DOU3E (Rev

BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA
In the Matter of the Accusation )
Against: )
)
)
Norman Yuh Wei Chow ) Case No. 800-2016-025337
)
Physician's and Surgeon's )
Certificate No. A 34003 )
)
Respondent )
)
' DECISION

The attached Stipulated Surrender of License and Disciplinary Order
is hereby adopted as the Decision and Order of the Medical Board of
California, Department of Consumer Affairs, State of California.

This Decision shall become effective at 5:00 p-m.onJanuary 21, 2020

IT IS SO ORDERED January 14, 2020

[ DRIREH



C ®© I N N A W R e

DN N N N [ &3 [ N N N — — — - — — — —
5] ~ N (33 ES W N — =] O oo 3 (o) LA B w N - <

XAVIER BECERRA .

Attorney General of California

ALEXANDRA M. ALVAREZ

Supervising Deputy Attorney General

ROSEMARY F, LUZON

Deputy Attorney General

State Bar No. 221544

600 West Broadway, Suite 1800

San Diego, CA 92101

P.O. Box 85266

San Diego, CA 92186-5266
Telephone: (619) 738-9074
Facsimile: (619) 645-2061

Attorneys for Complainant
BEFORE THE

MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA
Tn the Matter of the Accusation Against: | Case No. 800-2016-025337
Norman Yuh Wei Cliow, M.D. STIPULATED SURRENDER OF

- 1440 South Stonecrest Place LICENSE AND DISCIPLINARY ORDER

Diamond Bar, CA 91765

14

Physician’s and Surgeon’s Certificate A ‘
No. A 34003,

Respondent.

IT IS HEREBY STIPULATED AND AGREED by and between the parties to the above-
entitled proce’edirig.s that the following matters are true; .
PARTIES |
1.  Kimberly Kirchmeyer (Compléi'nant) is the Executive Director of the Medical Board
of California fBoard). She brought this action solely in her official capacity and is represented in
this matter by Xavier Becerra, A’ctorﬁey Genefal of -thé State of Caiiforni’a, by Rosemary F.
Luzon, Deputy Attorney General. ‘
111
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2.  Norman Yuh Wei Chow, M.D. (Respondent) is represented in this proceeding by *
attorney Philip P, DeLuca, Esq., whose address is: 5820 E. Naples Plaza, Belmont Shore, CA )
90803.

3.  Onor about June 21, 1979, the Board issued Physician’s and Surgeon’é Certificate

| No. A 34003 to Respondent. The Physician’s and Sﬁrgéon’s- Certificate was in full force and

effect at all times relevant to the charges brought in Accusation No. 800-2016-025337 and will -
exﬁire on September 30, 2020, unless reniewed.
' JURISDICTION
4.  Onor about August 15, 2019, Accusation No. 800-2016-025337 was filed against

Respondent before the Board, and is eurrently pending against Respondent. The Accusation and
all other statutorily required documents were properly served on Respondent on or about August
15,2019, at his address of record. Respondent timely filed his Notice of Defense contesting the
Accusation. A true and correct copy of Accusation No. 800-2016-0253 3.7'is attached as Exhibit
A and hereby incorporated by reference as if fully set forth herein.
ADVISEMENT AND WAIVERS

5. Respondent has carefully read, fully discussed with counsel, and understands the
charges and allegations in Accusation No. 800-2016-025337. Respondent also has carefully read,
fully discussed with counsel, and ﬁnderstands the effects of this Stipulated Surrender of License
and Disciplinary Order. | ' |

. . \ :
.6.  Respondent is fully aware of his legal rights in this matter, including the right to a

hearing on the charges and allegations in the Accusation; the right to confront and cross-examine "

the witnesses against him; the right to present evidence and to testify on his own behalf; the right
to the issuance of subpoenas to compel the attendance of witnesses and the production of

documents; the right to reconsideration and court review of an adverse decision; and all other

rights accorded By the California Administrative Procedure Act and other applicable laws, having |

been fully advised of same by his attorney of record, Ph111p P. DeLuca, Esg.
7.  Having the benefit of counsel, Respondent voluntarily, knowingly, and mtelhgently

waives and gives up éach and every right set forth above. -

2
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CULPABILITY

8. ‘Respondent does not contest that, at an administrative hearing, Complainant could
establish a prima facie.case with respect to all of the charges and allegations in Accusation No.
800-2016-025337, a true and correct copy of which is attached hereto as Exhibit A, and that he
has thereby subjected his Physician’s and Surgeon’s Certificate No. A 34003 to disciplinary
action. Respondent hereby surrenders his Physician’s and Surgeon’s Certificate No. A 34003 for
the Board’s formal acceptance.

9.  Respondent agrees that his Physician’s and Surgeon’s Certificate No. A 34003 is
subject to discipline and he agrees to be bound by the Board’s imposition of discipline as set
forth in the Disciplinary Order below.

10. Respondent further agrees that if he ever petitions for reinstatement of his Physician’s
and Surgéon’s Certificate No. A 34003, or if an accusation or petition to revoke probation is ever
filed against him before the Medical Board of California, all of the charges and allegations
contained in Accusation No., 800-2016-025337 shall be deemed true, correct, and fully
admitted by Respondent for purposes of any such proceeding or any other licensing proceeding
involving Reépondent in the State of .California or elsewhere,

11. Respondent understands that, by signing this stipulation, he enables the Executive
Director of the Board to issue an order, on behalf of the Board, accepting the surrender of his
Physician’s and Surgeon’s Certiﬁcate No. A 34003 without further notice to, oi‘ opportunity to be
heard by, Respondent.

CONTINGENCY

12. Business and Professions Code section 2224, subdivision (b), provides, in pertinent
part, that the Medical Board “shall delegate to its executive director the authority to adopta. ..
stipulation for surrender of a license.”

13. This Stipulated Surrender of License and Disciplinary Order shall be subject to
approval of the Executive Director on behalf of the Medical Board. The parties agree that this
Stipulated Surrender of License and Disciplinary Order shall be submitted to the Executive

Director for her consideration in the above-entitled matter and, further, that the Execltive

3
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Director shall have a reasonable period. of time in which to consider and act on this Stipulated
Surrender of License and Disciplinary Order after receivirfg it. By signing this stipulation,
Respondent fully understands and agrees that he may no'f withdraw his agreement or seek to
rescind this stipulation prior to the time the Executive Director, on behalf of the Medical Board,
considers and acts upon it.

14. The parties agree that this Stipulated Surrender of License and Disciplinary Order
shall be null and void and not binding upon the parties unless approved and adopted by the
Executive Director on behalf of the Board, except for this paragraph, which shall remain in full
force and effect. Respondent fully understands and agrees that in decidi;lg whether or not to
approve and adopt this Stipulated Surrender of License and Disciplinary Order, the Executive
Director and/or the Board may receive oral and written communications from its staff and/or the
Attorney General’s Office. Communications pursuant to this paragraph shall not disqualify the
Executive Director, the Board, any member thereof, and/or any other person from future
participation in this or any other matter affecting or involving Respondent, In the event that the
Executive Director on behalf of the Board does not; in her discretion, approve and adopt this
Stipulated Surrender of License and Disciplinary Order, with the exception of this paragraph, it
shall not become effective, shall be of no evidentiary value whatsoever, and shall not be relied
upon or introduced in any disciplinary action by either party hereto. Respondent further agfees
that should this Stipulated Surrender of License and Disciplinary Order be rejected for any reason
by the Executive Director on behalf of the Board, Respondent will assert no claim that the
Executive Director, the Board, or any member thereof, was prejudiced by its/his/her review,
discussion and/or consideration of this Stipulated Surrender of License and Disciplinary Order or
of any matter or matters related hereto.

ADDITIONAL PROVISIONS

15. This Stipulated Surrender of License and Disc'iplinary Order is intended by the parties
herein to be an integrated writing representing the complete, final, and exclusive embodiment of
the agreements of the parties in the above-entitled matter.

11!
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16, The parties agree that copies of this Stipulated Surrender of License and bisciplinary
Order, including signatures of the parties, may be used in lieu of original documents and
signatures and, further, that such copies shall have the sam;e force and effect as oriéinals.

17. In consideration of the foregoing admissions and stipulations, the parties agree
the Executive Director of the Board may, without further notice to or opportqnity to be heard by
Respondent, issue and enter the following Order on behalf of the Board:

DISCIPLINARY ORDER

IT IS HEREBY ORDERED that Physician’s and Surgeon’s Certificate No. A 34003, issued
to Respondent Norman Yuh Wei Chow, M.D., is surrenderéd and accepted by the Medical Board
of California, '

1.  The surrender of Respondent’s Physician’s and Surgeon’s Certificate and the
acceptance of the surrendered license by the Medical Board shall constitute the impoéition of
discipline against Respondent. This stipulation constitutes a record of the discipline and shall
become a part of Respondent’s license history with the Medical Board of California.

2. Respondent shall lose all rights and privileges as a Physician and Surgeon in
California as of the effective date of the Medical Board’s Decision and Order.

3, Respondent shall cause to be delivered to the Board 'his pocket license and, if one was
issued, his wall certificate on or before the effective date of the Meflical Board’s Decision and
Order.

4.  If Respondent ever files an application for licensure or a petition for reinstatement of
Physic':ian’s and Surgeon’s Certificate No. A 34003 in the State of California, the Medical Board
shall treatitasa petitipn for reinstatement, Respondent must comply with all the laws,
regulations and procedures for reinstatement of a revoked or surre.ndered license in effect at the
time the petition is filed, and all of the charges and allegations contained in Accusation No. 800-
2016-025337 shall be deemed to be true, correct and admitted by Respondent when the Board
determines whether to grant or deny the petition. ’

/11
111

5 .
Stipulated Surrender of License and Disciplinary Order (Case No. 800-2016-025337)




\O [0« BEENR | (o8 (9] E=S w N —

NN N NONON RN NN e e e e e e e et
0 N SN U A WO R DO YW 0N Y W R W N = O

5.  If Respondent should ever apply or reapply for a new license or certification, or
petitioil for reinstatement of a license, by any other health care licensing agency in the State of
California, all of the charées and allegations contained in Accusation No. 800-2016-025337 shall
be deemed to be true, correct, and fully admitted by Respondent for the purpose of any Statement
of Issues or any other proceedmg seeking to deny or restrict licensure.

ACCEPTANCE

.I have carefully read the Stipulated Surrender of License and Disciplinary Order and have
fully discussed it with my attorney, Philip P. DeLuca, Esq. I understand the stipulation and the
effect it will have on my Physician’s and Surgeon’s Certificate No. A 34003. T enter into thié
Stipulated Surrender of License and Disciplinary Order voluntarily, knowingly, and intelligently,

and agree to be bound by the Decision and Order of the Medical Board of California.

DATED: 10/35 /19 WMot A
NORMAN YUH WEI CHOW, M.D.
Respondent

I have read and fully discussed with Respondent Norman Yuh Wei Chow, M.D., the terms

and conditions and other matters contained in the abdve foregolng Stipulated Surrender of

License and Disciplinary Order. I approve its
s )2 19)11 /
[/

Attorney fh¥ Responde

117
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ENDORSEMENT

The foregoing Stipulated Sutrender of License and Disciplinary (jrder is hereby

respectfully submitted for consideration by the Medical Board of California of the Department of

Consumer Affairs,
paTED: 1%/ 24714 Respectfully submitted,
' XAVIER BECERRA
Attorney General of California
ALEXANDRA M, ALVAREZ
ervising Deputy Attorney General
.,
‘%&a "L070
eputy, Attorney General ™
Attorne}%r Complainant ™
SD2019800275
71985962,doex
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| XAVIER BECERRA
 Attarney General of California
[ ALP‘(ANDRAM ALVAREZ FILED

| Deputy Attgrney General

- State Bar No. 221544

- §0Q West Bioadway; Suite [300
- Sair Diego, CA. 92101

[ Sarr Diego; CA 92186-5266:

A_[torney& - for Complainant
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‘Affairs (Board). !

- expire on September 30, 2020, unless renewed.

Supervising Deputy Attorney General |
ROSEMARY F. LUZON | STATEO GALFORNIA

P.Q. Box 85266 .

Telephone; (619) 738-9074 ' ‘
Facsimile:r (619) 645-2061 : '

BEFORE THE
MEDICAL BOARD OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

STATE OF CALIFORNIA
Ty the Matter of the Accusation Against: Case No, 800-2016-025337 |
- Nornman Yih -Wei Chov, MLD. ACCUSATION

1440, Soutlt Stoneerest Place .
Di‘amond Bar, CA -917'65.,\ |

Physician’s and Surgeon’s, Certificate

No..4: 34003, , '
Regpondent, '
Complainant alleges: ‘

L Kimberly Kirchineyet (Complainant) brings this Aceusation solely in het: offioial

capacity as the Exeeutive Diregtor of'the Medital Bodrd of California, Department of Cansumer

2. Onor gbout Jurie.2t, 1979, the Board issued. Physician’s and Surgeon’s bbr'ﬁ‘fic.xte

Il No. A 34003 to Norntan Yuh Wei Chow, M.D. (Respondent). The. Plygsictan®s and- Sm geon’s

' C‘em{' cate was in full force and effect at all times relevant to the charges brought henem and will |

I|
|
!
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3. This Accusation is brought before the Board, under the authority of the following -

laws, All section references ate to the Business and Professions Code (Code) unless otherwise

indicated.

/1
111
111
111

4,  Section 2220 of the Code states;

“Except as otherwise pravided by law, the board may take action against all
persons guilty of violating this chapter. . .”
5.  Section 2227 of the Code states:

" “(a) A licensee wh'osé matter has been heard by an administrative law judge of
the Medical Quality Hearing Panel as designated in Section 11371 of the Government
Code, or whose default has been entered, arid who is found guilty, or who has entered
into a stipulation for disciplinary action with the board, may, in agcordance with the
provisions of this chaptet:

“(1) Have his or her license revoked upon order of the board. _

“(2) Have his or her right to practice suspended for a period not to exceed one
year upon order of the boatd. '

“(3) Be placed on probation and be required to pay the costs of probation
monitoring upon order of the board.

“(4) Be pdblicly reprimanded by the board. The public 1'§primand roay include
a requirement that the licensee complete relevant educational courses approved by the
board.

“(5) Have any other action taken in relation to discipline as part of an order of

probation, as the board or an administrative law judge may deem proper.

({3 ”
ve

ACCUSATION (NO, 800-2016-025337)
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6. . Section 2234 of the Code states: ‘

“The boatd shall take action against any licensee wﬁo is charged with
unptofessional conduct. In addition to other provisions of this article, unprofessonal
conduct includes, but is not [imited to, the following; '

“. .

“(b) Gross nogligence.

“(c) Repeated negligent acts. To be repeated, there must be two or more
negligent acts or omjssions. An initial negligent act or omission foltowed by a
separate and distinct departure from the applicable standard of care shall constitute
repeated negligent acts. [

(1) An initial negligent diagnosis followed by an act or omission medically
approptiate for that negligent diagnosis of the patient shall constitute a single
negligent act,

%“(2) When the standard of care requires a change in the diagnosis, act, or .
omissio_n that constitutes the negligent act described in paragtaph (1), including, but
not limited to, & reevaluation of the diagnosis or a change in treatment, and the

licensee's conduct departs from the applicable standard of care, each departure

* constitutes a sepatate and distinct breach of the standard of care.

© %(d) Incompetence,
“‘ . ‘”
7. Sectlon 2266 of the Code states:
“The failure of a physician and surgeou to maintain adequate and accurate

records relating to the provision of setvices to their patients constitutes unprofessional

conduct,”

ACCUSATION (NO, 800-2016-025337)
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8.  Section 2228.1 of the Code states:

“(a) On.and after July 1, 2019, except as otherwise provided in subdivision (c),
the board shall require a licensee to provide a separate disclosute that includes the
licensee’s probation status, the length of the probation, the probation end dats, all
practice restrictions placed on the licensee by the board, the board’s telephone
number, and an explanation of how the patient can find further information on the
licensee;s probation on the licensee’s profile page on the board’s online license |
information Internet Web site, to a patient or the patient’s guardian or health care
surrogate before the patient’s first visit following the probationary order while the
licensee is on probation pursuant to a peobationary order made on and after July 1,
2019, in any of the following citcumstances:

“(1) A final adjudication by the boatd following an administrative hearing or
admitted findings or p\rima facie showing in a stipulated seltlement establishing any
of the following: '

“(D) Inappfopriate prescribing resulting in harm to patients and a probationary
petiod of five years or mote. ‘

“(2) An acousation or statement of issues alleged that the licensee committed
any of the acts desctibed in subparagraphs (A) to (D), inclusive, of paragraph (1), and
a stipulated settlement based upon a nolo contendre ot other similat compromise that
does not include any prima facie showing or ad.m ission of guilt or fact but does
include an express acknowledgment that the disclosure requirements of this section
would serve to protect the public interest,

“(b) A licensee required to provide a disclosure purs;uant to subdivision (a) shall
obtain from the patient, or the patient’s guardian or health care sutrogate, a separate,

signed cbpy of that disclosure.

[
e

ACCUSATION (NO, 800-2016-025337)




D O W N SN W W NN

NONORN D ONDON NN — e ¥

“(d) On and after July 1, 2019, the board shali provide the following
information, with respect to licensees on probation and leensees practicing under
probationary licenses, in plain view on the licensee’s profile page on the board’s
online license information [nternet Web site, .

“(1) For probation imposed pursuant to a stipulated settlement, the causes
alleged in'the operative accusation along with a designation identifying those causes
by which the licensee has expressly admitted guilt and a statement that acceptance of
the settlement is not an admission of guiit.

““(2) For probation imposed by an adjudicated decision of the board, the causes
for probation stated in the final probationary order. »

“(3) For a licensee granted a probationary license, the causes by which the
probationary license was imposed.

“(4) The length of the probation and end date.

“(5) All practice resttictions placed on the license by the board,

’ FIRST CAUSE FOR DISCIPLINE

(Gross Negligence)
9.  Respondent has; s.ubjected his Physician’s and Surgeon’s Certificate No. A 34003 to
disciplinary action under sections 2227 and 2234, as defined by section 2234, subdivision (b), of
the Code, in that he committed gross negligence in his care and treatment of Patients A, Ié, C,and

D, as more particularly alleged hereinafter;’

Patient A

10. On or about Novembet 6, 2013, Respondent saw Patient A to refill prescriptions and
follow up' on the results of prior laboratory testing from October 9, 2013, which revealed high
biirubin, Respondent assessed Patient A’s vital signs, which were normal. In addition,.

Respondent conducted a physical exam, inoluding a lung exam, which was negative for any

I References to “Patient A,” “Patient B,” “Patient C,” “Patient D,” and “Patient E” hersin
are used to protect patient privacy.

ACCUSATION (NO, 8§00-2016-025337)
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problems. Respondent noted that Patient A did not smoke or drink alcohol. Respondent’s
diagnosls was high bilitubin and he ordered a hepatitis blood panel and refilled unspecified
medications, In an entirely separate section of Patient A’s chart, referred to as the “Cumulative
Adult Patient Profile,” Respondent documented his diagnosis for this visit. The dlagnosis was
“cough — smoker[.]”? ‘

{1, On or about November 13, 2013, Respondent saw Patient A again, Respondent did
not document ;tny histoty or diagnoses in his consult notes. Patient A’s vital signs wefe normal
and the physical exam was negative for any problems, Respondent noted the need for an
ultrasound and refilled unspecified medications,

12. On or about December 16,2013, Respondent saw Patient A, who complained of an
intoletable cough and requested a refill of “Phenergan cod.”® Respondent did not document 'any
dlagnoses in his consult notes, Patient A’s physical exam was normal and the plan was to refiil
unspecified medications. In the “Cumul'a:tive Adult Patjent Profile” sectlon of Patient A’s chart, |
Respondent’s diagnosis was “smoker’s cough[.]”

13, On or about January 22, 2014, Patient A had a follow-up visit with Res.pondent for
complairits of a “smoket’s cough,” cold symptoms, and a sore throat, as well as to refill
prescriptions. According to Respondent’s consult notes, Patlent A did not smoke. Respondent’s
diagnoses wete irritable cough and elevated bilirubin. No history regarding Patient A’s cough
was documented. In the “Cumulative Adult Patient Profile” section of Patient A’s chatt,
Respondent’s diagnoses were irritable cough, elevated bilirubin, and negative hepatitis. *

{4, On or about Feb;'uai'y 26, 2014, Respondent saw Patient A for an icritable cough and
to refill prescriptions, Respondent’s diagnosis was irritable cough, but he did not document any
history regarding Patient A’s cough or any treatment plan other than to refill unspecified

medications. In the “Cumulative Adult Patient Profile” section of Patient A’s chart, Respondent’s

diagnosis was “cough[.]”

2 phenergan-Codeine syrup, also known as Codeine Phosphate-Promethazine FIC]
(codeine and promethazine), is a Schedule V controlled substance pursuant to Health and Safety
Code section 11038, subdivision (c), and a dangerous drug pursuant to Business and Professions
Code section 4022,

6
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15. On or about March 19, 2014, Respondent saw Patient A for a sore throat and cough,
as well as to refill preseriptions, Respondent’s diagnosis was pharyngitis. Respondent did not
document any treatment p]aﬁ or history regarding Patient A’s cough. In the “Cumulative Adult
Patient Profile” section of Patient A’s chart, Respondent’s diagnosis was pharyngitis.

16. On or about July 2, 2014, Respondent saw Patient A for an irritable cough and to
refill ﬁrescriptions. Respondent did not document any history }egarding Patient A’s cough and,
despite the notation in his consult notes that Patient A did not smoke, Respondent’s diagnosis was
“smoker’s cough.” Respondent otdered a chest x-ray and refilled unspecified medications. In the
“Cumulative Adult Patient Profile” section of Patient A’s chart, Respondent’s diaghosis was
“coughl.]” '

17.  On or about July 23, 2014, Patient A followed up with Respondent regarding his x-
ray results and to refill prescriptions, Respondent noted that the chest x-ray was norma!. '
Respondent’s diagnosis was irritable cough, but he did not document any treatment plan other
than to refill unspecified medications, No history regarding Patient A’s cough was documented.
In the “Cumulative Adult Patient Proﬁl'e” section of Patient A’s chart, Reépondent’s diagnosis
was normal chest x-ray and irritable cough.

| 18, On or about August 13, 2014, and Scptember 10, 2014, Respondent saw Patlont A for
an irritable cough and to reflll prescriptions. During b;Jth visits, Respondent’s diagnosis was .
ieritable cough, but he did not document any treatment plan other than to refill unspecified
medications. No flistory regarding Patient A’s cough was documented. During the September
10, 2014, visit, Respondent’s diagnosis also included the notation “smoker,” however, according
to Respondent’s consult notes, Patient A did not smoke. In thg “Cumulative Adult Patient
Profile” section of Patient A’s chart, Respondent’s diagnosis for both visits was “cough[,]”
111 -
/11
/1
11!
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19.  On or about October 15, 2014, Respondent saw Patient A for complaints of a cough,
especially at night, which was “non-productive.” Patient A also sought to refill prescriptions.
Respondent’s diagnosis was irritable cough, but he did not document any treatment plan other
than to refl l; unspecified medications and conduct a chest x-ray follow-up, No history regarding
Patient A’s cough was documented. In the “Cumulative Adult Patient Profile” section of Patient
A’s chart, Respondent’s diagnosls was “cough — smoker[.]” ‘

20. Onor about November 5, 2014, Respondent saw Patient A for complaints of a cough-
and runny nose, especially at night, and to refill prescriptions and follow up on x-ray results.
Respondent’s diagnosis was irtitable cough and allergy. Resﬁondent ordered allergy testing and
tefilled unspecified medicatioﬂs. No h‘istpry regarding Patient A’s cough or x-ray results was
documented, In the “Cumulative Adul@ Patient Profile” section of Patient A’s chart,
Respondent’s diaghosis was “allergic [illegible]” and “cough(.]” '

. 2l. Onor aboutNoveml;)er 26, 2014, Respondent saw Patient A for complaints of an
irritable cough, especlally at night when sleeping, which was “non-productive.” Patient A also
sought to refill _prescriptions. Respohdent did not document any diagnosis ot treatment plan other
than to refill unspecified medications. No history regarding Patient A’s cough was documented.
In the “Cumulative Adult Patient Profile” section of Patient A’s chart, Resporident’s diagnosis
v;/as “cough ~ smokér[.]” '

22.  Onorabout March 4, 2015, Respondent saw Patient A to follow up on x-ray resulis.

Respondent’s diagnosis was “smolket’s cough,” even though Respondent’s consult notes
Resp g

continued to state that Patient A did not smoke. Respondelit ordeted an EKG. No history
regatding Patient A’s cough or x-ray results was documented.. In the “Cumulative Adult Patient
Profile” section of Patient A’s chart, Respondent’s diagnosis was “smoker’s cough, pain in left
shoulder, [illegible], 170 cardiac pathology.”

23, Onor about March 18, 2015, Respondent saw Patient A to follow up on EKG resuli;.s
and for complaints of chest pain., Patient A’s EKG results and physical exam were normal,
Respondént’s diaghoses were “smaket’s cough” and “chest pain,” and Respondent's treatment

plan was to refill unspecified medications and refer Patient A to cardiology for a stress test,

8
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Respondent’s consult notes did not mention anxiety or any other indication for prescribing
Xapax? to Patient A. In the “Cumulative Adult Patient Profile” section of Patient A’s chart,
Respondent’s diagnoses were cough, chest pain, and anxiety.

24, Onor about June 3, QOIS, Respondent saw Patient A for complaints of pain in the {eft
ear. Respondent’s consult notes did not mention anxiety or any other indication for prescribing
Xanax to Patient A, Respondent refilled unspecified medications. In the “Cumulative Adult
Patient Profile” section of Patient A’s chax:t, Respondent’s diagnoses were “smoket’s cough,”
pain and tinnitus in the left ear, and anxiety,

25. According to the Controlled Substances Utilization and Evaluation System (CURES)
report for Patient A, between on or about November 6, 2013, énd June 10, 2015, Patient A filled
approximately eleven (11) presctiptions of Phenergan-Codeine syrup and two (2) prescriptions of
Xanax, which Respondent prescribed, According to Patient A’s medical records, speéiﬁcall,y
Patient A’s “Rx Therapeutic Record,” Respondent prescribed Phenergan-Codeine syrup and
Xanax to Patient A on rhu]tiple occasions.

26. Between on or about November 6, 2013, and June 3, 2015, 'Res.pondent did not
document a complete history and progress of Paticnt A’s cough,

27. Between on or about November 6, 2013, and June 3, 2015, Respondent prescribed

' Phenergan-Codeine syrup to Patient A, despite the fact that Patient A had consistently normal -

physical exams and did not exhibit respiratory distress.

28. Between on or about Novembet 6, 2013, and June 3, 2015, Respondent prescribed
Phenergan-Codeine syrup to Patient A without documenting any discussyions with Patient A
tegarding safer alternative treatments.

29, Between on orl about November 6, 2013, and June 3, 2015, Respondent did not refer
Patient A to a specialist, such as an allergist or pulmonologist, and he did not order pulmonary
function testing, despite the persistence of Patient A’s cough and despite Patient A’s repeated .

requests for prescriptions of Phenergan-Codeine syrup.

3 Xanax (alprazolamy) is a Schedule IV controlled substance pursuant to Health and Safety

Code section 11057, subdivision (d), and a dangerous drug pursuant to Business and Professions
Code section 4022.

9
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30. DBetween on or about November 6, 2013, and June 3, 2015, Respondent did not have a
narcotle treatment ngreemént with Patient A,

3{, Betweenon or about Navember 6, 2013, and June 3, 2015, Respondent did not
document Patient A's in{'fprmed congent for narcotic treatment.

32. Between on or about November 6, 2013, and June 3, 2015, R.espondcnt did not order
any urine drug screeningg for Patient A. . A

33. Between an or about November 6, 2013, and June 3, 2015, Respondent did not
document any review of the CURES database, despite Patient A’s repeated requests for.
prescriptions of Phenergan-Codeine syrup and despite the lq.ck of clear indication for the
medication, . '

34, Onor about January 14, 2019, Respondent attended an interview as part of the
Board’s investigation. At the interview, Respondent desctibed codeine as a non-oplate, non-
addictive, and “not really severe,”

.35, Respondent committed gross negligence in his care and treatment of Patient A, whl'ch
included, but was not limited o, the following:
(&) Respondent failed to keep a comprehonsive history and progress of Patient A’s
cough.
(b) Respondent failed to properly prescribe control.]ed substances to Patient A by:

(1) Prescribing Phenergan-Codaine syrup and Xanax to Patient A without
Justifying the use of these medications in any substantial way;

2) Préscribing Phenetgan-Codelne syrup to Patient A, despite Patient A’s
consistently normal physical cxams and lack of respiratory distress;

(3) Prescribing Phenergan-Codeine syrup to Patient A without keeping a
comptehensive history and progress of Patient A’s cough;

(4) Prescribing Phenergan-Codeine syrup to Patient A without documenting
any discusstons with Patient A regarding safer alternative treatments;

(5) Prescribing Phenergan-Codeine syrup to Patient A without referting
Patient A to a specialist;

[0
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Patient B’s back was marked as normal. Respondent’s diagnoses included anxiety and back pain

(6) DPrescribing Phenergar.l-Codeine syrup to Patient A without ordering
pulmonary function testing;
(7) Prescribing Phenergan-Codeine syrup to Patient A without having a
narcotio treatiient agreement;
(8) Prescribing Phenergan-Codeine syrup to Patient A without obtaining and
documenting Patient A’s informed consent for narcotic treatment;
(9) Prescribing Phenergan-Codeine syrup to Patient A without ordering urine
drug soteenings; and
(10) Prescribing Phenergan-Codeine sytup to Patient A without reviewing the
CURES database for Patient A’s prescription history and patterns.
Patieni: B . .
36, On or about January 14, 2015, Respondent saw Patient B, According to
Responderit’s consult notes, Patient B had a history of anxiety and mental iliness, with a pending
psychiatric evaluation on March.ﬂ, 2015, Respondent noted that Patient B had back pain from the

neck down to the low back, as well as numbness in the mid back. However, the physical exam of

due to scoliosis, Respondent ordered “scoliosls seties” x-rays and refilled unspecified
medications. In an entirely separate sectiori of Patient B’s chart, referred to as the “"Cumulative
Adult Patient Profile,” Respondent noted an additional dlagnosis of schizophrenia,

37. On or about February 11, 2015, Respondent saw Patient B for con;plaints of

“headache x 1 weel” and to refill prescriptions. According fo Respondent’s consult notes, Patient|

B’s physical exam and vital signs wete normal. Respondent did not document any further history
regarding Patient B’s headache complaints or any diagnoses, Not did he document any further
history of Patient B’s anxiety, back pain, or sooliosis, including any prior x-ray results. His only
treatment plan was to refill unspecified medications, In the “Cumulative Ad;lt Patient Profile”
section of Patient B’s chart, Respondent noted his diagnoses for this vislt, including anxiety, back
pain, schizophrenia, and migraine.
1171
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38. On or about March 18, 2015, Patient B presented to Respondent for, inter alla, a
prescription refill. Respondent refilled unspecified medications. o

39, Onorabout April 22, 2015, Respondent saw Patient B for a prescription refill and to
follow up on “results.” Respondent documented a history of anxiety, back pain, depression, and
headaches, but he did fot note any further history regarding these cénditions or any diaénoses. In
the “Cumulative Adult Patient Profile” sectlon of Patient B’s chart, Respondent documented his
diagnoses for this visit, including anxiety, back pain, and schizophtenla; For this visit,
Respondent also completed a form entitled, “IEHP Dual Choice Annual Visit.” In the assessment
and plan section of the form, Respondent noted that Patient B was taking Norco* for chronic Iov'v
back pain, clonazepam® for anxiety, and Imitrex for migraine headache. Respondent also noted
that Patient B had a drug dependency and a history of anxiety, schizophrenia, and depression with
a pending psychiatric follow-up. Respondent did not document any further histo‘ry or details
regarding these conditlons. _

40, Onor gibout June 17, 2015, Respondent saw Patient B for a prescription refill and
chiropractor referral, Respondent documented a history of anxiety, back pain, depression, and
headaches. Respondent’s diaénoses were scoliosis and back pain. Respondent noted that
“scoliosis series” x-rays had been previously petformed, but he did not document the x-tay results
or hig assessment. Respondent did not note any further history regarding Patient B’s scoliosis or
any other conditions. In the “Cumulative Adult Patient Profile” section of Patient B’s chart,
Respondenf documented his diagnoses for this visit, including anxiety, back pain (scoliosis), and
schizophrenia. '

41, Onor about July 22, 20135, September 16, 2015, October 21,2015, November 18,
2015, and January 13, 2016, Respondent saw Patient B, According to Respox;dent’s consult notes

for theso visits, Respondent continued to note a history of anxiety, back pain, scoliosis,

4 Norco (hydrocodons and acetaminophen) is a Schedule I1 controlled substance pursuant
to Health and Safety Code sectlon 11055, subdivision (b), and a dangetous drug pursuant to
Business and Professions Code section 4022.

. 5 Clonaze‘p'am (IKlonapin) is a Schedule IV controlled substance pursuant to Health and
Safety Code section 11057, subdivision (d), and a dangerous drug putsuant to Business and
Professions Code section 4022, .
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depression, headaches, and schizophrenia, During the July 22, 2015, visit, Respondent described
Patient B’s back pain, scoliosis, anxiety, mood disorder, and schizophrenia as “ongoing,” but he
did not otherwise document any further history or details regarding these conditions, Respondent
c§ntinued to refill unspecified medications, - _

42. Onor about Aptil 6, 201(;, Respondent saw Patient B for preseription refills and to
follow up on “results,” According to Respoadent’s consult notes, no diagnoses were documented
and Respondent refilled unspecified medications. The treatment plan section referted to
“Physical Therapy LBP, DDD,"® however, no further history or detaiis were documented
regarding these conditions, including the results of any imaging tests. In the “Cumulative Adult
Patiént Profile” section of Pgtieht B’s chart, Respondent documented his‘diagnoses for this visit,
including fatigue, anxiety, and chronic lower back pain.

43, On or about May 4, 2016, June 8, 2016, and July 7, 2016, Respondent saw Patient B,
Respdndent continued to note & history of anxlety, back pain, and depression, but he did not |
document any further history regarding these conditions and he continued to refill unspecified
medications. During the _July 7, 2016, vislt, Patient B had a nornal physical exam and
Respondent did ot document any diagnoses: [n the treatment plan section, the words “pain
management” were also noted, however, nothing further was discussed. In the “Cumulative
Adult Patient Profile” section of Patient B’s chart, Respondent documented his diagnoses for the
July 7, 2016, visit, including chronic lower back pain and anxiety.

44, On or about August 4, 2016, Respondent saw Patient B for a presctiption refill, sore
throat, and sneezing. Accordingto Respondent’s consult notes, Respondent refilled unspeciﬁec_i
medications, but he did not document any diagnoses. Although Rc.spondent continued to note a
history of anxiety, back pain, and depression, he did not document any further history or details
regarding these conditions, In the “Cumulative Adult Patient Profile” seetion of Patient B's chatt,
Respondent documented his diagnoses for this visit, including, inter alia, chronic lower back pain

and anxiety.

i 6«1 BP” and “DDD” appear to be shorthand for lower back pain and degenerative disk
isease.
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45,  According to the CURES report for Patient B, between on or about January 14, 2015,
and August 4, 2016, Patient B filled approximately seventeen (17) prescriptions of Notco and
fifteen (15) prescriptions of Klonopirll, which Respondent prescribed.

_ 46. Between on or about January 14, 2015, and August 4, 2016, Respondent dqcumentéd
little to no history or treatment plan regarding Patient B’s medical conditions, including anxiety,
baok pain, scoliosis, depression, headaches, and schizophrenia,

47. Between on or about January 14, 2015, and August 4, 2016, Respondent did not
docuiment a comprehensive history of Patient B’s back pain,

48, Between 'Ot'l or about January 14, 2015, and August 4, 2016, Respondent diagnosed
Patient B with scoliosis and degenetative disk disease, despite norimal physical examinations and
the absence of imaging testing to corroborate these diagnoses.

49, Between on ot about January 14, 2015, and August 4, 2016, Respondent did not have
any opioid treatment agreement with Patient B,

50. Between on or abott January 14, 2015, and August 4, 2016, Respondent did not
obtain or document Paticx;t B’s informed consent to use controlled substances, including Norco,
ag part of the treatment plan. B

51, Between on or about January 14, 2015, and August 4, 2016, Respondent did not order
any urine drug screenings for Patient B, /

52, Between on or about January 14, 2015, and August 4, 2016, Respondent did not
document that safer alternat_ives to Norco were tried ficst.

53. Between on ot about fanuary 14, 2015, and August 4, 2016, Respondent did hot
monitor Patient B’s symptoms in ovdet to, inter alia, assess Pationt B’s Norco dosages and make
adjustments thereto.

54, Between on or about January 14, 2015, and August 4, 2016, Respondent did not
assess or document Patient B’s baseline level of functioning or conduct any ongoing ass;:ssment
of Patient B’s functionality and progress towards treatment goals.

/7]
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55. Between on or about January-14, 2015, and August 4, 2016, Respondent prescribed
Klonopin to Patient B without ttying other treatments for anxlety and without insisting that
Patient B undergo regular psychiatric care,

56, Between on ot about Januaty 14, 2015, and August 4, 2016, Respondent did not male |
any formal assessment of Patient B’s anxlety, document any such assessments, ot make any
referrals relating to Patient B’s anxiety,

5%, Between on or about January 14, 2015, and August 4, 2016, Réspondent did not
assess or document that safer alternative treatments to Klonopin were tried first,

58. Between on or about January 14, 2015, and August 4, 2016, Respondent did not
assess or document Patient B’s progress with anxiety of response to tfeatlﬁent.

59. Between on or about-January 14, 2015, and August 4, 2016, Respondent did not '
monitor Patient B for symptoms of schizophrenia. .

60. Respondent coxiunitfed gross negligence in his care and treatment of Patient B, which | .
inchided, but was not limited to, the following: |

(2) Respondent failed to approptiately document the history*andlplan of care

relating to Patient B’s anxiety, back pain, scoliosis, depression, headaches, and

schizophrenia, '

(b) Respondent failed to properly prescribe coritrolled substances to Patient B by:

(1) Prescribing Norco to Patient B without documenting a comprehensive
history of Patient B’s back pain; ) \

2) Pre'scribing Norco to Patient B without corroborating the diagndses of
scoliosis and degenerative disk disense, particularly In the face of normal physical
examinations;

' (3) Prescriblng Norco to Patient B without h_aving an opjoid treatmerit

agrecment with Patient B, '

(4) Prescribing Notoo to Patient B without obtaining and .documenting
Patient B's intformed consent to use conitroiled substances as part of the treatment
plan;

15

" ACCUSATION (NO. 800-2016-025337)




L oI - N N - LY W - X R o R

NN N NN NN

(5) Prescribing Notco to Patient B without ordering urine drug séreenings;

(6) Prescribing Norco to Patient B without documenting that safer
alternatives to Norco were tried first;

(7) Prescribing Norco to Patient B without monitoting Patient B’s symptoms
in order to, inter alia, assess Paticnt B’s dosages and make adjustments thereto;

(8) Prescribing Norco to Patient B without assessing or docuimenting any
baseline level of functi;)ning and without conducting any angoing assessment of
functionality and progress towards treatment goals; and

(9) Prescribing Klonopin to Patient B without trying other treatments for
anxlety and without insisting that Patient B undergo regular psychiatrlc care, given
Patient B’s history of setious psychiatric diseases, which rendered Patient B a high-
risk patient.

(¢) Respondent failed to ap;iropriately evaluate and manage Patient B’s anxiety
disorder by, inter aliq, failing to formally assess Patient B’s anxiety, document any
such assessments, or make any referrals;' failing to assess or document that safer
altémativc treatments to Klonopin were ttied first; failing to assess or documen.t
Patient B’s progress with anxiety and response to t'reatment; and failing to monitor
Patient B for symptoms of schizophrenia.
Patient C
61. During a visit that took place on ot about Febtuary 7, 2013, Patient C was diagnosed

. with systemic lupus erythematosus, theumatoid arthritis, and type 2 disbetes. The notes for this

visit described Patient C as “exhibiting drug-seeking behavior” and stated that she was referred to
pain management for chronic pain. In or atound 2013, Patient C was referred to theumatology .
for a consultation regarding her rheumatoid acthritis and lupus, however, she did n-c')t show up at
the appointment on two occasions,

62, On orabout June 28, 2013, Respondent saw Patient C, According to Respondent’s
consult notes, Patient C had a histocy of diabetes, fupus, fibromyalgia, and CVA with right

hemiparesis and was “on pain med or other medication.” Respondent did not document any
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history or details regatding these conditions and he marked Patient C’s physical exam as normal,
Respondent’s only plan was to refill unspecified medications. .

63. On or about July 19, 2013, Respondent saw Patient C to refill prescriptions.
According to Respondent’s consult notes, Patient C admitted to “pain,” however, no history or
details of the pain were documented. Patient C’s physical exam was normal and Respondent’s .
plan was to refill unspecified medications and refer Patient C to pain management,

64. Onor about August 16, 2013, Patieat C reported to Respondent that she “had a mild
heart attack,” No history or detailé of the heart attack wete documented and no outside records
were referred to. Respondent did not document any diagnoses, and his plan was to refill
unspecified medications and “records release.”

65. On or about September 20, 2013, Respondent saw Patient C. Respondent
documented Patient C’s history of lupus and het report of “having pain all over[,]” needing pain
medication, and making frequent visits to the emorgency room, H.owe\','cr, no history or details of
Patiefit C's pain, lupus, or emergency visits were documented and no outside records were
referred to. Respondent’s plan was to refill unspecified medications and refer Patient C to
theumatology and pain management. o B

66. On or about October 11; 2013, Respondent saw Patient C for complaints of sore
throat, loss of voice, and cough, as well as to refill prescriptions. Accotding to Respondent’s
consult notes, Patient C stated that she did not want Percocet,” but wanted Norco instead. Patient
(s physical exam was normal, except for throat and voice issues. Respondent’s diagnoses wete
systemic lypus erythematosus, theumatoid arthritis, type 2 diabetes, laryngitis, and pharyngitis.
Respondent’s plan w;ds refill unspecified medications, order a urine drug screen, and refer Patient
C to rheumatology and pain managetnent.

67. On or about November 8, 2013, December 6, 2013, Febtuary 5, 2014, March 5, 2014,
and Aptil 2, 2014, Respondent continued to tefill unspecified medications for Patient C. No

history or details of any of Patient C’s medical conditions were documented, According to

T Percocet (oxycodone and acelammophen) is a Schedule II controlled substance pursuant
to Health and Safety Code section 11055, subdivision (b), and a dangerous drug pursuant to
Business and Professions Code secuon 4022,
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Respondent’s consult notes for a visit that tool place on or about Aptil 30, 2014, Respondent’s
plan was to order a urine drug soreen, but no history or details for the order were documented.

68.  On or about May 28, 2014, Patient C was seen by another physician at Respondent’s i
chinic. According to the attending physician’s consult notes, there was no supporting evidence in
Patient C’s chart for any connective-tissue disorder, as well as no symptoms of an acute joint
problem or aﬁy deformities. The physician noted that Patient C could not gi\,;e the na'me of the”
rheumatologist she claimed to hdave seen and that she no-showed twice in 2013 at the
theumatology office. In addition, the physician noted that Patient C was'seen walking into the
clinic without assistance and, despite carrying a walker in front of her, she was not actually using
it to ambulate,

69. Accordingto the CURES report for Piltient C, between on or about June 28, 2013,
and April 30, 2014, Patient C filled approximately eleven (11) prescriptions of Endocet? or
Percocet, nine (9) prescriptions of Fentanyl transdermal patch,” two (2) prescriptions of Norco,
eigh/t (8) prescriptions of Ambien,!® seven (7) prescriptions of Xanax (alprazolam), eight (8)
prascriptions of Soma,'! and two (2) presriptions of Klonopin (clonazepam), which Respondent
pr'escribed. According to Patient C’s medical records, specifically Patient C°s “Rx Therapeutic
Record,” Respondent prescribed these medications Lo Patient C ot multiple occasions.

70. Between on or about June 28, 2013, and April 30, 2014, Respondent did not ensure
that the painful medical conditions reported by Patient C, including lupus and rheumatoid

arthritis, were correct.

8 Endocet (oxycodone and acetaminophen) is a Schedule 1T controlled substance pursuant
to Health and Safety Code section 11055, subdivision (b), and a dangerous drug putsuant to
Business and Professions Code section 4022, \

? Fentanyl is a Schedule 11 conttolled substance pursuant o Health and Safety Code
section ‘1’{105 5, subdivision (c), and a dangerous drug pursuant to Business and Professions Code
section 4022,

10 Ambien (zolpidem tartrate) is a Schedule IV controlled substance pursuant to Health.
and Safety Code section 11057, subdivision (d), and a dangeraus drug pursuant to Business and
Professions Code section 4022, .

1! Soma (carisoprodol) is a Schedule IV controlled substance putsuant to Health and
Safety Code section 11057, subdivision (d), and a dangerous drug pursuant to Business and
Professions Code section 4022,
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71, Between on or about June 28, 2013, and April 30, 2014, Respondent prescribed pain
medications, benzodiezepines, and sedative muscle relaxers to Patient C, but Respondent did not V
assess or document a comprehensive history of Patient C’s paihful medleal conditions, her
aotivitle:v, and functional ability, or her therapy goals and progress. '

72. Between on or about June 28, 2013, and April 30, 2014, Respondent presctibed high
dosages of oploids to Patient C concurrently- with Xanax and Ambien, thereby placing Patient C
at high 'risk of adverse reactions, overdose, and death. '

73, Between on or about June 28,2013, and April 30, 2014, Respondent failed to obtain
Patient C’s informed consent regarding the controlled substances prescribed by Respondent,
including warning Patient C of the dangets of taking high dosages of opioids concurrently with
benzodiazepines. _

74, Between on or about June 28, 2013, and April 30, 2014, Respondent changed Patient
C’s opioid medications from Pescocet/Endocet to Noteo on two separate occasions without any
clinical justification.

75. Respondent coinmitted gross negligence in his care and treatment of Patient C, which
included, but was not limited to, the following:

(2) Respondent failed to properly prescribe controlled substances to Patient C by:

(1) Prescribing pain mediications to Patient C without ensuring that the
painful medical conditions reported by Patient C, including lupus and theumatoid
arth'ritis, were cotrect; '

(2) Prescribing pain medications, benzodiazepines, and sedative muscle

_ relaxers to Patient C without documenting a comprehensive history of Patient C's
painful medieal qonditions, her activities and functional ability, or her therapy goals
and progress;

(3) Prescribing high dosages of opioidé to Patient C concusrently with Xanax
and Ambieri, dospite the high risk of adverse reactions, overdose, and death;

111
/77
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(4) Failing to obtain Patient C’s informed consent regarding the controlled
substances prescribed By Respondent and falling to warn Patient C of the dangets of
taking high dosages of opioids concurrently with benzodiazepines; and

(5) Changing Patient C’s opiold medications without any clinical
Jjustification,

Pﬁtient D
76.  On or about May 30, 2012, Patient D underwent a spine x-ray revealing “an 8 degree

| thoracic levoscoliosis, measuted from the top of T6 to the top of T11,”

77. On ot about September 4, 2013, Respondent saw Patient D for a backache that
worsened with wotle, According to Respond.ent5s consult notes, Patient D requested pain
medications. Respondent documented a history of scoliosis in the T-spine, significant backaéhe,
and the use of Mottin witfa minimal efficacy. Patient D’s physical exam Was marked as normal
and Respondent’s plan was to refer Patient D to orthopedics for scoliosis and backache,

78, On or about Decembet 4, 2013, Respondent saw Patient D to refill prescriptions.
According to Respondent’s consult notes, Respondent’s diagnoses were scoliosis and back pain,

but no additional history or details regarding these medical conditions or any orthopedics

‘consultation were documented. Respondent did not document any treatment plan other than to

refill unspecified prescriptions.

79.  Onor about January 15, 2014, Respondent saw Patient D to refill prescriptions and
obtain another referral to orthopedics beca&se Patient D/“never made it to Jthe] [appointment].”
Respondent noted that Patient D complained of “backache [and] muscular spasm from scoliosis.”
Other than noting “scoliosis,” Respondent marked Patient D’s physical exam as normal and the
plan was to refer Patient D to orthopedics and refill unspecified medications. —
/1
11
/1
/11
/11
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80. On or about March 12, 2014, April 23, 201 4, June 25, 2014, September 24, 2014, and
October 22, 2014, Respondent saw Patient D to refill prescriptions. According to Respondent’s'
consult notes for these visits, Respondent’s diagnoses were scollosis and back pain, but no
additional history ot details regarding these medical conditions ar any otthopedies consultation
were documented. Respondent marked Patient D’s physical exam as normal. Other than refilling
unspeoified prescriptions and ordering an orthopedics evaluétion at the June 25, 2014, visit, no
other treatment plan was documented.

81. On or about January 7, 2015, and March 4, 2015, Respondent saw Patient D to refill
prescriptions. According to Respondent’s consult notes for the January 7, 2015, visit, Patient D
never did an orthopedics consultation, For both visits, Respondent’s diagnoses were scoliosis and
back pain, but no additional history or details regarding these medical conditions were
documented. Respondent marked Patlent D’s i:)hysical exam as normal. Réspondent did not
document any treatment plan other than to refill unspecified prescriptions and order another
orthopedics evaluation.

'82. On or about May 6, 201 5, and June 3, 2015, Respondent saw Patient D to refil{
prescriptions, According to Respondent’s consult notes, Respondent’s diagnoses wetescoliosis
and back pain, but no additional history regarding these medical conditions was documented.
Respondent marked Patient D's physical exam as normal. Respondent did not document ény
treatment plan other than to refill 'unspeciﬁed ﬁrescriptions.

83. On or about August 5, 2015, Respondent saw Patient D to refill prescriptions,
Respondent noted that Patient D had “no complaints.” Respondent’s diagnoses were scoliosis
and back pain, but no\addi_tional history or details regarding these medical conditions were
documented. Respondent marked Patient D’s physical exam as normal. Respondent did not
document any treatment plan other th.an o refill unspecified prescriptions,

84, Between on or about Sepfembcr 30, 2015, and September 29, 2016, Respondent saw
Patient D on approximately ten (10) occasions to refill presoriptions. During a visit that iook
place on or about February 3, 2016, Respondent ordered another orthopedics evaluation,

According to Respondent’s consult notes for these visits, Respondent’s diagnoses were scoliosis
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'z'md back pain, but no additional history or details regarding these medical conditions were
documented. Respondent marked Patient D’s physical exam as normal. Respondent did not
document any treatment plan other than to refill unepeci'ﬁed prescriptions.

85. According to the CURES repart for Patient D, between on or about September 4,
2013, and September 29, 2016, Patient D filled approximately twenty-six (26) prescriptions of
Tylenol-Codeine #3,'* which Respondent prescribed. According to Patient D’s medical records,
specifically Patient D’s “Rx Therapeutic Record,” Respondent prescribed Tylenol-Codsine #3 to
Patient D onlmull;ip[e\'occasions

86, Between on or about September 4,2013, and September 29, 2016, Respondent lacked
approprlate clinical justification for pxescubmg multiple daily doses of Tylenol-Codeine #3 to
Patient D. | . |

87. Between on or abouf September 4, 2013, and September 29, 201 6,. Respondent did
not assess ot document a coxﬁprehensive history of Patient'D’s back pain, iricluding any details of
the back pain, |

88. Between on or about September 4, 2013, and September 29, 2016, Respondent did -
not agsess or document Palient D’s functional ability or his progress with treatment, including any
adverse side eﬁ’ects of such treatment,

89. Between on or about September 4, 2013, and September 29, 2016, Respondent did
not assess or document any plans to de-escalate therapy with‘Tylenol-'C.ochno #3.

90. Between on or about September 4, 2013, and September 29, 2016, despite multiple
referrals for an orthopedics evaluation, Respondent did not insist that Patient D complete an
evaluation as a prerequisite for treatment with controlled substances.

91. Respondent committed gross negligence in his care and treatment of Patient D, which
included, but was not limited to, the following;

/1
111

2 Tylenol-Codeine #3 (acetaminophen and codeine) is a Schedule Il controlled substarice
putsuant to Health and Safety Code section 11056, subdivision (e), and a dangerous drug
pursuant to Business and Professions Code section 4022.

22

. ACCUSATION (NO. 800-2016-025337)




N R R EBREBRBEBE S 3 e r R 6 o~ o

VORI~ S TP SR T MK S OIS C I

® Respondént failed to propetly prescribe controlled substances to Patient D by:

(1) Proscribing multiple daily doses of Tylenol-Codelne #3'to Patient D
without appropriate clinical justification; '

(2) Tailing to assess o document a comprehensive history oi:‘ Patient D’s
back paln, including any details of the back pain;

(3). Failing to assess or document Patient D’s functional ability ot his
progress with treatmént, including any adverse side effects of such treatment; ‘

(4) Failing to assess or document any plaris to de-escalate thetapy with
Tylenol-Codeine #3 ; and

-(Sj Failing to insist that Patient D complete an orthopedics evaluation ag a
prerequisite for continuing treatment with Tylenol-Codeine #3.

SECOND CAUSE FOR DISCIPLINE
(Repeated Negligent Acts)

92, Respondent has subjected his Physician’s and Surgéon’s Certificate No, A 34003 to
disciplinaty action under scetions 2227 and 2234, ag defined by section 2234, subdivision (c), of
tl;e Code, in that he committed repeated riegligent acts in his care and {reatment of Patients A, B,

'@, D, and E, as mote particularly alleged hereinafter:
Patient A ) '

93, Paragraphs 10 through 35, above, are heveby incorpotated by refererice and re-alleged |

as if fully set forth herein,

Patient B

94, Paragraphs 36 through 60, above, are hereby ir}corporated by'reference and re—a.lleéed
as i fully sot orih horeio. ' |
Patient C

95, Paragraphs 61 through 75, above, ate he}'eby ihcorporated by reference and re-alleged
as if fully set forth herein.

.
11!
| .
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Eatient D

- 96. Paragraphs 76 through 91, above, are hereby incorporated by reference and re-alleged
as if fully set forth herein.
Patient It _

97, On or about Match 18, 2015, Respondent saw Patient E for pain in the right lower leg
and third finger. According to Respondent’s consult notes, Patient E's physical exam was normal
and the plan was to order an ;;-ray of the spine and right hand,

98. On ot about April 1, 2015, Respondent saw Patient E to follow up on the x-ray
resylts. Respondent noted that the spine x-ray showed dcg?nerative chahges. He also noted pain
in the left leg, Patient B’s physical exam was marked normal, Respondent’s diagnosis was
chronic low back pain and left leg radioulopathy.. The plan was to tefer Patient E for an
orthopedic evaluation and physical therapy. No medication prescriptions are reflected in
Respondent’s consult notes for this visit,

99, On or about June 10, 2015, Respondent saw Patient E to follow up on her chronic low
back pain, which Respondent noted went down her left leg. Patient E’s physical exam was
normal and the plan was to refill unspecified medications and order blood work.

100. Between on or about August 12, 2015, and December 29, 2016, Respondent saw
Patient B on & near-monthly basis, According to Respondent’s consult notes for these visits,
Respondent contlnued to refill ungpecified medications for Patient E,

101. According to the CURES report for Patient E, between on or about April 1, 2015, and
December 29, 2016, Patient E filled approximately fourteen (14) prescriptions of Tylenol-
Codeine #4,"3 which Respondent presctibed. According to Patient E's medical fecords,
specifically Patient E’s “Rx Therapeutic Record,” Respondent prescribed Tylenol-Codeine #4 to
Patient E on multiple occasions. ‘ ' ) '

102. Between on ot about April 1, 2015, and December 29, 2016, Respondent did not

document a comprehensive history and progress of Patient E's degenerative disc disease.

13 Tylenol-Codeine #4 (acetaminophen and codeine) is a Schedule III controlled substance
pursuant to Health and Safety Code section 11056, subdivision (), and a dangerous drug
pursuant to Business and Professions Code section 4022,
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103, Between on ot about A pril 1, 2015, and December 29, 2016, Respondent prescribed |

Tylenol-Codeine #4 to Patieit E without documenting that non-opioid treatments had been
adequately tried and without assessing or documenting P atlent E's functional ability, therapy
goals, or response to therapy.
104. Respondent committed repeated negligent acts in his care and treatment of Patient E,
which included, but were not limited to, the following: ‘
(a) Respondent failed to properly prescribe controlled substances to Patient E by:
(N Prescrlbing Tylenol-Codeine #4 to Patient E without documenting a
comprehensive history and progress of Patient E’s degenerative disc disease;
(2) Prescribing Tylenol-Codeine #4 to Patient B. without docunienting that non-
* opiold treatmetits had been adequately tried; and
(3) Prescribing Tylenol-Codeine #4 to Patient E without assessing or
documenting Patient E’s functional ability, therapy goals, or response to therapy. .
THIRD CAUSE FOR DISCIPLINE
(Failure to Maintain Adequate and Accu!-ate Me_dica.l i{ecords)

105, Respondeit has subjected his Physician’s and Surgeon’s Certificate No. A 34003 to

'disciplinary action under sections 2227 and 2234, as defined by section 2266, of the Code, In tﬁat

he failed to' maintain adequate and acéurate records regardirig his care and treatment of Patients
A, B, C, D, and E, as more particularly alleged in paragraphs 10 through 1.04; above, which are
heteby Incorporated by reference and re-alleged as if Tully set forth herein.
FOURTH CAUST FOR DISCIPLINE
(Incompetence) o

106. Respondent has subjected his Physician’s and Surgeon’s Cortificate No. A 34003 to

disciplinary action under sections 2227 and 2234, as defined by section 2234, subdlivision (d), of |

the Code, In that he regularly prescribed Phenergan-Codelne syrup without knowledge that the
medication is a controlled, addictive substance, as mote particularly alleged in paragraphs 10
through 34, above, which are hergby incorporated by reference and re-alleged as if fully set forth
hérein, . '
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[ _ PRAYER .
2 WHEREFORE, Complainant reques‘w.tlm't a hearing be held on the matters herein alleged,
3 |} and thatfollawing the hearing, the Medical Board of California issue a decision:
4 I.  Revoking or sugpending Physician’sand Surgeon’s Certificata Na. A 34003, issued
5 || to Respondent Norran, Yuly WeI.Cﬁhow,. M.D.;
[ 2, Revoking, suspending or denying approval 6f Respondent Norman Yuh Wei Chow,
7 || M.D. s uuthority fo supervise, physician. dgsistatits, pursuant to section 3527 of the Code; and:
8 | advan;:ed: practice nurses; ) '
9 3. Ordeing RespondéntNoiman Yuh Wei Chow, M.D., if placed on probation, to pay
10. || the Baatd the costs of probation manitoring;
1t 4, Oudering Responderit Norman: Yult Wei Chaw, M.D., if placed on. probation,.to
12 :. disclose the disciplihary orderty patients pursuant to s'éctiqn: 2228:1 of the Code; and
13 : 5, Talking such ofherand firther aotion a§ deemed necessary and propef.
14 |} o b
15 || DATED: _August 15, 2019 VA2 A VALV AR
: ~ KIMBERLY KIRCHMEYER
16. || Exectttive Direct
- lF Medical Boajxt.of Californis:
17 1 Departntent of Gonsumer Affairs
I State: of California
18 ,  -Complainant
19
20 {| sDoososnpazs
71901 184:
21 |
22
23
2%
25
26.
27
28
26
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