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“Television Is Very Educational. The Minute Somebody Turns It On, I Go To 
The Library And Read A Book.”  

      Groucho Marx  

 

Police Officer Convicted for Fraud in Reporting an Accident Affirmed 
Police Officer Should never Lie about Results of Chase 

In State Of Ohio v. Anthony Holmes, No. 115123, 2026-Ohio-736, Court of Appeals of Ohio, Eighth District, Cuyahoga (March 5, 2026) 
a police officer appealed criminal conviction as a result of lies about a high speed chase. 

FACTUAL BACKGROUND 
On October 3, 2021, Da’Shawn Allen fled police in a stolen vehicle, leading officers on a high-speed chase through Cleveland. Allen 
testified that police vehicles repeatedly bumped his car, preventing him from stopping. The pursuit ended when a white Challenger struck 
Allen’s vehicle, ejecting him from the car. 
Anthony Holmes, an East Cleveland police officer, joined the pursuit as backup and became the lead vehicle. Holmes testified that Allen 
was “brake-checking” him during the chase. Body-camera footage showed Holmes accelerating, running a red light, and colliding with 
Allen’s vehicle. Shortly after the collision, Holmes instructed his partner, Tristan Homan, to “tell them they struck our vehicle,” after 
which Homan radioed dispatch stating that Allen brake-checked and struck the police car. 
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Holmes later admitted to investigators that he struck Allen’s vehicle. A police report authored by codefendant Ian McInnes reflected the 
version that Allen intentionally caused the collision. 
Holmes was charged with multiple offenses. After trial, he was convicted of: 
 Interfering with civil rights, 
 Dereliction of duty, 
 Tampering with records, 
 Telecommunications fraud and acquitted of assault-related counts. 
The trial court merged dereliction of duty into tampering with records and imposed concurrent sentences totaling 12 months. 

LEGAL ISSUES 
The officer sought reversal for lack of sufficiency of the evidence; Tampering with records;  
Knowingly falsifying or altering a record, without privilege, with purpose to defraud or knowledge of facilitating a fraud; 
telecommunications fraud; transmitting or causing transmission of information by telecommunications with purpose to further a scheme 
to defraud; and allied offenses.  

DISCUSSION & ANALYSIS 
The court held that body-camera footage, Holmes’s own admissions, and testimony regarding police policy violations constituted 
sufficient evidence to prove fraudulent intent and knowing facilitation of false records and transmissions. Credibility attacks on Allen 
went to weight, not sufficiency, and the jury did not lose its way. 
Even though Holmes did not personally author the report or make the radio call, instructing another officer to transmit false information 
— knowing it would enter official records — supported both convictions. 

HOLDING 
The Court of Appeals overruled all nine assignments of error and affirmed Holmes’s convictions and sentences for interfering with civil 
rights, dereliction of duty, tampering with records, and telecommunications fraud concluding that a reasonable jury could determine that 
Holmes’s instruction to Homan to “tell them they struck us” was made with the purpose to defraud. Homan’s body camera demonstrates 
that it was not until Holmes instructed Homan to radio the false statement that Homan did so. 
Viewing the evidence in the light most favorable to the State, the Court of Appeals found that Holmes’s convictions for tampering with 
records, telecommunications fraud, interfering with civil rights, and dereliction of duty were supported by sufficient evidence. 
The court concluded that the evidence supporting Holmes’s convictions was simple and direct and that Holmes’s nine assignments of 
error were overruled and his convictions and sentences for interfering with civil rights, dereliction of duty, tampering with records, and 
telecommunications fraud were affirmed. 

ZIFL OPINION 
This is a very sad case where a police officer, rather than report the truth about events during a high speed chase worked with his partner 
to avoid responsibility for the accident that resulted injuring the person being chased and an innocent driver. The criminal offenses should 
never be committed by a police officer and his appeal, setting froth nine assignments of error were rejected summarily by the Court of 
Appeal. Finding fraud by the police officer the Court of Appeals affirmed the conviction and sentence. 

 

  

Convicted Fraudsters Try to Cheat Each Other 
After failing to defraud insurers about the loss of a diamond ring the two admitted fraudsters sought possession of the seized ring which 
was neither lost nor stolen but was seized by the state. 

In State Of North Carolina v. Kevin Ray Reece and Debra Lee Goldman, No. COA25-569, Court of Appeals of North Carolina (March 
18, 2026) two fraudsters disputed the ownership of a platinum-banded diamond ring seized during a criminal investigation as the subject 
of Insurance Fraud. 

FACTUAL BACKGROUND 
Kevin Ray Reece pleaded guilty to two counts of felony obstruction of justice related to the ring and requested its return under N.C. G.S. 
§ 15-11.1(a). Debra Lee Goldman, who also pleaded guilty to insurance fraud and obstruction of justice involving the same ring, sought 
its release and claimed ownership. 

Both parties agreed Goldman was the original owner, having received the ring from her ex-husband in 1999. Reece asserted he purchased 
the ring from Goldman in February 2018 for $17,000 but lacked any documentary proof of the transaction. 

The trial court held an evidentiary hearing, considering witness testimony and various documents, including accountant notes, affidavits, 
and law enforcement reports. Ultimately, the trial court found Goldman to be the rightful owner and denied Reece’s subsequent Motion 
for Appropriate Relief, prompting appeal. 
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The trial court determined the written evidence was not satisfactory to establish ownership, and there being no further evidence to 
establish it, determined Goldman was the rightful owner of the diamond ring. The trial court received conflicting evidence, such as the 
loan Reece claimed he obtained from his friend, Jeff Hudspeth, who told SBI he did not recall giving a $9,000 loan to Reece, and the 
evidence Reece attempted to manipulate a person named Slusher into saying he witnessed a cash transaction between Reece and 
Goldman. Goldman’s testimony was equally conflicting and questionable, such as her assertion that Wall fabricated testimony to cover 
Reece and protect herself. 

LEGAL ISSUES 
The case involves a statute,  N.C. G.S. § 15-11.1(a), which governs the return of seized personal property. Both Reece and Goldman 
sought release of the diamond ring. The trial court was tasked with determining rightful ownership based on the evidence presented at 
the evidentiary hearing. 

ANALYSIS 
The trial court focused on the absence of documentary evidence supporting Reece’s alleged purchase. While accountant notes referenced 
a sale, no formal receipt, bill of sale, or corroborating communications were produced. The court weighed testimony from Reece, 
Goldman, and other witnesses, alongside affidavits and investigative reports. The parties’ agreement on Goldman’s original ownership 
and the lack of credible proof of transfer to Reece were significant factors. 

DISCUSSION 
The trial court found the evidence insufficient to support Reece’s claim of ownership, concluding Goldman retained title to the ring. 
Reece’s inability to produce concrete documentation or third-party confirmation of the sale undermined his position. 

The court’s findings were affirmed on appeal, emphasizing the importance of objective evidence in resolving property disputes arising 
from criminal proceedings. 

ZIFL OPINION 
Two criminals admitted that they used the seized diamond ring as part of an insurance fraud scheme and pleaded guilty to various crimes 
related to the scheme. The state seized the ring as part of its investigation of the insurance fraud scheme and after pleading guilty both 
criminals claimed ownership of the ring. The court took time, heard testimony, and resolved the dispute giving one of the fraudsters the 
right to ownership of the ring. Neither should have received the ring; it should have been sold to provide restitution to the insurer that 
investigated the fraudulent claim. 

 

“Let each citizen remember at the moment he is offering his vote that he is not making a present or a compliment to please an individual — or at least 
that he ought not so to do; but that he is executing one of the most solemn trusts in human society for which he is accountable to God and his country.” 
—Samuel Adams 
“Life is 10% what you make it, and 90% how you take it.”  —   Irving Berlin  
“The problem of social organization is how to set up an arrangement under which greed will do the least harm, capitalism is that kind of a system.” —  
Milton Friedman  
“It is easier to fight for one's principles than to live up to them.” —   Alfred Adler  
“G_d causes events to coincide, and we call them 'coincidences'.”  —   Rabbi Shraga Silversteinin  
“Valuing people for their efforts and achievements, and thus expecting everyone to lead a useful life, even those who can well afford to be useless, is 
one of America's greatest contributions to the world.”  — Judith Martin  
“The mild voice of reason, pleading the cause of an enlarged and permanent interest, is but too often drowned, before public bodies as well as 
individuals, by the clamors of an impatient avidity for immediate and immoderate gain.” —James Madison 
“Laws are made for men of ordinary understanding and should, therefore, be construed by the ordinary rules of common sense. Their meaning is not 
to be sought for in metaphysical subtleties which may make anything mean everything or nothing at pleasure.” —Thomas Jefferson  
“MR. CLEMENT: “And postmarks have their own problems. I mean, the main mailbox, post box in – post office, rather, in Chicago stays open 24/7. 
So, when all the other polls close in Illinois or every other state at 8 p.m. … the post office is still open until midnight. Now I'm not here to say that 
there could ever be voting fraud in Chicago.” — Watson v. Republican National Committee(2026) 
"There is a certain enthusiasm in liberty, that makes human nature rise above itself, in acts of bravery and heroism." —Alexander Hamilton  
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ERISA Saves Fraudulent Claims Suit 
Allegations of Fraudulent Insurance Billing Must be Pleaded with Specificity 
In Genesis Laboratory Management LLC v. United Healthcare Services, Inc. and Oxford Health Plans, Inc., No. 21cv12057 (EP) (JSA), 
United States District Court, D. New Jersey (March 13, 2026) Genesis Laboratory Management LLC (“Genesis”), a New Jersey-based 
molecular diagnostic and anatomic pathology laboratory, provided COVID-19 related testing services and submitted claims for 
reimbursement as an out-of-network provider to United Healthcare Services, Inc. (“United”) and Oxford Health Insurance, Inc. 
(“Oxford”). Metropolitan Healthcare Billing, LLC (“Metropolitan”), owned by the same individual as Genesis, managed the billing for 
Genesis. 
FACTUAL BACKGROUND 
United and Oxford, who administer both ERISA and non-ERISA health insurance plans, allege that Genesis and Metropolitan, along 
with unnamed parties, submitted fraudulent reimbursement claims under various health plans. 
ISSUES 

 Whether Genesis, Metropolitan, and associated parties submitted fraudulent claims for reimbursement under the health plans 
administered by United and Oxford. 

 Whether the Counterclaim Defendants’ motion to dismiss all counterclaims should be granted in whole or in part. 
 Which specific counterclaims, if any, survive dismissal under federal and state law standards. 

LAW 
The case involves federal, state, and common law claims, including those under the Employee Retirement Income Security Act of 1974 
(ERISA) for certain plans, and state law for non-ERISA plans. 
The legal issues center on allegations of fraud, improper billing, and the submission of false claims for reimbursement under health 
insurance policies administered by United and Oxford. 
DISCUSSION 
The Counterclaim Defendants moved to dismiss all counterclaims asserted by United and Oxford, who opposed the motion and filed a 
reply. The Court decided the motion on the papers without oral argument.  The allegations involve both ERISA-governed and non-
ERISA health plans, implicating different legal standards. 
ANALYSIS 
The Court found that the motion to dismiss warranted a mixed outcome, granting it in part and denying it in part. This indicates that 
some of the counterclaims did not meet the threshold for dismissal at this stage, while others were sufficiently challenged to warrant 
dismissal. 
Federal Rule of Civil Procedure 12(b)(6) 
Pursuant to Federal Rule of Civil Procedure 12(b)(6), a court accepts all well-pled factual allegations as true, construes the complaint in 
the plaintiff’s favor, and determines whether, under any reasonable reading of the complaint, the plaintiff may be entitled to relief. 
To survive a Rule 12(b)(6) challenge, a plaintiff’s claims must be facially plausible.  Threadbare recitals of the elements of a cause of 
action, supported by mere conclusory statements, do not suffice. 
Counterclaimants Seek Recoupment Of Overpayments Based Upon Three Sets Of Allegations, All Of Which Appear To 
Underlie Each Counterclaim. 
Counterclaimants do not state any claim against Metropolitan, nor do they state any state law or common law claim The Court will 
therefore grant the Motion in part and will dismiss multiple counts. Counterclaimants do, however, state an ERISA claim and a claim 
for declaratory judgment based upon the Cash Price Allegations as those allegations relate to ERISA plans. The Court will therefore 
deny the Motion in part and permit Counts One and Ten to proceed. 
ERISA preempts state law and common law claims based on the Cash Price Allegations.  Counterclaimants’ State law claims based on 
Genesis’s posted cash price for COVID-19 testing are preempted by § 1144(a). 
Counterclaimants Need Only Satisfy Plausibility, And They Have Done So Here With Respect To Genesis.  
Because the CARES Act did not modify non-ERISA plans, Counterclaimants cannot plead facts that would make their Cash Price 
Allegations actionable in the context of non-ERISA plans. 
Because Counterclaimants adequately plead a violation of ERISA against Genesis, however, Counterclaimants may proceed with Count 
One against Genesis for overpayments under ERISA plans based on the Cash Price Allegations.  Counterclaimants fail to explain why 
any diagnostic test (such as a COVID-19 test) needed to have been performed “separately” or only pursuant to a physician’s orders. 
Accordingly, the Court will grant the Motion as to all claims based on the Ancillary Testing Allegations and will dismiss those claims 
without prejudice. 
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ZIFL OPINION 
ERISA actions are singularly federal issues and if properly alleged can be stated in a federal court action. Other actions need to be 
pleaded carefully, the counterclaimants failed to do so, and those allegations were dismissed without prejudice giving the parties the 
opportunity to try to plead their cases more carefully. 
 

 

In Kindle, paperback and hardback formats, The Compact Book of Adjusting Property Claims, Fourth Edition is now available for 
purchase here and here. The Fourth Edition contains updates and clarifications from the first three editions plus 
additional material for the working adjuster and the insurance coverage lawyer.  

A Primer for the First Party Property Adjuster The insurance adjuster is seldom, if ever, mentioned in a policy of 
insurance. The strict wording of the first party property policy sets the obligation to investigate and prove a claim 
on the insured.  

Standard first party property insurance policies, based upon the more than a century old New York Standard Fire 
Insurance policy, contain conditions that require the insured to, within sixty days of the loss, submit a sworn proof 
of loss to prove to the insurer the facts and amount of loss.  

In general, failure to file the proof within the time limited by the policy is fatal to an action upon it (White v. Home 
Mutual Ins. Co., 128 Cal. 131, 60 P. 666 (1900); Beasley v. Pacific Indem. Co., 200 Cal.App.2d 207, 19 Cal.Rptr. 
299 (Cal. App. 1962).  

Available as a hardcover here. Available as a Kindle Book here. Available as a paperback here  

 

No Right to Recover Allegedly Lost Jewelry When You Defrauded Your Insurer  
Fraudulent Claims Defeated by Great Investigation 

In The Cincinnati Insurance Company v.  Zachary M. Zeltzer, Civil Action No. 25-2687, United States District Court, D. New Jersey 
(March 11, 2026) Plaintiff The Cincinnati Insurance Company issued an insurance policy to Defendant Zachary M. Zeltzer covering, 
among other things, jewelry. On September 3, 2021, Defendant submitted a claim reporting the loss of four jewelry items while 
vacationing in Italy. 

FACTS 
Based on Defendant’s representations, Plaintiff accepted coverage and paid $454,052.50 on October 18, 2021. In December 2024, 
Plaintiff learned that three of the allegedly lost jewelry items were located in a safe in Defendant’s Puerto Rico home. 

Plaintiff recovered the items and reopened its investigation, alleging that Defendant knew at all relevant times that the jewelry was not 
lost. Plaintiff filed suit alleging violations of the New Jersey Insurance Fraud Prevention Act (IFPA) and breach of the policy’s 
concealment or fraud condition. 

ISSUES PRESENTED 
Personal Jurisdiction: 
Statute of Limitations:  

Is Plaintiff’s action barred by a two-year suit limitation provision in the insurance policy? 

Policy Breach by Insurer: 
Did Plaintiff breach the policy by failing to offer return of the recovered jewelry? 

Governing Law – Personal Jurisdiction 
General jurisdiction requires contacts so “continuous and systematic” that the defendant is “at home” in the forum. 

Specific jurisdiction requires minimum contacts showing purposeful availment, and that the litigation arises out of those contacts. 

Statute of Limitations & Contractual Mutuality 

Suit-limitation clauses are interpreted according to their plain language. Mutuality of obligation is not required where the contract is 
supported by independent consideration (such as payment of insurance premiums). 

Pleading Standards 

Rule 8(a): Complaint must plausibly state a claim for relief. 
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Rule 9(b): Fraud must be pleaded with particularity (who, what, when, where, and how), though intent and knowledge may be alleged 
generally. 

The standard is relaxed where facts are peculiarly within defendant’s knowledge. 

Effect of Fraud on Coverage 

Under New Jersey law, fraud voids insurance coverage, including under concealment or fraud clauses. 

Court’s Analysis - Personal Jurisdiction 

The court found specific jurisdiction over Defendant. Key contacts with New Jersey included: The policy was issued in New Jersey and 
covered Defendant’s residence in Montclair, NJ. Defendant submitted a sworn Proof of Loss notarized in New Jersey, describing events 
occurring in New Jersey. 

These facts demonstrated that Defendant purposefully directed activities at New Jersey, and the litigation arose directly from those 
activities. 

Statute of Limitations 

The court rejected Defendant’s limitations argument, holding: The policy’s two-year suit limitation applies only to actions brought 
against the insurer, not actions brought by the insurer. Defendant’s reliance on the doctrine of mutuality was misplaced because the 
policy was supported by independent consideration (insurance premiums). 

Accordingly, the limitation provision did not bar Plaintiff’s claims. 

Sufficiency of Fraud Pleading 
The court held that Plaintiff satisfied both Rule 8 and Rule 9(b) by pleading: The specific claim at issue; The jewelry items allegedly 
lost; Dates of submission, payment, and discovery; and Defendant’s alleged knowledge and possession of the jewelry 

Alleged Breach by Plaintiff 
Defendant argued Plaintiff breached the policy by failing to return the recovered jewelry. The court rejected this argument because: It 
assumed the claim was legitimate, whereas Plaintiff alleged fraud. Under New Jersey law, fraud voids coverage, eliminating any 
obligation to return items at this stage. 

Discussion & Holding 
The court concluded that: It had specific personal jurisdiction over Defendant. The policy’s suit limitation clause did not apply to 
Plaintiff’s claims. Plaintiff pleaded fraud with sufficient particularity. Alleged fraud, if proven, would void coverage and defeat 
Defendant’s breach argument. 

Defendant finally argues that Plaintiff breached Section 3(d) of the Policy by failing to offer to return the recovered jewelry. Defendant’s 
argument “presumes that coverage exists under the policy and that the claim was legitimate.” However, Plaintiff is alleging the 
opposite—that the claim was fraudulent and that Defendant knowingly violated the Policy’s concealment or fraud condition. Under 
New Jersey law, fraud voids coverage. The concealment or fraud clause stating that the entire policy is void if the insured makes a 
material misrepresentation about a material fact or circumstance relating to the insurance. Given the factual allegations of fraud that 
would void the Policy under the concealment or fraud provision therein, the Court cannot find Plaintiff in breach of Section 3(d) at this 
stage of litigation. 

Defendant’s Motion to Dismiss is DENIED in full. 

ZIFL OPINION 
Crime doesn’t pay is not just a dream in this case it is proved. The insured made a fraudulent claim for the loss of jewelry and received 
almost a half million dollars for his effort. The insurer found the allegedly stolen jewelry in the insured’s Puerto Rico home and sued. 
The fraud was established, the insured was found to have no right to the jewelry or the money, and he should have been reported by the 
judge to a local New Jersey Prosecutor for prosecution for fraud. 

 

Arizona Cardiology Group Paying $4.75M Over Unnecessary Vein Procedure Allegations 
Tri-City Cardiology, P.C., a physician group based in the metro area of Phoenix, and three physicians are paying the sum to resolve 
allegations that they violated the False Claims Act by performing the procedures. 

The cardiology business and three physicians in Arizona were ordered to pay $4.75 million to resolve allegations they performed 
medically unnecessary vein ablations. 

The U.S. Department of Justice alleged that from January 1, 2017, to April 27, 2022, Dr. Jaskamal Kahlon, Dr. Joshua D. Cohen, and 
Dr. M. Joshua Berkowitz knowingly performed ablations on perforator veins that did not qualify for treatment under accepted standards. 
Perforator veins are small veins that connect deep and superficial leg veins and require treatment only in certain circumstances. 
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The DOJ contended that Tri-City and the physicians incorrectly measuring or documenting in medical records the duration of outward 
blood flow, the diameter of veins, patient symptoms, and conservative therapy measures, which gave the appearance that the ablations 
met accepted medical standards and were justified. 

American Health Companies, dba American Health Partners, Agrees to Pay Over Two Million Dollars to 
Resolve False Claims Act Liability Involving a Tennessee Nursing Home  
American Health Companies, LLC (“AHC”), doing business as American Health Partners (“AHP”), agreed to pay $2,090,309 to 
the United States and Tennessee to resolve False Claims Act allegations related to billing Medicare and TennCare for grossly substandard 
nursing home services from Lewis County Nursing and Rehabilitation, LLC, between 2019 and 2024. During those years, Lewis 
County Nursing and Rehabilitation did business as AHC Lewis County and operated as a subsidiary of AHP. AHP is a company 
headquartered in Franklin, Tennessee, that provides senior health services and owned nursing homes, including AHP Lewis County, 
during the relevant years. AHC Lewis County was a 131-bed facility in Hohenwald, Tennessee. 

The United States and Tennessee alleged that AHC Lewis County systematically provided grossly substandard and/or worthless nursing 
home services that failed to meet the required standards of care in various ways. For example, the United States and Tennessee alleged 
that AHC Lewis County failed to provide residents with proper wound care, appropriate infection control, and protection from falls. The 
United States and Tennessee similarly alleged that AHC Lewis County failed to prevent residents from weight loss and loss of their 
range of motion. The United States and Tennessee also alleged that AHC Lewis County overprescribed antipsychotic medications to 
residents. 

In addition, in June 2023, the Tennessee Health Facilities Commission temporarily suspended admissions to AHC Lewis County due to 
a survey report that found conditions at the facility to be, or likely to be, detrimental to the health, safety, or welfare of residents. Around 
the end of 2024, AHP sold its nursing homes, and AHC Lewis County now operates under new ownership. 

Under the settlement agreement, AHP will pay a total of $2,090,309, plus interest. Of that amount, $1,196,074 goes to the United States, 
and $894,235 will go to Tennessee. 

The civil claims settled by this Settlement Agreement are allegations only, and there has been no determination of liability. 

Physician Sentenced to 1 Year Imprisonment, a $60,000 fine, and Restitution of $349,272.79 for 
Adulterating and Misbranding Medical Devices with the Intent to Defraud  
Dr. Eric Edward Haeger, age 57, of Brewster, Washington, on March 25, 2026 was sentenced by United States District Court Judge 
Rebecca L. Pennell to one year and a day in federal prison followed by a one-year term of supervised release after Haeger pleaded guilty 
to adulterating and misbranding medical devices with the intent to defraud or mislead. Judge Pennell also sentenced Haeger to pay a 
$60,000 fine and $349,272.79 in restitution.  

In June 2021, Philips Respironics initiated a recall for certain CPAP and BiPAP devices due to potential health risks associated with the 
foam used in the devices for sound abatement. The recall was classified as a Class I recall because there was a reasonable probability 
that the use of, or exposure to, the devices would cause serious adverse health consequences or death. The potential health risks identified 
at the time included inflammatory response, asthma, nausea or vomiting, and toxic or cancer-causing effects. 

Based on court documents, between July 2021 and July 2023, Haeger purchased over 500 used and recalled CPAP and BiPAP devices 
through online resellers, which were shipped to the Eastern District of Washington. Haeger, and others at his direction, including his 
own children, would then open the devices, attempt to remove the foam using screw drivers, hooks, and other tools, and then put the 
devices back together. This conduct occurred in locations that were not designed or operated as clean rooms for the purpose of 
manufacturing medical devices. 

Haeger and staff at his sleep clinic, Central Washington Medical Associates, under his control and supervision would then provide the 
used, recalled, and adulterated devices to Washington State Medicaid patients. Staff at the sleep clinic under Haeger’s direction and 
control would then bill the used, recalled devices to Medicaid with the false and fraudulent representation that they were new devices 
that were in good working order. 

At sentencing, the Court concluded that Defendant had adulterated and provided to patients 440 devices that were then billed to Medicaid 
for over $600,000, of which $439,272.79 was paid to Defendant. The United States contended that the number of devices and loss was 
even more extensive. The United States argued that each of these devices presented potential harm to the patients in the way they were 
adulterated, both because the adulteration exasperated the risk of inhaling harmful particulates and because the devices were altered 
from the carefully engineered and FDA approved design, which could cause additional problems with the devices such as overheating. 

In sentencing Haeger to just over 12 months imprisonment, Judge Pennell acknowledged Haeger’s conduct was ongoing and extensive 
and that he continued to blame others for his own decisions. Judge Pennell recognized Haeger’s conduct created potential harm for his 
patients by creating a significant concern of contamination. Judge Pennell also stressed how Haeger’s conduct served to undermine 
confidence in medical professionals and medical institutions, which can cause further anxiety and stress for those seeking medical 
treatment when they are not sure they can trust their own doctors. 
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Dr. Haeger knew he had a responsibility to act in the best interest of patients who trusted him with their health. Even worse, these 
Medicaid patients had limited treatment options, and he took advantage of their vulnerability for his own gain.  

Telemedicine Company Owner Pleads Guilty to $46M Medicare Fraud Scheme  
Christopher Harwood, 43, of Fort Lauderdale, Florida, the owner of a telemedicine company pleaded guilty March 27, 2026 to 
organizing and leading a $46.2 million Medicare fraud conspiracy that spanned more than six years. 

According to court documents, Harwood admitted that he owned and operated a telemedicine company called TelevisitMD. Harwood 
and his co-conspirators targeted Medicare patients through aggressive telemarketing campaigns, inducing them to accept orthotic braces 
and genetic tests that they did not need. Harwood paid doctors to approve orders for these braces and genetic tests. These doctors did 
not follow Medicare’s rules for telemedicine visits, did not have real medical relationships with the Medicare patients, and often signed 
orders for orthotic braces and genetic tests without any meaningful interaction with the Medicare patients. Harwood then sold the signed 
doctors’ orders to durable medical equipment (DME) supply companies, laboratories, and marketers who were part of the scheme. 

Harwood also owned and operated multiple DME supply companies based in Florida that he used to bill Medicare millions of dollars 
for orthotic braces that Medicare patients did not want or need. In total, at least $46.2 million in false and fraudulent claims were 
submitted to Medicare as part of Harwood’s scheme. Medicare paid $17.9 million based on these claims, and Harwood personally 
received more than $10.4 million from the fraud scheme. 

Harwood pleaded guilty to conspiracy to commit health care fraud and wire fraud and agreed to pay $17.9 million in restitution. 
Sentencing will be scheduled at a later date. Harwood faces a maximum sentence of 20 years in prison. A federal district court judge will 
determine any sentence after considering the U.S. Sentencing Guidelines and other statutory factors. 

Medicaid Fraud Control Unit Secures Guilty Plea For Monroe Man On Two Counts Of Medicaid Fraud 
Marion Prudhomme, III pled guilty as charged in the19th JDC to two counts of Medicaid Fraud, a violation of La. R.S. 14:70.1.       

The Louisiana Medicaid Fraud Control Unit secured a guilty plea for Prudhomme, a Monroe, Louisiana man on two counts of Medicaid 
Fraud on March 23, 2026,  

Prudhomme’s sentence was deferred under art. 893 and he was placed on one year of bench probation with conditions to successfully 
complete antitheft class, pay $404.75 court costs, pay $200.00 fine, & $13,017.40 in restitution ordered was previously recouped from 
Enrich PCS, the Medicaid provider where Prudhomme was employed. 

While working as a Direct Service Worker for Enrich Personal Care Services in Monroe, Marrion Prudhomme III 
submitted false documentation claiming to be providing services for a Medicaid recipient in Monroe when he was 
actually in Shreveport working a second job with another company. Agents obtained electronic clock-ins from his 
work as a DSW, records from his second employer, and phone records showing that Prudhomme was in Shreveport 
on numerous occasions when he was claiming to be providing services in Monroe, causing a loss to the Medicaid 
program of $13,017.40. Prudhomme III was arrested back in August of 2022. 

This arrest and conviction resulted from an investigation by the Medicaid Fraud Control Unit with the Louisiana 
Department of Justice. 

Medicaid Fraud and Vulnerable Victims Unit Obtains $4 Million Settlement with Center for Vein 
Restoration to Resolve Allegations of Unnecessary Vein Treatment Procedures  
CVR Management, LLC, agreed with the Maryland Attorney General Anthony G. Brown to resolve allegations that the 
company’s multistate network of vascular medicine clinics billed government health programs for medically unnecessary vein treatment 
procedures.     

CVR Management, LLC, a professional services corporation based in Greenbelt, Maryland, manages the operations of the Center for 
Vein Restoration (CVR), a group of practices and medical clinics operating in numerous states. CVR will pay the states and the federal 
government $4 million dollars, of which $604,365.07 will go to state Medicaid programs. Maryland, which led the state coalition, will 
get $168,763.36, to be shared with the federal government. The whistleblowers who initiated the case will receive $752,000 from the 
settlement.   

Specifically, the settlement resolves allegations that from January 1, 2010, to December 31, 2016, CVR billed government health 
programs for unnecessary chronic venous insufficiency treatments. Chronic venous insufficiency is caused by the improper functioning 
of vein valves resulting in vein wall weakening that leads to varicose veins, cramping, swelling, discoloration, and sometimes ulcers or 
skin necrosis on the legs. It can be treated by sclerotherapy, radiofrequency ablation or endovenous laser ablation. But government health 
programs will not pay for such treatments when used for purely cosmetic reasons. To warrant coverage, chronic venous insufficiency 
must be accompanied by certain other conditions and treatments must occur only after patients undergo specified alternative options that 
prove unsuccessful. A lengthy investigation found that CVR knowingly billed government health programs for 
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sclerotherapy, radiofrequency ablation, and endovenous laser ablation procedures that were not clinically indicated and were medically 
unnecessary.                        

This settlement arises from a qui tam whistleblower lawsuit originally filed in 2015 in the United States District Court for the District 
of Maryland under the federal False Claims Act and various state false claims statutes. The settlement also resolves a second qui 
tam action filed in 2018 in the United States District Court for the Eastern District of Pennsylvania that 
was subsequently consolidated into the Maryland case.   

Texas Fugitive Apprehended and Sentenced to Over 12 Years in Prison for $61M Telemarketing Fraud 
Scheme Targeting Medicare Beneficiaries  
Robert “Bobby” Leon Smith III, 50, of Archer City, Texas was sentenced March 24, 2026 to 150 months in prison and two years of 
supervised release for organizing and leading a $61.5 million health care fraud and wire fraud conspiracy in which thousands of Medicare 
beneficiaries who were the victims of deceptive telemarketing were sent thousands of orthotic braces, foot baths, and genetic tests they 
did not need. 

According to court documents and evidence presented at trial, Smith owned and operated seven durable medical equipment (DME) 
supply companies based in Florida, Texas, and Maryland through which he submitted millions of dollars in false claims to Medicare for 
orthotic braces and foot baths that beneficiaries did not need. 

Smith also owned a marketing company based in Texas that he used to conduct deceptive telemarketing campaigns that targeted Medicare 
beneficiaries for medical services they did not need. Working with an offshore call center located in the Philippines, Smith and his co-
conspirators peddled medically unnecessary orthotic braces, foot baths, and genetic tests to Medicare beneficiaries nationwide. In audio 
recordings presented at trial, Smith was heard pressuring beneficiaries to accept these products even after the beneficiaries protested that 
they did not need or want them. 

Smith obtained doctors’ orders for these products by paying kickbacks and bribes to illegitimate telemedicine companies. He then sold 
these doctors’ orders to other medical suppliers that he knew used them to submit false and fraudulent claims to Medicare. In another 
recording presented at trial, Smith was heard complaining about instances in which he bought doctors’ orders he could not sell, calling 
the orders “trash” and “junk.” Smith’s former business partner testified that they eventually began using “fake” doctors’ orders that 
contained forged signatures of doctors who were unaware of the scheme. 

After four days of a jury trial, Smith pleaded guilty in March 2025 to one count of conspiracy to commit health care fraud and wire fraud 
and one count of health care fraud. Smith absconded and failed to appear for sentencing. He remained at large for over a month before 
he was apprehended by the U.S. Marshals Service.  

At sentencing, the Court ordered Smith to pay $30,158,608.25 in restitution and to forfeit $9,215,225 as well as real estate located in 
Texas. 

OB/GYN Physician Agrees to Pay $507,500 to Resolve False Claims Act Allegations Connected to 
Fraudulent Prescription Scheme  
Valinda R. Nwadike, MD, agreed to pay the United States $507,500 to resolve allegations for her role in a telemarketing scheme 
designed to defraud Medicare and TRICARE. Nwadike, a Maryland gynecologist agreed to a settlement in connection with federal False 
Claims Act violation allegations. 

In April 2023, the U.S. filed a complaint against Nwadike, alleging that she violated the False Claims Act. The U.S. contends that from 
November 1, 2014, through January 1, 2018, Nwadike created and signed thousands of fraudulent prescriptions for compounded drugs 
and durable medical equipment, such as knee braces, which TRICARE and Medicare ultimately paid for. Additionally, the U.S. alleges 
that Nwadike wrote and signed the prescriptions after a cursory phone call with the patient, but without physically examining the patient 
or reviewing their medical history. As a result of Nwadike’s role in the telemarketing scheme, the U.S. paid for thousands of medically 
unnecessary prescriptions for compounded creams and durable medical equipment. 

Civil enforcement is an important approach to safeguarding the integrity of the Medicare program. 

Federal Jury Finds Mother and Daughter Guilty of Medicare Fraud Scheme and Payment of Illegal 
Kickbacks  
Cindy Justice was the owner and president of PureScience Rx, a pharmacy located in Poway. Ashleigh Davis, the daughter of Justice, 
was the operations manager at PureScience Rx and was a licensed pharmacy technician. A federal jury convicted the mother and daughter 
from Melbourne, Florida, of multiple counts of health care fraud, payment of illegal kickbacks, and conspiracy to commit those offenses. 

Following an 11-day trial, a jury convicted the defendants of orchestrating a Medicare fraud scheme involving illegal kickbacks and 
medically unnecessary prescription drugs, largely tied to purported “footbath” treatments. Evidence showed the defendants paid 
marketers illegal commissions based on Medicare reimbursements in exchange for prescriptions generated through telehealth encounters 
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that never involved legitimate medical examinations. The kickbacks were concealed through sham contracts and fabricated invoices 
falsely portraying the payments as hourly compensation. 

Trial evidence further established that telemarketing call centers targeted Medicare beneficiaries and secured agreement to receive 
expensive medications regardless of medical need. Many prescriptions were fraudulently issued using the stolen identities of nurse 
practitioners. The defendants then billed Medicare as though the prescriptions were medically necessary and based on proper evaluations. 
Expert testimony confirmed, however, the drugs—particularly those ordered to be used in footbaths—were not FDA-approved or 
supported by recognized medical compendia for such use. Medicare ultimately paid more than $4.9 million on the fraudulent claims. 

The defendants are scheduled to be sentenced on July 29, 2026.    

Team Rehab Physical Therapy Agrees To Pay Nearly $5 Million To Resolve False Claims Act Allegations 
Related To Fraudulent Billing Scheme  
Team Rehabilitation Services, LLC (“Team Rehab”), which operates approximately 140 physical therapy clinics in Michigan, Illinois, 
Indiana, Wisconsin, and Georgia, agreed to pay $4,969,494 to settle allegations that it violated the False Claims Act by submitting false 
claims for payment for physical therapy services to several federal healthcare programs. 

Healthcare providers charge services to federal healthcare programs using Current Procedural Terminology (“CPT”) codes. Some CPT 
codes are time-based, whereby the provider bills based on the amount of time spent delivering a service to the patient. Additionally, 
some CPT codes are only appropriate where the provider is administering care on a one-to-one basis. Healthcare providers certify that 
the CPT codes they charge to the federal healthcare programs are accurate. 

The settlement resolves allegations that, from January 1, 2018, through December 31, 2024, Team Rehab knowingly and improperly 
submitted false claims to Medicare, Medicaid, TRICARE, the Federal Employees Health Benefits Program (FEHBP), and the United 
States Department of Veterans Affairs for time-based CPT codes for one-to-one physical therapy services even though those services 
occurred in a group setting where the provider did not maintain sufficient direct patient contact throughout the service to appropriately 
bill for those time-based CPT codes. 

After learning of the United States’ investigation in this case, Team Rehab cooperated with the United States by self-identifying improper 
claims for payment and implementing additional compliance controls to prevent future overbilling.    

This civil settlement resolved a sealed lawsuit originally filed under the qui tam or whistleblower provisions of the False Claims Act, 
which permit private parties to file suit on behalf of the United States for false claims and share in a portion of the government’s 
recovery. The qui tam case is captioned United States ex rel. Thornton v. Team Rehabilitation Physical Therapy, No. 2:23-cv-11592 
(E.D. Mich.). The whistleblower will receive $919,356 of the settlement proceeds. 

Former St. Louis Area Pediatrician Sentenced to 20 Years in Prison for Exchanging Prescriptions for Sex 
Acts  
Craig A. Spiegel, now 70, was sentenced by U.S. District Judge John A. Ross. Spiegel, a former St. Louis County, Missouri pediatrician 
must serve 20 years in prison for prescribing pain pills and other controlled substances in exchange for sex acts, nude photos or cash. 

From at least 2014 through May of 2023, Spiegel exploited his position to obtain cash, sexual acts or sexual photographs from at least 
19 patients, many of whom he began treating as children. Spiegel illegally distributed an “astronomical amount of drugs,” Assistant U.S. 
Attorney Amy Sestric said in court.  

Rather than referring patients with a substance use disorder to treatment, Spiegel exploited their disease for his own gratification and 
prescribed dangerous combinations of addictive drugs to those vulnerable victims. Spiegel pressured and harassed reluctant patients via 
text messages and became sexually violent with at least one victim, Sestric said. Spiegel met one of his victims when she was only about 
seven or eight years old and initiated sexual contact years later by preying on her vulnerability when she was going through a divorce, a 
sentencing memo filed by Sestric said. 

Spiegel admitted prescribing controlled substances to his co-defendant, April Bingham, in exchange for sexual favors. He knew that 
she was selling some of the drugs, and that she was addicted. He prescribed drugs to Bingham using the names of friends and relatives 
in part to take advantage of their insurance benefits. Bingham then introduced Spiegel to others who paid him or performed sex acts in 
exchange for controlled substances. 

Spiegel’s crimes were only thwarted by an investigation that began with the Bridgeton, Missouri Police Department. After his indictment, 
Spiegel lied in an April 2025 hearing in U.S. District Court in St. Louis while accusing police officers of illegally searching his cellular 
phone. Spiegel falsely claimed, in court and under oath, that he had not signed a consent form authorizing the search of his cellular phone 
until after the cellular phone data had been extracted by investigators. 

The Bridgeton Police Department, the Drug Enforcement Administration, the U.S. Department of Health and Human Services Office of 
Inspector General (HHS-OIG), the FBI, and the Missouri Attorney General’s Office Medicaid Fraud Control Unit investigated the case. 
Assistant U.S. Attorneys Amy Sestric and Jonathan Clow prosecuted the case. 
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Spiegel pleaded guilty in December to one count each of illegal distribution of controlled substances, making false statements related to 
health care matters and conspiracy to distribute controlled substances. The Medicare, Missouri Medicaid and Illinois Medicaid programs 
suffered losses totaling $114,480 because of Spiegel’s illegal prescription practices and Judge Ross ordered Spiegel to repay that amount. 

Bingham, 48, pleaded guilty to the conspiracy charge and was sentenced in 2024 to 21 months in prison. 

Larchmont Woman Sentenced to Nearly 3 Years in Federal Prison for Her Role in Hospice and 
Diagnostic Testing Fraud that Conned Medicare  
Sophia Shaklian, 38, was sentenced by United States District Judge Stanley Blumenfeld Jr., to serve 35 months in prison and also 
ordered her to pay $14,103,043 in restitution.  

Shakalian, a woman from the Larchmont area of Los Angeles was sentenced today to 35 months in federal prison for defrauding Medicare 
out of more than $14 million by submitting fraudulent claims for hospice care and diagnostic testing services that were either unnecessary 
or not provided at all. 

Shaklian pleaded guilty in November 2025 to one count of health care fraud. 

From March 2019 to August 2024, Shaklian and her co-schemers – often using aliases – used multiple bogus hospice and diagnostic 
testing providers enrolled with Medicare and submitted fraudulent claims on behalf of companies she owned. 

These businesses included a Shaklian-owned hospice company – the Pasadena-based Chateau d’Lumina Hospice and Palliative Care 
– and several diagnostic testing companies: Saint Gorge Radiology in Sylmar; Hope Diagnostics in North Hollywood; Direct Imaging 
& Diagnostics and Lab One – both based in Hollywood; and Labtech and Lifescan Diagnostics in Claremont.     

Shaklian and her co-schemers used the information of Medicare beneficiaries and checked beneficiaries’ Medicare eligibility to 
knowingly and willfully submit fraudulent claims to Medicare on behalf of beneficiaries who did not need the services, had never 
received the services, and were not familiar with the fraudulent hospice and diagnostic testing providers, with the intent to defraud 
Medicare into reimbursing the sham providers for those claimed services. 

For example, Shaklian and her co-schemers knowingly and willfully submitted a false and fraudulent claim for $2,000 in November 
2022 to Medicare for diagnostic testing purportedly provided to an individual. Shaklian admitted in her plea agreement that fraudulent 
claims were submitted on behalf of the sham providers, some by herself and others by her co-schemers during and in furtherance of the 
above scheme. Because Shaklian engaged in the billing and was familiar with the amounts Medicare paid to the fraudulent providers on 
the types of claims submitted during this scheme, she caused a loss of at least $14,103,043 to Medicare. 

Co-defendant Alex Alexsanian, 48, a.k.a. “Samvel” and “Samo,” of Burbank, pleaded guilty on January 20 to one count of conspiracy 
to launder monetary instruments. He will face a statutory maximum sentence of 20 years in federal prison at his April 28 sentencing 
hearing. 

Justice Department Resolves Foreign Bribery Investigation with Balt SAS; Healthcare Executive and Sales Consultant Indicted in 
Alleged Years-Long Foreign Bribery Scheme 

Balt SAS (Balt), a medical device company headquartered in France, was the subject of an announcement from the Department of 
Justice of a resolution of a foreign bribery investigation relating to an alleged scheme to pay bribes to a physician who served in a senior 
role at a state-owned public hospital in France (the Official), in violation of the Foreign Corrupt Practices Act (FCPA).  

Pursuant to the resolution, under Part I of the Justice Department’s Corporate Enforcement and Voluntary Self-Disclosure Policy (CEP), 
because Balt voluntarily self-disclosed the misconduct, fully cooperated with the Department’s investigation, and timely and 
appropriately remediated the wrongdoing, the Department declined to prosecute Balt, which agreed to pay approximately $1.2 million 
in disgorgement. In addition to the Department’s enforcement action, the Parquet National Financier (PNF) in France entered into a 
coordinated resolution with Balt following a court hearing earlier today. 

Separately, a federal grand jury in the Central District of California returned an indictment on March 4, 2026, charging two businessmen 
for their roles in the alleged years-long criminal scheme. David Ferrera, 58, of Coto de Caza, California, worked as an executive at 
Balt’s U.S. subsidiary. Marc Tilman, 68, of Belgium, was hired by Balt’s U.S. subsidiary as a consultant. According to court documents, 
between 2017 and continuing into 2023, Ferrera, Tilman, and others allegedly paid bribes to the Official in order for the Official to cause 
the hospital to purchase medical devices — specifically, endovascular embolization coils and ancillary products — from Balt. As alleged, 
Ferrera caused Balt to make corrupt payments — disguised as purported consulting fees and bonuses — to Tilman, knowing that Tilman 
would pay a portion of those funds to the Official as bribes. To conceal the scheme, the co-conspirators allegedly used sham consulting 
agreements, fake invoices, and personal email accounts. 

Ferrera and Tilman allegedly conspired to pay bribes to a French physician, who in turn caused a hospital in France to purchase medical 
devices from their company.  
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The Department declined prosecution of Balt based on an assessment of the factors set forth in the Department-wide CEP and the 
Principles of Federal Prosecution of Business Organizations (Justice Manual 9-28.300), including, but not limited to: (1) Balt’s timely 
and voluntary self-disclosure of the misconduct, which was identified during an internal investigation that was ongoing at the time of 
the disclosure; (2) Balt’s full and proactive cooperation in this matter (including its provision of all known relevant facts of the 
misconduct and information regarding the individuals involved) and its agreement to continue to cooperate with any ongoing Department 
investigations and any prosecutions that have resulted or might result in the future; (3) the nature and seriousness of the offense; (4) 
Balt’s timely and appropriate remediation, including disciplinary action against relevant personnel, termination of the business 
relationships that gave rise to the misconduct, tailored compliance training for Balt senior management, and improvements to its 
compliance program and internal controls; (5) the absence of aggravating circumstances that, when weighed against Balt’s voluntary 
self-disclosure, cooperation, and remediation, would warrant a disposition other than a resolution under Part I of the CEP; (6) Balt’s 
acceptance of responsibility for the criminal conduct and  entry into a parallel resolution with authorities in France, which will also 
include corporate compliance requirements imposed under the French system; and (7) that Balt agrees to disgorge the amount of its ill-
gotten gains. 

Alabama Doctor Sentenced to Over One Year in Prison for $2.7 Million Telemedicine Health Care Fraud 
Scheme  
Tommie Robinson, 44, an Alabama-based doctor has been sentenced in federal court in Boston for a $2.7 million telemedicine fraud 
scheme involving medically unnecessary durable medical equipment (DME) and genetic testing primarily used to detect mutations in 
genes that could indicate a higher risk of developing certain types of cancers. 

Robinson was sentenced on March 20, 2026 by U.S. Senior District Court Judge Nathaniel M. Gorton to 16 months in prison, to be 
followed by one year of supervised release. Robinson was also ordered to pay $2,784,733.49 in restitution. In October 2025, Robinson 
pleaded guilty to one count of health care fraud. Robinson was charged in August 2025. 

Between December 2018 and March 2021, Robinson worked with telemedicine companies to sign medical documentation, including 
doctors’ orders, for medically unnecessary durable medical equipment and genetic testing. The orders Robinson signed were pre-
populated based on telemarketing calls made to Medicare beneficiaries.  

Robinson generally did not contact the beneficiaries himself and had no provider-patient relationship with the beneficiaries. DME 
suppliers and laboratories ultimately submitted claims to Medicare for these signed orders. As a result of Robinson’s participation in this 
scheme, the suppliers and laboratories submitted over $2.7 million in claims to Medicare for DME and genetic testing that were medically 
unnecessary and based on false documentation.   

Florida Doctor Pleads Guilty to Making False Statements in Connection with Multi-Million-Dollar 
Health Care Fraud Scheme  
Simon Grinshteyn, 52, pleaded guilty to one count of making false statements relating to health care matters. U.S. District Court Judge 
Angel Kelley scheduled sentencing for June 24, 2026. Grinshteyn was charged in January 2026. 

Grinshteyn, a Florida-based doctor has pleaded guilty in federal court in Boston to making false statements in connection with a multi-
million-dollar health care fraud scheme involving medically unnecessary genetic testing and durable medical equipment (DME). 

Between February 2020 and June 2020, Grinshteyn worked with a purported telemedicine company to sign medical documentation, 
including doctors’ orders, for medically unnecessary genetic testing and DME. The medical records and doctors’ orders Grinshteyn 
received and signed were pre-populated and made it appear that Grinshteyn was providing legitimate consultations to the Medicare 
beneficiaries and had conducted examinations of the beneficiaries and/or would provide further medical care to them. Grinshteyn 
generally did not contact the beneficiaries himself and had no provider-patient relationship with the beneficiaries. DME suppliers and 
laboratories ultimately submitted claims to Medicare for these signed orders. As a result of Grinshteyn’s participation in this scheme, 
Medicare paid more than $3.1 million in claims for DME and genetic testing that were based on false documentation.   

The charge of making false statements relating to health care matters provides for a sentence of up to five years in prison, three years of 
supervised release and a fine of up to $250,000 or twice the gross pecuniary gain or loss, whichever is greater. Sentences are imposed 
by a federal district court judge based upon the U.S. Sentencing Guidelines and statutes which govern the determination of a sentence 
in a criminal case. 

Dominican National Pleads Guilty to Federal Fraud Charges  
William Jose Alejandro Arias Amador, 45 a Dominican national pleaded guilty in U.S. District Court in Rhode Island to fraud offenses, 
announced United States Attorney Charles C. Calenda. 

Amador, a citizen of the Dominican Republic, residing in Providence, pleaded guilty to false representation of a Social Security number, 
health care and wire fraud. Arias Amador was indicted by a federal grand jury on December 3, 2025.  He is scheduled to be sentenced 
on July 8, 2026. The sentence will be determined by a federal district judge after consideration of the U.S. Sentencing Guidelines and 
other statutory factors. 
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According to court documents, Arias Amador applied for Medicaid and Supplemental Nutrition Assistance Program (SNAP) benefits 
using a United States citizen’s identity and social security number. 

Health Care Management Corporation Agrees to Pay $4 Million to Resolve False Claims Act Allegations  
CVR Management, LLC, a professional services corporation in Greenbelt, Maryland, along with the Center for Vein Restoration, 
Center for Vascular Medicine (CVM), LLC, and Sanjiv Lakhanpal, MD, FACS, agreed to pay the United States $4 million to resolve 
allegations that they violated the False Claims Act by billing Medicare, Medicaid, and TRICARE for medically unnecessary vein 
treatment procedures. 

According to the United States, CVR, over a six-year period, knowingly submitted claims to Medicare, Medicaid, and TRICARE for 
chronic venous insufficiency treatment procedures that were medically unnecessary. Specifically, the government alleges that chronic 
venous insufficiency can be treated by sclerotherapy, radiofrequency ablation, or endovenous laser ablation.  The condition refers to the 
improper functioning of the vein valves where blood, which normally should move upwards toward the heart, instead pools in the veins 
such that the walls of the veins weaken and become distended manifesting as varicose veins, cramping, swelling, or skin discoloration 
on the affected leg and sometimes as ulcers or skin necrosis on the legs. 

The United States further alleges that neither Medicare, Medicaid, nor TRICARE cover the treatment of varicose veins for cosmetic 
reasons alone.  Treatment for chronic venous insufficiency must be accompanied by certain other conditions and after the patient 
undergoes a specified period of alternative treatment options that prove unsuccessful.  Between January 1, 2010, and December 31, 
2016, CVR knowingly billed Medicare, Medicaid, and TRICARE for sclerotherapy, radiofrequency ablation, and endovenous laser 
ablation procedures that were not clinically indicated and were medically unnecessary.    

CVR Management, LLC provides health care management services and manages the operations of  the Center for Vein Restoration, a 
multi-state collection of physician-led vein treatment practices and medical centers specializing in diagnosing and treating vein disease, 
notably chronic venous insufficiency and varicose veins.  It operates 16 locations in Maryland.  The Center for Vascular Medicine, a 
related practice group, specializes in the treatment of deep venous and arterial disorders in the legs, feet, and pelvic areas. CVM operates 
several offices located in Maryland, Virginia, and North Carolina. Lakhanpal is the entities’ CEO and president and CVM’s chairman of 
the board. 

The federal share of the civil settlement is $3,395,634.93. Additionally, the total Medicaid recovery is $604,365.07, with eight Medicaid 
participating states, and the District of Columbia, slated to receive $325,208.84 of the civil settlement and the United States $279,156.23 
of the Medicaid recovery.  State Medicaid programs are jointly funded by the federal and state governments. 

This civil settlement includes the resolution of claims brought under the qui tam or whistleblower provisions of the False Claims Act by 
Karen Fulton and Jane Doe, both former employees of CVR.  Under those provisions, a private party can file an action on behalf of the 
United States and receive a portion of any recovery. The relators’ share of the proceeds of the settlement will be $752,000. The qui tam 
actions are captioned U.S. ex rel. Fulton v. CVR Management, LLC, et al., No. 15-cv-3591 (D. Md.) and U.S. ex rel. Jane Doe v. Center 
for Vein Restoration, LLC, et al., No. 20-cv-1943 (D. Md.), respectively. 

Home Health Care Operator Admits Defrauding Missouri Medicaid  
A St. Louis County woman on Thursday admitting defrauding Missouri Medicaid via false claims of having provided home health care. 

Camille S. Childress, 41, pleaded guilty to one count of health care fraud. Childress admitted submitting fraudulent documents to enroll 
her home health care company, Inspiring Angels LLC, with Missouri Medicaid. The paperwork falsely claimed that someone else owned 
the company, concealing Childress’ ownership and role due to a 2012 criminal conviction. 

Childress also admitted submitting fraudulent claims to Missouri Medicaid seeking reimbursement for home healthcare services that 
were never provided. On numerous occasions, clients were in the hospital and could not have received any health care services at home. 
On other occasions, Childress submitted claims when the company did not have any timesheet records or documentation of the services. 
Missouri Medicaid paid at least $174,496 for claims submitted in 2021 and 2022. 

Childress is scheduled to be sentenced on June 16. The charge carries a potential penalty of up to 10 years in prison, a $250,000 fine, or 
both prison and a fine. She will be ordered to repay the money. 

Mississippi Man Ordered to Pay $31 Million for Role in Healthcare Kickback Scheme  
Robert L. Crites, the owner of Health Services Plus and TriCom, LLC, and a contractor of Extraordinary Scripts, Inc., was the 
subject of a civil judgment the United States obtained against Crites, a Batesville, Mississippi man for his role in orchestrating a 
commission-based referral scheme targeting federal healthcare programs, in violation of the False Claims Act (FCA) and the Anti-
Kickback Statute. 

On March 16, 2026, a federal judge entered judgment against the 67-year-old Crites in the amount of $31,039,134.82. 

According to court records, Crites and others associated with Extraordinary Scripts participated in an illegal kickback scheme in which 
they identified and referred patients across the country to Cloverland Pharmacy in Montgomery, Alabama. Crites primarily recruited 
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beneficiaries of TRICARE, the health care program for members of the U.S. military and their families. In turn, the pharmacy paid Crites 
and his co-conspirators kickbacks for each referral. 

The Anti-Kickback Statute prohibits the offering, paying, soliciting, or receiving of compensation to induce referrals for items or services 
reimbursable by federally funded healthcare programs. The statute is designed to safeguard medical decision-making by ensuring that 
patient care is not influenced by improper financial incentives. 

The $31,039,134.82 judgment against Crite includes $16,342,424.82 in damages — which is three times the $5,447,474.94 in losses 
sustained by TRICARE — as required under the False Claims Act, as well as $14,696,710 in civil penalties imposed by the court.  

Crites was the last remaining defendant in the case. The United States previously settled with five other co-defendants named in the suit 
as well as others involved in a parallel civil forfeiture action. Hopefully, he has money to attach or this is just a Pyrrhic victory. 

Consent Judgment Entered Against Bucks County Company Resolving Allegations of False Claims for 
Billing Group Art Classes in Assisted Living and Adult Day Facilities as Occupational Therapy  
Segal Arts, LLC, and its sole owner and manager, Irina Segal entered a consent judgment in favor of the US. In its complaint against 
Segal and her business, the United States alleges that they violated the False Claims Act, 31 U.S.C. § 3729–3733, by submitting or 
causing the submission of claims for payment to Medicare for one-on-one occupational therapy services that were not provided. Instead 
of the medically necessary one-on-one therapeutic exercise described in Segal Arts’ Medicare billing, Segal Arts provided group arts-
and-crafts sessions to Medicare beneficiaries at assisted living and similar facilities in Pennsylvania and New Jersey. 

Among other things, the complaint alleges that, even after Segal was interviewed and educated by HHS-OIG agents about the individual, 
skilled therapy requirements associated with the Current Procedural Terminology (CPT) code used in the billing, Segal Arts failed to 
repay to the Medicare program the amounts it had reimbursed for non-covered, group art sessions. The consent judgment requires Segal 
to repay $200,000, based on her ability to pay. 

 The case is captioned United States of America v. Segal Arts, LLC, Civil No. 26-1693 (E.D. Pa.). 

Owner of Now-Closed Milwaukee Prenatal Care Coordination Company Sentenced to 121 Months’ 
Imprisonment for Healthcare Fraud Scheme  
Markita Barnes (age 33) was sentenced to 121 months’ incarceration for committing a healthcare fraud scheme through which she stole 
$2,361,799.17 from a Medicaid benefit program meant to help at-risk pregnant women and women with young children. 

Following a two-week trial in November 2025, a federal jury convicted Barnes of ten counts of healthcare fraud, three counts of false 
statements related to healthcare matters, three counts of violating the anti-kickback statute, one count of attempting to obstruct a 
healthcare fraud investigation, one count of money laundering, and two counts of aggravated identity theft. 

In announcing the sentence, Chief United States District Judge Pamela Pepper discussed the substantial negative impact Barnes’ fraud 
scheme, and others like it in the Milwaukee area, has had not only on public trust in government benefit programs, but on the availability 
of the benefit program she defrauded. Chief Judge Pepper noted that, because of significant fraud surrounding this benefit program, the 
state of Wisconsin has scaled back the benefit to such an extent that it is largely not available to the women who actually need it. 

Chief Judge Pepper also explained that the significant sentence of incarceration she imposed was necessary to account for the seriousness 
of Barnes’s conduct and to send a message of deterrence to others considering engaging in fraud against diligent taxpayers. 

In addition to the 121-month period of incarceration, Chief Judge Pepper issued a money judgment of forfeiture in the amount of 
$2,361,799.17 and ordered Cruse to pay restitution to Medicaid in the same amount. 

Anchorage Doctor Sentenced To Prison In Multi-Million-Dollar Health Care, Tax Fraud Schemes  
Dr. Claribel Tan an Anchorage doctor was sentenced to six and a half years in prison for executing a $12.5 million health care fraud 
scheme and evading over $4 million in taxes on the profits of their 15-year scheme. Her husband , 61, and her husband, Daniel Tan, 70, 
and co-defendant was sentenced to three years’ probation, with two years to be served in home confinement for his role in the fraudulent 
scheme. 

According to court documents, since 2005, the Tans operated a rheumatology medical clinic in Anchorage. Dr. Tan specialized in the 
treatment of autoimmune and musculoskeletal diseases, such as rheumatoid arthritis, osteoarthritis and psoriatic arthritis, and prescribed 
injectable medications to treat those conditions. These conditions are often chronic, degenerative and irreversible, but certain medicines 
can slow or arrest the progression of such diseases. Mr. Tan performed office and management work for the clinic. As part of their 
scheme, the Tans deceived their patients about the kinds and doses of medications Dr. Tan administered through injections in the office, 
and fraudulently billed health insurance plans for reimbursement of medications that the Tans did not purchase or administer to patients. 

Beginning in 2009 and continuing through 2024, Dr. Tan routinely and surreptitiously underdosed patients, injected them with free 
samples or a different medication than prescribed, injected them with expired medication, and injected them with medications purchased 
by other patients. Covert video recordings of Dr. Tan treating two of her patients confirmed her deceit. 
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The Tans then knowingly billed insurance plans as if Dr. Tan had provided a proper injection to each patient. Specifically, the Tans 
claimed to have administered 4,829 units of the medications to patients, and billed the insurance plans for that amount, despite only 
purchasing 369 units of medication. 

Mr. Tan helped execute the scheme in part by creating and submitting fraudulent insurance claims and ordering insufficient medication 
for the clinic. The Tans also made false statements about the length of Dr. Tan’s office visits with her patients and submitted fraudulent 
claims to insurance plans for services that Dr. Tan never provided. The Tans’ fraud scheme created significant health risks to the patients 
and caused a loss of over $12.5 to more than 10 insurance plans. 

In July 2019, law enforcement executed a search warrant on the clinic, uncovering stockpiles of expired medications prescribed to 
patients for at-home use, free samples clearly marked as not for sale, and improperly stored and reconstituted syringes of medications. 
Some of the expired medications, pictured below, were intermingled with other medication stored at the clinic.  

Following the search warrant execution, the Tans appeared to temporarily begin purchasing all the medications they billed insurance 
companies for. In 2021, they reverted to fraudulent billing practices, continuing the scheme until they were indicted by a federal grand 
jury in July 2024. 

The Tans also created false tax records to conceal the health care fraud scheme. The Tans knew that the clinic had not purchased the 
quantity of medications that they billed insurance plans for, and they fraudulently overstated the clinic’s expenses on the clinic’s tax 
returns for 2014, 2015, and 2017, allowing them to falsely underreport the clinic’s income. From 2018 to 2021, the Tans willfully failed 
to file tax returns for the clinic. The Tans’ tax fraud scheme caused a loss of over $4.2 million to the IRS. 

In November 2025, the Tans both pleaded guilty to one count of health care fraud and one count of tax evasion. 

In 2024 and 2025, the U.S. Attorney’s Office seized approximately $10.4 million in health care fraud proceeds from the Tans. At 
sentencing, the Court ordered Dr. Tan to serve three years on supervised release following the completion of her custodial sentence, as 
well as the scheduling of a separate hearing to determine restitution.  

As part of their plea agreements, the Tans agreed to forfeit the seized funds to the U.S. The Tans also submitted a $6.3 million payment 
towards their future restitution judgment. The Tans further paid the U.S. an additional $1.8 million to settle civil claims under the False 
Claims Act arising from the health care fraud scheme. Dr. Tan has also surrendered her medical license. 

More information about the case is available at https://www.justice.gov/usao-ak/united-states-v-tan-et-al. Victims who believe they may 
be entitled to restitution can email usaak.victim.witness@usdoj.gov for more information. 

The DCIS Western Field Office and IRS Criminal Investigation Seattle Division led the investigation, with assistance from the FBI 
Anchorage Field Office, Defense Contract Audit Agency, Department of Veterans Affairs Office of Inspector General Criminal 
Investigations Division, Department of Labor Employee Benefits Security Administration, Food and Drug Administration Office of 
Criminal Investigations, Office of Personnel Management Office of the Inspector General and State of Alaska Division of Insurance 
Investigation Unit. 

Owners and CEO of Wholesale Pharmaceutical Company Sentenced for Distributing More Than $92M 
of Black-Market HIV Drugs  
Two owners of a pharmaceutical wholesale company were sentenced Friday to a total of 38 years in prison for orchestrating a complex, 
nationwide drug diversion scheme that harmed vulnerable HIV-positive patients, placed countless others at risk, and corrupted the supply 
chain for prescription drugs in the United States. 

“Patrick and Charles Boyd did not just commit fraud and cost taxpayers millions of dollars, 
they preyed upon some of the most vulnerable members of our society: HIV patients who depend 
on life-saving treatments to manage their disease,” said Assistant Attorney General A. Tysen 
Duva of the Justice Department’s Criminal Division. “Fraud schemes like this one undermine the 
integrity of our supply chain for necessary prescription drugs. These defendants will rightly spend 
years in prison for their reprehensible conduct, which took advantage of people for illicit profit. 
This case is another example of how the Criminal Division, our United States Attorney partner 
in the Southern District of Florida, and law enforcement will pursue and seek convictions of those 
who defraud our systems, endanger our citizens, and seek to line their pockets with fraud 
proceeds.” 

According to court documents and evidence presented at trial, brothers Patrick Boyd, 47, and 
Charles Boyd, 43, of Easton, Maryland, founded and owned Safe Chain Solutions, a wholesale distributor of pharmaceutical 
medications located in Maryland. Charles Boyd was the CEO, while Patrick Boyd was a Managing Partner who oversaw the company’s 
sales division.  The evidence presented at trial showed that Patrick and Charles Boyd conspired with at least five black-market suppliers 
to purchase HIV drugs obtained through patient “buyback schemes” at steep discounts. One of their suppliers testified at trial that he 
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purchased HIV drugs from patients on the street, removed the original prescription labels, and packaged the bottles in cardboard boxes 
— sometimes scavenged from trash on pick-up days — before shipping them to the defendants. On one occasion, this supplier used a 
diaper box he found on the street to ship the drugs. Many of these bottles were dirty, unsealed, and showed obvious signs they had 
previously been dispensed, such as the two depicted below: 

Trial evidence showed that pharmacies complained to Safe Chain Solutions about their illicit conduct. For example, pharmacies reported 
to Safe Chain Solutions that they received bottles with entirely different drugs in them as early as August 2020. 

In another documented complaint, one of their pharmacy customers sent the defendants a photo of the condition in which he received 
HIV drugs from them: 

The customer informed Patrick and Charles Boyd that these bottles of HIV drugs did not meet “safety standards . . . and may present 
risk for our patients” and returned the drugs. 

Evidence admitted at trial included an article shared between the defendants discussing these serious risks, just days before the customer 
complained. According to the article, “The schemes hurt individuals with HIV, cost taxpayers millions of dollars and drive up the viral 
load in communities, exposing others to the illness and spoiling the city and state’s mission to drive the number of new HIV diagnoses 
to zero.” 

Despite these early complaints, Patrick and Charles Boyd continued buying cheap, diverted HIV drugs from the same black-market 
suppliers for many months, and continued selling the drugs to pharmacies along with falsified paperwork designed to fool their customers 
and regulatory agencies. 

A patient who received a bottle of prescribed HIV medication sold to a pharmacy by the defendants testified at trial that Seroquel, an 
anti-psychotic drug, was actually in his bottle. He testified that he unwittingly ingested the Seroquel and lost consciousness for 24 hours. 
Evidence at trial established that missing even a single dose of HIV medication can increase a patient’s viral load and heighten 
community transmission risk in areas with high HIV infection rates. There was at least one additional documented complaint where 
another HIV patient unwittingly ingested a different drug that was in his bottle. 

The trial evidence established the many elaborate steps Patrick and Charles Boyd took to conceal their criminal conduct from detection. 
They collaborated with the black-market suppliers behind the back of their own Director of Compliance, who testified that she repeatedly 
raised concerns throughout the conspiracy but was ignored. They also enlisted attorneys as part of their cover-up. One of those attorneys 
testified at trial, describing how the Boyd brothers concealed and misrepresented material information while seeking legal advice about 
pharmacy complaints and reporting obligations to the Food and Drug Administration (FDA). According to the evidence, the defendants 
failed to report numerous incidents to the FDA involving pharmacies that had received incorrect or tampered medications. 

Between April 2020 and September 2021, Patrick and Charles Boyd bought and resold more than 28,000 bottles of these black-market 
HIV drugs. They paid more than $92.8 million for the drugs, which they sold to pharmacies for a profit. Medicare, Medicaid and 
commercial insurers were billed and paid for these illicit drugs. 

In October 2025, Patrick and Charles Boyd were convicted at trial of conspiracy to introduce misbranded drugs into interstate commerce; 
conspiracy to traffic in medical products with false documentation; conspiracy to commit wire fraud; two counts of introducing 
misbranded drugs into interstate commerce; and two counts of wire fraud. Patrick Boyd was sentenced to 18 years in prison. Charles 
Boyd was sentenced to 20 years in prison. In addition to the prison sentences, the defendants were ordered to pay $21,850,000 in 
forfeiture. 

A third defendant, Adam Brosius, previously pleaded guilty to conspiring to commit wire fraud with the Boyds and was sentenced to 
97 months in prison in connection with his role in the scheme. 

Federal Jury Convicts Three Women For Conspiracy To Commit Wire Fraud Related To Rocky Hill 
Pharmacy  
Tiffany Haney, 43, Anne Warren, 45, and Tina Roper, 40, all of Knoxville, on March 13, 2026, following a 15-day trial, a jury 
convicted  the three of conspiracy to commit wire fraud in violation of 18 U.S.C. § 1349. The jury also convicted Haney and Warren of 
committing specific acts of wire fraud in violation of 18 U.S.C. § 1343, submitting false statements relating to health care matters in 
violation of 18 U.S.C. § 1035, and aggravated identity theft in violation of 18 U.S.C. § 1028A.  The defendants remain on pre-trial 
release until sentencing, which will be scheduled at a later date in front of the Honorable Thomas A. Varlan, United States District Judge, 
in the Eastern District of Tennessee at Knoxville. 

At trial, six healthcare providers testified that alterations made to their prescriptions were not authorized.  Three other healthcare 
providers testified that prescriptions that were submitted by the pharmacy using their names were unauthorized. Witnesses also testified 
that Medicare, TennCare, and other health benefit payors would not have paid for the fabricated and altered prescriptions if they had 
been aware that the prescriptions were not authorized.   
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The evidence presented at trial established that the defendants conspired to defraud various health benefit programs, including Medicare 
and TennCare, by altering healthcare provider prescriptions without authorization and then submitting claims for payment for the added 
medications.  The evidence also established that defendants Haney and Warren submitted false statements and used the identity of a 
healthcare provider without authorization. 

Maryland’s Attorney General’s Medicaid Fraud and Vulnerable Victims Unit Secures a $250,000 
Settlement and Corporate Oversight of Dennett Rehab Center  
The Dennett Rehab Center nursing home in Oakland, Maryland, entered into a $250,000 settlement with the owners of the resolving 
allegations that the owners violated the Maryland False Health Claims Act by providing substandard care to hundreds of residents at the 
facility.    

The settlement involves both the current owners, Dennett Rehab, and the previous owners, DRM Healthcare. It includes a monitoring 
agreement component in which the Office of Attorney General will oversee the facility for three years. The settlement marks 
the fifth nursing home case resolved in the past two years by the Medicaid Fraud and Vulnerable Victims Unit (MFVVU). This settlement 
is part of an ongoing MFVVU effort to improve conditions at the state’s roughly 230 nursing homes.   

The facility came to the office’s attention in 2024 after two residents died at the facility. The investigative team obtained a wide array of 
evidence about the facility’s day-to-day operations. The team also conducted a “strike force” visit in which a large group of 
investigators – including members from MFVVU, DHS Adult Protective Services, and the Department of Aging State Long-term Care 
Ombudsman – showed up unannounced to conduct a comprehensive review of daily operations at the facility.   

Overall, the investigation found:  

 Failure to satisfy state regulations regarding Registered Nurse staffing on 17 percent of shifts;   

 Failure to meet bedside care staff-to-resident ratio regulations on 25 percent of shifts;  

 Eleven patients suffering serious injury due to falls and other preventable events;    

 Several serious regulatory violations compromising patient care, including improper nutrition and feeding; and  

 Frequent resident complaints about long call-bell response times.  

The investigation revealed that these shortcomings meant that the Medicaid recipients residing at the Dennett Rehab Center were 
receiving such substandard care that taxpayers, who paid for the care through the Medicaid program, were being defrauded. To ensure 
that the care at the facility improves, MFVVU insisted on the monitoring agreement in addition to the monetary settlement.  

The agreement, paid for by Dennett Rehab, allows the state to monitor every relevant facet of the facility’s operations on a regular basis, 
through outside audits and unfettered access to corporate documents, medical files, and staff at the facility. If continuing problems are 
uncovered, the facility must make improvements or risk renewed legal exposure.   

DA, FBI, and U.S. Department of Health & Human Services, Office of the Inspector General, Shut Down 
Medical Center Committing Healthcare Fraud 
Kim Huynh, 51, who was bilking Medicare and insurance companies through phony billing practices, money laundering and practicing 
medicine without a license. In all, the defendant billed more than $11 million for tests and treatment not covered under insurance plans.  

Huynh directed the medical billers in her clinic, Tubi Connect, Inc., to submit claims of service for EEGs, which are scans used to 
diagnose conditions such as epilepsy or seizure disorders a service they did not provide, rather than the quantitative electroencephalogram 
(QEEG) scans her clinic performed. QEEGs are not covered by Medicare or private supplemental insurance,  except under limited and 
exceptional circumstances. 

Huynh owned and operated medical centers located in San Diego, Orange County and Texas, called Tubi Connect, Inc. The clinics 
provided medical care to neurodivergent senior citizens through neurofeedback therapy, an unproven experimental form of therapy in 
which a patient undergoes multiple quantitative electroencephalogram scans of their brain with the intent of retraining their brains to 
normalize activity. The scans were performed by unlicensed technicians, and the results were “interpreted” by clinic co-owner, Iman 
Shirali, who would present himself as doctor, though he had no medical training or certification. Shirali has since died. 

By claiming to provide the services that she did not render, Huynh fraudulently billed Medicare over $10 million resulting in more than 
$4.6 million being paid. Private insurance carriers were billed for more than $600,000 resulting in more than $100,000 being paid.  

Huynh was arrested on March 11. She pleaded not guilty at today’s arraignment. Her bail was set at $750,000 and will be in court again 
on March 18, 2026, for a bail review hearing. If convicted, she faces 14 years in prison. 
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Property Investigation Checklists: Uncovering Insurance Fraud, 15th Edition provides detailed guidance and 
practical information on the four primary areas of any investigation of suspicious claims. The book also examines 
recent developments in areas such as arson investigation procedures, bad faith, extracontractual damages, The 
fake burglary, and Lawyers Deceiving Insurers, Courts & Their Clients During, Catastrophes — A New Type Of 
Fraud and the appendices includes the NAIC Insurance Information and Privacy Protection Model Act and usable 
forms for everyone involved in claims and will provide necessary information to the claims adjuster, SIU fraud 
investigator, claims manager, or coverage lawyer so he or she can be capable of excellence.  

The newest book joins other insurance, insurance claims, insurance fraud, and insurance law books by Barry 
Zalma all available at the Insurance Claims Library – https://zalma.com/blog/insurance-claims-library/  

 

 

Some Suggest The Maximum Is Possible As Federal Judge Expresses Serious Concerns About 
Defendants’ Actions   
Sentencing of the two attorneys convicted in Operation Sideswipe is set for July.  
Attorneys Vanessa Motta and Jason Giles were convicted in the U.S. District Court for the Eastern District of Louisiana on a variety 
of mail fraud, wire fraud and witness tampering charges connected to the scheme where a car full of passengers would slam into a 
truck in an effort to reap insurance payouts. 
The U.S. Attorney’s office reported that the charges that Motta and Giles were convicted of – a combination of mail fraud, wire fraud 
and witness tampering – carried terms of as much as 20 years. Mail fraud and wire fraud were the charges levied against 63 people 
charged in the staged accidents. Most of them pleaded guilty; sentences so far have been as light as probation to more than four years.   
A third defendant, non-attorney Daiminike Stalbert, was acquitted of some of the charges that snagged Motta and Giiles. However, he 
was convicted of making false statements to federal investigators. 
Giles’ employer, the King Law Firm, also was convicted in the trial.  The case was the first in what the DOJ called “Operation 
Sideswipe” to go to trial. Motta will be sentenced July 7, Giles and The King Firm a week later and Stalbert a week after that. 
May Be Lots of Jail Time but Only the Sentencing Judge Can Decide 
Part of the calculation will be the loss suffered by insurance companies and others because of the staged accidents. The implied loss 
could exceed a billion dollars. That sort of loss is likely to result in a jail term. 
Judge Wendy Vitter, after the convictions, before she had Motta and Giles remanded to federal custody as a sign that the judge’s 
outlook on this case is far from normal. Given that the charges carry maximum terms of 20 years, when combined with the judge’s 
comments made after the convictions but before remanding the defendants to federal custody Motta and Giles could get the 20-year 
maximum but that will depend on the Probation report, the sentencing guidelines that must be followed by District Court Judges, and 
the remorse stated by the defendants. 
The witness tampering charge can a big factor. Testimony at trial showed Motta attempted to persuade one potential witness to take a 
pile of cash and fly off to the Caribbean, while another recording played by the defense had the unintended consequence of showing 
Motta speaking to a potential witness after she was indicted while under orders from the court not to contact anyone involved,. 
Judge thinks Motta knew 
Judge Vitter also expressed skepticism that Motta did not know of the possible involvement of her fiancé, Sean Alfortish, in the 
killing of Cornelius Garrison, a “slammer” who drove cars into trucks. Garrison was shot in his home in 2021 after he pleaded guilty 
and agreed to cooperate. Alfortis goes on trial with one other defendant for that crime in August.  
In a “normal” fraud trial, the defendants would be expected to stay free on bond after the conviction but before the sentencing. That 
did not occur with Motta and Giles. 



Mr. Schumer, Exegetically Speaking, Know Thyself 
  

Zalma’s Insurance Fraud Letter – Page 19 –The Source For Insurance Fraud Professionals  

Lots of crashes 
One of the more notable pieces of information that emerged from the testimony in the trial was that the incidents spelled out in the 
various indictments of mostly “spotters,” “slammers” and people who rode along in the cars that collided with targeted trucks were but 
a small fraction of the total number of incidents. 
Prosecutors did not put the alleged 60 to 80 to 100 incidents all in the indictment. But in the course of the trial, the witnesses that were 
called certainly indicated that there were dozens and dozens of these types of cases. 
Either through direct testimony by attorney Danny Keating, who had pleaded guilty in the case five years ago, or by people connected 
to Motta, the earnings from Operation Sideswipe appear to have been in the seven-figure range per lawyer, far more than what could 
have been gleaned from just the specific collisions spelled out in the indictments. 
Adding up the victims from Operation Sideswipe would ultimately need a lot more than the crashes spelled out in the indictments. One 
of the largest that was described, and with one of the biggest carriers, involved a $4.5 million payout in a case involving carrier C.R. 
England.  
What’s The Tab On The Crashes? 
An accurate sum would also need the payouts for the staged accidents that weren’t in any specific indictments. Potentially more 
importantly, what did personal and commercial drivers in Louisiana pay in additional insurance premiums as a direct result of the 
state’s accident rate climbing for however many years the staged accident scam was ongoing? 
To date there have been no criminal charges against any medical providers in Operation Sideswipe.  
Next up in court will be the sentencing next month of Keating and Damian Labeaud, a leading “slammer” who along with Keating 
pleaded guilty and agreed to cooperate. Keating pleaded guilty in 2021, Labeaud a year earlier. Both testified at the Motta/Giles trial.  

 

Oklahoma Insurance Producer Has License Revoked Following Investigation 
Leslie Clark, a resident insurance producer from Stigler, Oklahoma, following an investigation led by its Anti-Fraud Uni was fined and 
her license was revoked by the Oklahoma Insurance Department (OID) announced it has  

On Feb. 11, 2026, a show-cause hearing was held at OID’s offices before an independent examiner, at which Clark failed to appear. 
Clark was found to have improperly withheld and misappropriated 18 cash receipts totaling $7,269.38 from consumer premium 
payments.  

This case began when Farmers Insurance Group filed a complaint on Dec. 5, 2024. The complaint stated Clark failed to forward premium 
payments to the company. 

Farmers’ internal investigation revealed that between Aug. 23, 2023, and June 12, 2024, Clark had entered 18 cash receipts into its 
internal payment system to credit insureds’ policies. Clark failed to forward the funds to Farmers. 

Farmers’ investigation also found that Clark’s personal homeowners policy was canceled for non-payment on June 23, 2024. Clark 
entered a check receipt for $6,885.00 into the insurer’s internal payment system on July 31, 2024, to reinstate her homeowners policy 
but failed to make a deposit into Farmers’ bank account to cover the check amount. 

Farmers recovered the amount due, and no consumer policies were affected. 

Michigan Woman Pleads Guilty in Beauty Store Theft Ring 
Cheaira Broughton, 38, of Detroit, was charged by the Department of Attorney General in November 2025. Broughton faces one count 
of Conducting a Criminal Enterprise, a 20-year felony. 

Broughton, a Michigan woman pled guilty to organizing a high-volume theft ring targeting Ulta Beauty stores in Wayne, Oakland, and 
Macomb counties. 

Broughton organized a rash of “push-out” thefts perpetrated on Ulta Beauty retail locations throughout metro Detroit on more than 13 
occasions in October and November 2023. 

The small, organized group was observed entering the storefront, grabbing as much high-value merchandise as they could carry or load 
into a shopping basket, and simply walking or running back out the front door into an awaiting getaway vehicle. Total losses to retailers 
connected to these thefts exceed $30,000. Broughton would then sell the stolen merchandise on Facebook Marketplace. 

The investigation was a coordinated collaboration between the FORCE Team, corporate investigators, and state and local law 
enforcement, including the Michigan State Police and Grosse Pointe, Novi, Canton, Troy, Allen Park, and Birmingham police 
departments. 

Broughton will be sentenced by Judge Wanda Evans in the 3rd Circuit Court in Wayne County on April 17, 2026. 

Russian Citizen Sentenced to Prison for Hacking into U.S. Companies and Enabling Major Cybercrime 
Groups to Extort Tens of Millions of Dollars  
Aleksei Volkov, was sentenced to 81 months in prison for assisting major cybercrime groups, including the Yanluowang ransomware 
group, in conducting numerous attacks against U.S. companies and other organizations. Volkov facilitated dozens of ransomware attacks 
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throughout the United States, causing over $9 million in actual losses and over $24 million in intended losses. Volkov was indicted for 
this activity in both the Southern District of Indiana and Eastern District of Pennsylvania. Police in Rome, Italy, then arrested Volkov, 
and he was extradited to the United States. He pleaded guilty to charges from both indictments. 

According to court documents, Volkov, 26, of St. Petersburg, Russia, was an “initial access broker,” that is, a person who specializes in 
gaining unauthorized access to computer networks and systems of corporations and organizations and selling that access to other cyber 
threat actors such as ransomware groups. Volkov found vulnerabilities in computer networks and systems, identified ways to access 
those networks and systems without authorization, and sold that illicit access to conspirators who were also cybercriminals. 

Volkov’s co-conspirators then used the access Volkov provided to infect the affected computer networks and systems with malware. 
This malware encrypted the victims’ data and prevented the victims from accessing it, damaging their business operations. The 
conspirators then demanded that the victims pay them a ransom in cryptocurrency — sometimes in the tens of millions of dollars — in 
exchange for restoring the victims’ access to the data and promising not to publicly disclose the hack or release victims’ stolen data on 
a “leak” website. In some cases, the victims paid the ransom and in others the conspirators posted the victims’ confidential data on the 
leak site. If the victims paid the ransom, Volkov received a share of the money. 

On Nov. 25, 2025, Volkov pleaded guilty to four counts from the Southern District of Indiana indictment, namely, unlawful transfer of 
a means of identification, trafficking in access information, access device fraud, and aggravated identity theft; as well as two counts 
from the Eastern District of Pennsylvania indictment, namely, conspiracy to commit computer fraud and conspiracy to commit money 
laundering after the  two cases were consolidated in the Southern District of Indiana. As part of his plea, Volkov admitted that he and 
his co-conspirators hacked into numerous victims’ computer networks, stole their data, deployed ransomware, demanded payment in 
cryptocurrency to exchange for restoring access to the data, and divided the ransom payments among themselves. In fact, they demanded 
tens of millions of dollars in ransom and received millions. Volkov agreed to pay full restitution to victims including at least 
$9,167,198.19 to known victims to compensate them for their actual losses as well as to forfeit equipment he used for his crimes. 

U.S. Attorney David Metcalf for the Eastern District of Pennsylvania, Special Agent in Charge Timothy O’Malley of the FBI 
Indianapolis Field Office, and Special Agent in Charge Wayne A. Jacobs of the FBI Philadelphia Field Office made the announcement. 

Five More Plead Guilty in Minnesota Feeding Our Future Fraud Scheme  
Ikram Yusuf Mohamed, Aisha Hassan Hussein, Sahra Sharif Osman, Shakur Abdinur Abdisalam, and Fadumo Mohamed Yusuf 
all pleaded guilty to wire fraud for their respective roles in the sprawling Feeding Our Future fraud scheme, announced U.S. Attorney 
Daniel N. Rosen. Prosecutors have now obtained 63 convictions scheme-wide, representing the largest number of convictions in a single 
fraud investigation by the U.S. Attorney’s Office in recent memory. 

The Trump Administration has made fighting fraud a top priority, just this week establishing the President’s Task Force to Eliminate 
Fraud, a multiagency effort dedicated to protecting benefits meant for American citizens in need. The Justice Department is committed 
to rooting out fraud in federal programs for the benefit of the American people. 

All five defendants were charged in United States v. Mohamed et al., 24-cr-15 (NEB/DTS).  This group, which included multiple family 
members and friends of defendant Ikram Mohamed, purported to run food program sites in Minneapolis and its suburbs, as well as food 
distribution entity.  The group worked together to steal and then launder $14.6 million in Federal Child Nutrition Program money that 
was meant to feed hungry children during the Covid-19 pandemic. 

Mohamed and Abdisalam pled guilty on Wednesday, March 18, 2026, and Hussein, Osman, and Yusuf pled guilty today, March 20, 
2026, all in U.S. District Court before Judge Nancy E. Brasel.  The defendants had been set to proceed to trial before Judge Brasel on 
April 20, 2026.  One defendant now remains in that trial, with the other remaining defendant set for a change of plea hearing next week. 

Ikram Yusuf Mohamed, 42, was a leader in the Feeding Our Future fraud scheme through her role as a consultant to Feeding Our Future. 
Mohamed opened several food sites that were enrolled in and received over $6.9 million in Federal Child Nutrition Program funds under 
the sponsorship of Feeding Our Future. To conceal her involvement, she put the sites and entities in the name of family members, 
including her husband, mother, and siblings. Mohamed also created a food distribution company with her brother called Star 
Distribution LLC, which went on to create fraudulent invoices for the family-controlled sites that indicated it had sold inflated volumes 
of food to the sites that had in fact been purchased or delivered. At Mohamed’s advice, other program sites sponsored by Feeding Our 
Future used Star Distribution, causing it to receive $1.4 million for fraudulent invoices. Star Distribution also received $4.9 million 
directly from Feeding Our Future for the meals allegedly served at the family-controlled sites.  Additionally, Mohamed solicited and 
received over $1.3 million in kickbacks from individuals and companies involved in the food program through her company, IM 
Consultation.  Mohamed pleaded guilty to one count of wire fraud. 

Shakur Abdinur Abdisalam, 46, Ikram Mohamed’s husband, participated in the scheme to defraud the Federal Child Nutrition Program 
with his wife and other family conspirators through a company called Inspiring Youth & Outreach LLC (Inspiring Youth). Inspiring 
Youth purported to run a food site in Minneapolis. Between February and November 2021, the company fraudulently claimed to have 
served more than 1 million meals. He and his conspirators also supported their program reimbursement claims with phony attendance 
rosters purporting to document the children they fed. Those rosters listed made-up children with fake ages. Based on these fraudulent 
claims, Inspiring Youth received more than $1.5 million in Federal Child Nutrition Program funds. As part of the scheme, Abdisalam 
also paid a $21,000 kickback to his wife’s entity, IM Consultation. Abdisalam pleaded guilty to one count of wire fraud. 
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Aisha Hassan Hussein, 29, Ikram Mohamed’s sister, participated in the Feeding Our Future fraud scheme as the principal of United 
Youth of MPLS LLC (United Youth). Hussein enrolled her company in the Federal Child Nutrition Program under the sponsorship of 
Feeding Our Future and purported to operate two sites in Minneapolis. From December 2020 through November 2021, Hussein and her 
co-conspirators falsely claimed to have served more than 1.3 million meals to children at the United Youth sites, totaling approximately 
$2.2 million in fraudulent Federal Child Nutrition Program funds. As part of the scheme, Hussein also paid a $166,000 kickback to her 
sister’s company IM Consultation. Hussein pleaded guilty to one count of wire fraud. 

Sahra Sharif Osman, 43, participated in the Feeding Our Future fraud scheme as the principal of a non-profit called Youth 
International Club LLC (Youth International). Youth International operated two Federal Child Nutrition Program sites under the 
sponsorship of Feeding Our Future. The Youth International food sites were in Hopkins and Edina and purported to serve meals out of 
community rooms in townhome complexes. Between March and November 2021, Youth International fraudulently claimed to have 
served nearly 700,000 meals and received more than $1.4 million in Federal Child Nutrition Program funds. As part of the scheme, 
Osman also paid a $7,500 kickback to Ikram Mohamed’s IM Consultation. Osman pleaded guilty to one count of wire fraud. 

Fadumo Mohamed Yusuf, 59, Ikram Mohamed’s mother, participated in the scheme through Active Mind’s Youth LLC (Active Minds), 
another company that enrolled in the Federal Child Nutrition Program under the sponsorship of Feeding Our Future. Active Minds 
purported to operate a food site located on East Lake Street in Minneapolis. Between February and June 2021, Active Minds fraudulently 
claimed to have served more than 500,000 meals and received more than $1 million in Federal Child Nutrition Program funds. As part 
of the scheme, Yusuf also paid a $38,500 kickback to her daughter’s company, IM Consultation. Yusuf pleaded guilty to one count of 
wire fraud. 

Sentencing hearings for all five defendants will be scheduled at a later date. 

Former Bank CEO Pleads Guilty to Multimillion-Dollar Wire Fraud Conspiracy and Venezuela 
Sanctions Evasion Scheme  
Tomás Niembro Concha, 64, of Miami, Florida, the former Chief Executive Officer of Nodus International Bank (Nodus Bank), a 
Puerto Rican international bank, pleaded guilty for leading a scheme to fraudulently obtain at least $24.9 million from Nodus Bank and 
conspiring to evade U.S. sanctions against Venezuela. 

According to court filings, Concha conspired with others to siphon money from Nodus Bank, ultimately leading to the bank’s failure in 
2023. Niembro and his co-conspirators concealed from other Nodus Bank board members and executives and the bank’s regulator that 
certain investments and loans were for the benefit of Niembro and Board Chairman Juan Ramirez, in violation of Puerto Rican law. 
From 2017 to 2023, Niembro, Ramirez and others caused Nodus Bank to invest $11 million in a Miami-based lender so those funds 
could be loaned to Niembro and Ramirez for their own benefit. Niembro and his co-conspirators knew that these transactions were 
illegal and concealed their conduct through the sham investments. 

Between January 2018 and September 2021, Niembro and Ramirez also fraudulently induced Nodus Bank’s board and comptroller to 
agree to buy at least 47 promissory notes totaling approximately $25.3 million from Nodus Finance, a Miami-based company that 
Niembro and Ramirez jointly owned, so they could use the proceeds of the transactions for themselves. 

In early March 2023, Nodus’s regulator, the Office of the Commissioner of Financial Institutions of Puerto Rico (OCIF), notified the 
bank it would be placed into liquidation. Niembro and Ramirez fraudulently caused Nodus Bank to accept a loan portfolio from Nodus 
Finance to pay down the debt from the 47 promissory notes.    

Moreover, between 2021 and 2023, Niembro conspired with others to conduct prohibited financial transactions with an individual 
designated as a Specially Designated National (SDN) by the U.S. Department of the Treasury’s Office of Foreign Assets Control (OFAC) 
for providing material support to Venezuela’s state-owned oil company, Petróleos de Venezuela, S.A. (PDVSA). To satisfy an 
outstanding loan of approximately $2.5 million that the SDN’s company had with Nodus Bank prior to the imposition of sanctions, 
Niembro and the SDN devised a scheme to cause Nodus Bank to foreclose on the SDN’s home in Southampton, NY — for which they 
obtained OFAC authorization — but separately reached a “private” agreement to induce Nodus Bank to sell the property back to the 
SDN for $4 million through a front company — a transaction that was strictly prohibited by U.S. sanctions and not otherwise licensed 
by OFAC. 

Niembro pleaded guilty to a two-count Information charging conspiracy to commit wire fraud and conspiracy to violate the International 
Emergency Economic Powers Act (IEEPA). Each charge carries a maximum penalty of 20 years in prison. Niembro’s sentencing has 
been scheduled for June 8. As part of his plea agreement, Niembro agreed to forfeit at least $16.9 million, which represents the value of 
the proceeds he derived from the wire fraud conspiracy. A federal judge will determine any sentence after considering the U.S. 
Sentencing Guidelines and other statutory factors. 

Florida Man Faked Brain Injury for Years in Attempt to Gain $6M in Insurance 
Thomas A. George and Tamika Hampton attempted to defraud an auto insurer in 2019. They claimed that George was so severely 
injured in a crash that he could no longer walk or talk, according to court documents. 

The Gainesville, Florida couple’s attorney made a settlement demand to General Star National Insurance Co. for $6.6 million, contending 
that George would need lifetime care for an incapacitating brain injury from the crash with an oil company truck. A video sent to the 
insurance carrier showed the man limited to moaning, rocking, and needing assistance to use the restroom and get dressed. 
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But in May 2023 the attempted fraud was discovered when George, 49, was a passenger in car that was stopped by an Alachua County 
sheriff’s deputy. George spoke freely to the officer, exited the vehicle without assistance, then sprinted away from the officer, apparently 
after the deputy discovered marijuana in his possession, according to body camera video and the arrest affidavit. 

Allied Universal Compliance & Investigations, the special investigation unit for General Star National, in accordance with state law 
informed investigators with the Florida Department of Financial Services. Those investigators interviewed George and Hampton six 
months after the accident. The couple said George had regained his ability to walk just days before his May arrest. They did not 
understand how he could get in trouble for getting better, the investigator wrote in the affidavit. 

A neurologist who examined George concluded: “This new information brings to the forefront the greater likelihood that the 
nonphysiologic behaviors we had often observed in the office would within a reasonable degree of medical certainty represent a type of 
purposeful deception (malingering).”  

Today, George is in jail — but not for long. The couple in February pleaded “no contest” to insurance fraud charges. An Alachua County 
judge sentenced George to 180 days in jail, four years of probation, and $1,734 in restitution to the Department of Financial Services 
for investigation costs incurred. 

Hampton was sentenced to probation and the same restitution. She may serve community service in lieu of paying court costs, the judge 
noted. A rare case where an attempt at insurance fraud failed.  

 

 From Iassac Asimov’s book, I Robot 
Dr. Asimov presented the laws in his fictional "Handbook of Robotics, 56th Edition, 2058 A.D." are:  

1. A robot may not injure a human being or, through inaction, allow a human being to come to harm.  

2. A robot must obey the orders given it by human beings except where such orders would conflict with the First Law.  

3. A robot must protect its own existence as long as such protection does not conflict with the First or Second Law.  

Hopefully to be understood by those using Artificial Intelligence in the insurance industry replacing the words “human beings” with the 
“insureds.” 

 

ABSOLUTE IMMUNITY FOR COMPLAINTS TO DMV 
Complaints Filed By The Defendants With The Department Of Motor Vehicles Were Entitled To Absolute Immunity 
In Modzelewski’s Towing & Storage, Inc., et al. v. Government Employees Insurance Company et al., No. AC 47933, Court of Appeals 
of Connecticut (March 24, 2026) Modzelewski’s Towing & Storage, Inc., Chris’ Auto Clinic, LLC, MyHoopty.com, LLC, and 
Farmington Auto Park, LLC, initiated an action seeking damages for tortious interference with business expectancies and other relief. 
The dispute arose after complaints were filed against them by Government Employees Insurance Company (GEICO) and individual 
defendants John P. Vaz and Patrick Capri with the Connecticut Department of Motor Vehicles. The plaintiffs alleged that these complaints 
interfered with their business relationships. 

LEGAL ISSUES 
The central legal issue concerned the application of § 14-63-45b of the Regulations of Connecticut State Agencies, which governs 
complaints to the Department of Motor Vehicles. The trial court examined whether the defendants’ conduct — filing complaints with 
the department — was protected by absolute immunity under the litigation privilege, a doctrine that shields certain communications 
made in the course of judicial or quasi-judicial proceedings from liability. 

1. Whether the complaints filed by the defendants with the Department of Motor Vehicles were entitled to absolute immunity under the 
litigation privilege. 

2. Whether the trial court properly dismissed the plaintiffs’ claims for lack of subject matter jurisdiction based on the litigation privilege. 

DISCUSSION AND ANALYSIS 
The trial court granted the defendants’ motions to dismiss, finding that the complaints submitted to the Department of Motor Vehicles 
fell within the scope of the litigation privilege and were thus immune from suit. 

On appeal, the plaintiffs argued that the privilege should not apply, contending the complaints were not sufficiently related to a judicial 
or quasi-judicial proceeding. The appellate court disagreed, concluding that the process involving the Department of Motor Vehicles 
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constituted a quasi-judicial proceeding, and the privilege applied. As a result, the dismissal for lack of subject matter jurisdiction was 
affirmed. 

CONCLUSION 
To determine where there is an effective litigation privilege is whether the body has the power to: 

1. exercise judgment and discretion;  

2. hear and determine or to ascertain facts and decide; 

3. make binding orders and judgments; 

4. affect the personal or property rights of private persons; 

5. examine witnesses and hear the litigation of the issues on a hearing; and 

6. enforce decisions or impose penalties. 

The court determined that the department’s complaint and hearing proceeding is quasi-judicial in nature because the Commissioner of 
Motor Vehicles or the designated hearing officer is vested with the discretion and judgment to consider motions, subpoena witnesses, 
require the production of records, receive, consider, and evaluate the evidence, limit the number of witnesses, permit additional pleadings 
and evidence pre- and post-hearing, and issue a final decision based on their consideration of the entire record. 

The Court of Appeals of Connecticut affirmed the trial court’s judgment, holding that the defendants’ complaints to the Department of 
Motor Vehicles were protected by absolute immunity under the litigation privilege, thereby precluding the plaintiffs’ claims for tortious 
interference and other relief. 

The policy underlying the litigation privilege is that in certain situations the public interest in having people speak freely outweighs the 
risk that individuals will occasionally abuse the privilege by making false and malicious statements. 

The litigation privilege is a long-standing common law rule that communications uttered or published in the course of judicial 
proceedings are absolutely privileged so long as they are in some way pertinent to the subject of the controversy. 

In the present case, a consumer complaint filed with the department is necessary to initiate the department proceeding that the plaintiffs 
concede is quasi-judicial in nature. The trial court explained that the defendants’ alleged filing of complaints with the department were 
part of the initial steps in the distinct possibility that the department would commence proceedings against the plaintiffs. 

Accordingly, the Court of Appeals agreed with the court that public policy supports the application of the litigation privilege to 
complaints filed with the department of the regulations and, therefore, conclude that the court properly granted the defendants’ motions 
to dismiss. The judgment was affirmed. 

ZIFL OPINION 
The state set up a department to control and deal with disputes about the actions of people and entities involved in judicial or quasi-
judicial entities. GEICO, on its own behalf and on behalf of its insureds reported to the agency improper conduct only to find itself sued 
for defamation. The trial court and Court of Appeals applied the litigation privilege and threw out the defamation actions. 
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