Agrees to Pay $100,000 to Resolve Allegations of False Claims Act Violations  
OraPharma, Inc. has agreed to pay $100,000 to resolve allegations that the incentive compensation it paid to certain account managers, 
who also practiced as dental hygienists, resulted in the submission of false claims to the Medicare program.  

Headquartered in Bridgewater, N.J., OraPharma sells oral health products, including Arestin, a sustained-release antibiotic that dental 
providers administer locally as an adjunct to treatment for periodontal disease. 

OraPharma admits in the settlement agreement that from June 2012 through December 2020, they employed account managers – 
including individuals who practiced as dental hygienists – to promote Arestin to dental practices. Following their retention as account 
managers by OraPharma, some of these dental hygienists occasionally worked in a dental office or offices in their assigned sales 
territories but did not disclose in certain instances this occasional hygiene practice to OraPharma as required under the company’s 
conflicts-of-interest policies. The account managers may have received, or were eligible to receive, incentive compensation for Arestin 
prescriptions that they may have recommended to Medicare beneficiaries when the account managers were performing dental hygienist 
duties in a dental office—i.e., while operating outside the scope of their employment with OraPharma. As a result, the United States 
contends that OraPharma’s payment of incentive compensation to account managers for any prescriptions reimbursed by Medicare in 
the offices where the account managers practiced as dental hygienists violated the Anti-Kickback Statute and thereby caused false claims 
to Medicare.  

Home Health Agency Owner Sentenced To 54 Months Prison For Over $100 Million Health Care Fraud 
MARIANNA LEVIN was sentenced to 54 months in prison for her leadership role in a broad fraud scheme that defrauded Medicaid 
for home health and personal care services that were not actually rendered, resulting in the loss of more than $100 million. United 
States District Judge John P. Cronan imposed the sentence.  LEVIN pled guilty to wire fraud on June 1, 2022. 

According to statements and filings in federal court:  

Since in or about 2015, LEVIN engaged in a widespread fraud scheme through which she and her co-conspirators 
defrauded Medicaid for home health and personal care services that were not actually rendered.  During the course 
of the scheme, LEVIN served in a senior, executive role at a licensed home care service agency based in Brooklyn, 
New York (“Agency-1”). In or about 2016, LEVIN and her co-conspirators opened a second licensed home care 
service agency based in Brooklyn (“Agency-2” and, together with Agency-1, the “Agencies”). LEVIN served as the 
owner of Agency-2 and also continued in her leadership role at Agency-1. 

The Agencies purported to provide home health and personal care services to patients residing in all five boroughs 
of New York City and Nassau County. Combined, the Agencies employed approximately 3,000 home health and 
personal care aides (the “Aides”). Most of the Aides were licensed to provide home health aide services and 
personal care services. 

Home care is a health service provided in the patient’s home to promote, maintain, or restore health or to lessen the effects of illness 
and disability. Home care includes personal care services, administered by Aides, including housekeeping, meal preparation, bathing, 
toileting, and grooming. 
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From in or about 2015 to in or about December 2020, Medicaid reimbursed the Agencies hundreds of millions of dollars for home 
health and personal care services. A significant portion of the Agencies’ billings were fraudulent. In particular, the Agencies billed 
Medicaid for “no-show” cases in which Aides claimed to be performing home health or personal care services when they were not. At 
times when Aides falsely claimed to be performing home health or personal care services, they, in fact, stayed home, ran personal 
errands, vacationed, and socialized with family and friends. The fraud at the Agencies coincided with ballooning costs on home care 
in New York State. In or about January 2020, New York’s State budget director announced, in substance and in part, that spending in 
the home health space tripled between the 2013 and 2019 fiscal years, representing a $4.8 billion increase. 

With no-show cases at the Agencies, an Aide’s fraudulently obtained wages were often split between the no-show Aide and the no-
show patient. In addition to paying kickbacks to no-show patients, no-show Aides sometimes paid kickbacks to conspirators who 
referred no-show cases to Aides at the Agencies.  

LEVIN and her co-conspirators also engaged in other fraudulent activity to boost the Agencies’ billing and increase the amount of 
money paid out to the Agencies. Over the course of the scheme, LEVIN received more than $5 million in compensation from the 
Agencies. In imposing the sentence, Judge Cronan emphasized the seriousness of LEVIN’s involvement in the fraud, the losses it 
caused, and the need to deter other home care businesses and workers from engaging in similar crimes. 

In addition to her prison term, LEVIN, 49, of Brooklyn, New York, was ordered to forfeit $1,496,000 and pay restitution of 
$36,328,183. 

West Roxbury Man Pleads Guilty to Role in Physical Therapy Clinic Fraud Scheme Boston 
 Slava Pride pleaded guilty on November 17, 2022, to one count of conspiracy to commit mail fraud in connection with a scheme to 
defraud an insurance provider for physical therapy services that were not provided to patients. He is scheduled to be sentenced on 
March 23, 2023. Pride was indicted in February 2021 along with co-defendants Anna Barenboym, Gyulnara Bayryshova and Raya 
Bagardi. Pride was a physical therapy assistant at Brighton Physical Therapy (BPT), a Brighton-based physical therapy clinic owned 
by Bayryshova. Barenboym and Bagardi were also employed at BPT as he, a licensed physical therapist and a licensed physical 
therapist assistant.  

From October 2018 through June 2020, Pride and, allegedly, his co-defendants conspired to cause an insurance company to reimburse 
them for physical therapy services that were not actually provided and/or were not medically necessary and, in some cases, were 
provided by individuals not licensed to provide the services. Specifically, Pride and, allegedly, his co-defendants falsely billed for 
services purportedly rendered to patients injured in automobile accidents when the services were not actually provided. It is further 
alleged that BPT paid patients for referrals, referred patients to attorneys to assist with patients’ insurance settlements and accepted 
kickbacks from those attorneys in return. Pride is the second defendant to plead guilty.  

On March 17, 2022, Barenboym pleaded guilty to her role in the conspiracy and is scheduled to be sentenced on April 4, 2023. 

Insurance Broker Pleads Guilty to Insurance Fraud Following Investigation in Addiction Treatment 
Scams Pelham  
A Pelham, Massachusetts man pleaded guilty on August 30, 2022 to nine counts of larceny over $250, nine counts of filing a false 
health care claim and four counts of conspiracy in connection with preying on people with substance use disorder, sending them to 
treatment facilities in Florida, and signing them up for false insurance policies in order to make a profit. He was sentenced to three 
years’ probation and ordered to perform 100 hours of community service. The Pelham man had his New Hampshire insurance broker 
license revoked in a separate hearing with the New Hampshire Division of Insurance. He worked with an alleged co-defendant to 
recruit patients at substance use disorder meetings in Massachusetts to write up false and misleading insurance policies on their behalf. 
The facility in Florida would then bill insurance companies for treatments. Insurance companies allegedly paid out a total of 
approximately $730,000 in insurance claims as a result of this scheme. The charges against the co-defendant are still pending. 

Pill Club Pays $3.2 Million Over Alleged Fraudulent Claims Practices 
The Pill Club Holdings, Inc. (dba The Pill Club), formerly known as Hey Favor, Inc., paid $3.2 million after a California Department 
of Insurance investigation alleged it violated the California Insurance Frauds Prevention Act by submitting false claims to insurance 
companies for reimbursement for telehealth visits and prescribing and dispensing FC2 female condoms that were not medically 
necessary.  

The Pill Club is an online health company that offers hormonal birth control, emergency contraceptives, and female condoms to patients 
via asynchronous and synchronous telehealth appointments. Patients fill out an online questionnaire. Nurse practitioners employed by 
The Pill Club would review the online questionnaires and prescribe hormonal birth control and/or FC2 female condoms based on a 
patient’s answers. The Pill Club allegedly falsely billed for the nurse practitioners’ review of the online questionnaires by claiming that 
the review was an in-person patient visit and that the visit lasted 16-30 minutes.  

Additionally, The Pill Club allegedly submitted false claims to health insurers for reimbursement for FC2 female condoms that patients 
did not want and were not medically necessary. The Pill Club then dispensed the FC2 female condoms from its own in-house pharmacies 
based out of California and Texas.  

The Department began its investigation after receiving a qui tam complaint alleging The Pill Club violated California law and had a 
pattern of submitting fraudulent insurance claims. The relators were represented by Anderson Berry from Arnold Law Firm and Michel 
Hirst of Hirst Law Group PC. The California Attorney General separately also reached a settlement with The Pill Club for alleged 
violations under the California False Claims Act.  
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Guilty of Providing False Insurance Documents 
Oscar Sanchez, a former insurance producer from Marshalltown, Iowa was recently sentenced to a pair of five-year suspended prison 
sentences after pleading guilty to multiple counts of insurance fraud in December following an investigation by the Iowa Insurance 
Division Fraud Bureau. 

An inquiry into the actions of Sanchez, who pleaded guilty on December 8, 2022 began in September of 2020. According to a press 
release, the investigation concluded that Sanchez provided fictitious insurance documents to multiple individuals in Marshalltown and 
collected premium payments for insurance policies that did not exist. Sanchez collected illegitimate cash deductibles from insureds, 
which he used for his own personal gain. 

Sanchez was arrested on July 26, 2021 and released after posting bond, and on Dec. 8, 2022, he pled guilty to three counts of Insurance 
Fraud — fraudulent submissions and four counts of insurance fraud — fraudulent sales practices (each a Class D felony). On Feb. 3, 
Sanchez received a five-year suspended prison sentence, two to five years supervised probation and a $3,075 civil penalty for the 
fraudulent submissions charges. 

Sanchez also received a separate five-year suspended prison sentence, two to five years supervised probation, a $4,100 civil penalty and 
$38,070 in restitution for the fraudulent sales practices offenses. 

Lt. Tricia Thein added that the victims — she estimated there were at least eight — were members of all ethnic and socioeconomic 
groups, and Sanchez, who had worked in the industry for about 10 years, simply looked for individuals who may not have had a clear 
understanding of how the insurance system works.  

Unlicensed Westminster Insurance Agent Sentenced After Stealing $140,000  
Robert Meseer, 69, of Westminster, was sentenced February 8, 2023 after pleading guilty to 55 felony counts of grand theft, insurance 
fraud, and forgery. Meseer was sentenced to three years of supervised formal probation and ordered to pay $92,140 plus 10 percent 
interest. Meseer has already paid $65,000 in restitution to his victims.  

In 2016 Meseer was arrested after a California Department of Insurance investigation revealed he had acted as an insurance agent to 
steal more than $140,000 from several business owners.  

Meseer, doing business as MRM Insurance, began illegally managing MRM Insurance after a relative’s license expired in 2009. The 
relative had been operating the agency, which gave Meseer access to client files and allowed him to implement various schemes to bilk 
premiums from unsuspecting policyholders. 

After receiving a referral from a business owner who discovered Meseer had issued them a bogus insurance certificate listing a 
nonexistent insurance company, the Department launched an investigation. Additional evidence revealed numerous alleged violations 
by Meseer, including issuing bogus insurance documents, overcharging several times the amount of the premium, giving inflated 
billings, not disclosing the true cost of coverage to customers, renewing policies without forwarding’ premium payments, and even 
soliciting new insurance business, all without a proper license. 

ZIFL can only wonder why Meseer only received a sentence of supervised formal probation instead of jail. 

Carolina Insurance Agents Plead Guilty to Ponzi Scheme Charges 
Joseph Floyd and William Floyd Jr., two brothers, longtime insurance agents in Whiteville, North Carolina, are on their way to several 
years in prison after pleading guilty to running a Ponzi scheme that defrauded friends, family and other members of the community. 

At sentencing, Joseph and William Floyd could face as much as five years in prison, a $250,000 fine and restitution to victims of the 
scheme, the U.S. Attorney for Eastern North Carolina said. 

Floyd’s Insurance Agency has been a part of the Whiteville community, about 45 miles west of Wilmington, for years. Several other 
insurance agents and the head of the local Chamber of Commerce declined to talk to Insurance Journal about the Floyd brothers, the 
scandal, or the impact it has had on the town. 

A criminal information document filed in federal court charged that the scheme began around 2012. The insurance agency, known as 
FIA, had borrowed upwards of $20 million from investors, used at least partly to fund a premium finance company the brothers had co-
founded in Raleigh, known as Monthly Payment Plan. The Floyds found that they did not have the means to service the debt through 
any legitimate source. 

They came up with a “loan program,” and more than 150 people in the area and beyond were promised returns as high as 10% if they 
invested or loaned money to the Floyds. The plan turned out to be a classic Ponzi scheme, in which earlier investors were paid with 
funds provided by later investors, court documents contend. 

By guaranteeing the loans with promissory notes, which are considered securities, the Floyds violated federal law: The brothers did not 
register the notes with the U.S. Securities and Exchange Commission, prosecutors said. 
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Prosecutors and court records did not indicate how the scheme unraveled or came to light but by May 2020, it came crashing down when 
the insurance agency filed for Chapter 11 bankruptcy protection. Two months later, the Floyd brothers each filed for personal 
bankruptcy. 

The brothers will have to forfeit property and assets to help pay the fines and restitution. 

Guilty of Auto Insurance Fraud in Massachusetts  
According to the Massachusetts Insurance Fraud Bureau: 

On August 23, 2022, a Springfield man pleaded guilty to a charge of motor vehicle insurance fraud. He was sentenced to six months in 
the House of Corrections. The Springfield man reported to Progressive Insurance Company that his 2002 Kia Sedona was allegedly 
stolen from his residence sometime around 3:30 PM on February 5, 2018. The Springfield man stated the doors were locked and he 
had possession of all keys to the vehicle. Police recovered the Kia approximately four hours later. Investigation revealed that the Kia 
was involved in a motor vehicle accident the day the Springfield man alleged the vehicle was stolen. An individual stated he was a 
passenger in the vehicle and identified the Springfield man as the operator of the vehicle at the time of the accident. The Springfield 
man maintained his version of the loss until he was presented with the results of the insurer’s investigation. The Springfield man then 
admitted that he was operating the Kia with one passenger in the vehicle when he crashed into vehicles parked in traffic. Police 
subsequently filed criminal charges against the Springfield man stemming from his motor vehicle accident and reported motor vehicle 
theft.  

A Springfield woman admitted to sufficient facts on October 20, 2022, on charges of motor vehicle insurance fraud and attempt to 
commit a crime. The case was continued without a finding for one year. On May 1, 2018, the insured operator of a 2008 Hyundai 
Elantra reported to Plymouth Rock Assurance Corporation that she was involved in a single vehicle accident. The insured woman 
stated after she dropped off the Springfield woman at a barber shop, she backed over a broken sign pole in the parking lot that 
ruptured the Hyundai’s fuel tank. The insured operator stated she was alone in the vehicle at the time of the accident, and she was not 
injured. Both police and fire departments responded to the accident scene, but no reports were completed by either department. On 
May 2, 2018, the Springfield woman alleged to the insurer that she was an unrestrained front seat passenger in the Hyundai at the time 
of the parking lot accident and as a result suffered emotional distress. The Springfield woman stated she is also allegedly suffering 
from headaches and neck spasms due to the accident.  

On August 10, 2022, a Pittsfield man admitted to sufficient facts on a charge of motor vehicle insurance February 2023 Community 
Insurance Fraud Initiatives Highlights continued fraud. The case was continued without a finding for six months. On February 27, 
2020, a 2014 Kia Sportage belonging to the Pittsfield man drove off the road and into a driveway before hitting a tree. Police 
responded to the scene and found the Pittsfield man alone outside of the Kia. The Pittsfield man reported to Progressive Insurance 
Company that a friend was allegedly driving the Kia during the time of the accident but then fled the scene. An Event Data Recorder 
analysis revealed the Kia was equipped with working seat sensors that turn the airbag sensors on when an occupant is in the passenger 
seat. However, the driver side sensors were the only sensors initiated at the time of the accident. The friend of the Pittsfield man 
alleged to be driving the Kia at the time of the accident, denied operating the Kia that night. 

Guilty of Staged Automobile Accident 
Dashontae Young, age 28, of Houma, Louisiana, was sentenced for Conspiracy to Commit Wire Fraud, in violation of Title 18, 
United States Code, Section 371, arising out of a staged automobile accident with a tractor-trailer occurring in New Orleans. 

According to documents filed in federal court, on June 6, 2017, Young and co-defendant’s Lucinda Thomas, Mary Wade and Judy 
Williamsdrove from Houma, La., to meet with Damian Labeaud, for the purpose of staging an automobile accident in order to 
obtain money through fraud.  

After their meeting, Thomas, Wade, Williams, and Young agreed to allow Labeaud to drive Thomas’ 2009 Chevrolet Avalanche 
vehicle. The defendants then drove around the vicinity of Chef Menteur Highway and Downman Road of New Orleans until they 
located a 2017 Freightliner tractor-trailer. At approximately 12:30 P.M., Labeaud intentionally collided with the tractor-trailer. 
Labeaud then exited Thomas’ vehicle and instructed Thomas to get behind the wheel of Thomas’ Avalanche to make it appear that 
Thomas was driving the vehicle at the time of the staged accident. 

Thomas, Wade, Williams, and Young contacted the NOPD and falsely reported that Thomas had been the driver of the Avalanche and 
that the tractor-trailer had struck her vehicle. Labeaud then returned to the scene and also made false statements to the NOPD that he 
had witnessed the accident and that the driver of the tractor-trailer had been at fault. 

Before and after the staged accident, Labeaud contacted attorney Patrick Keating (“Keating”) and arranged a meeting with Thomas, 
Wade, Williams, and Young at a fast food restaurant on Chef Menteur Highway. Keating then filed two lawsuits in state court that 
were removed to the U.S. District Court for the Eastern District of Louisiana. 

Thomas, Wade, and Williams each admitted to providing false testimony in various depositions taken in conjunction with the lawsuits 
filed by Keating. Ultimately, but only after a year of pursuing their fraudulent lawsuits, did Thomas, Wade, and Williams settle their 
cases for $7,500.00 each. 

U.S. District Judge Eldon E. Fallon sentenced Young to five (5) years’ probation, $43,000.00 in restitution, and $100.00 mandatory 
special assessment fee. 
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Every Person Who is Insured Needs to Understand How Judges interpret Insurance Policies.  
The book provides those who are insured, insurance claims people, insurance claims executives, underwriters, insurance agents, 
insurance brokers, insurance coverage lawyers and policyholders lawyers an ability to understand how they should emulate the courts 
when interpreting an insurance policy to avoid taking untenable positions with regard to claims. 

The book is available at Amazon.com as a hardcover here; a paperback here; and as a Kindle Book here. 

“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 
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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. 

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 
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The following are covered in this volume including: 

 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 on Locals.com more than 25 videos and two webinars of the Excellence in Claims Handling program. I also published on 
Substack.com videos and webinars 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” among others.  

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/ 
 


