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December 31, 2024

CERTIFIED MAIL-RETURN RECEIPT REQUESTED

Bernard Raxien, M.D.

Re: License No. 170256

Dear Dr. Raxlen:

Enclosed is a copy of the New York State Board for Professional Medical Conduct (BPMC)
Modification Order No. 24-264. This order and any penalty provided therein goes into effect January 7,
2025. '

You are required to deliver your license and registration within 5 days of the effective date
of the surrender provision to: c/o Physician Monitoring Unit, NYS DOH - OPMC, Riverview Center,
Suite 355, 150 Broadway, Albany, NY 12204-2719.

If your license is framed, please remove it from the frame and only send the parchment paper
on which your name is printed. Our office is unable to store framed licenses.

If the document(s) are lost, misplaced or destroyed, you are required to submit {o this office an
affidavit to that effect. Please complete and sign the affidavit before a notary public and return it to the
Office of Professionai Medical Conduct. The enclosed Board Order checklist requires your review and

compliance as it relates to your Order.

Please direct any questions to: NYS DOH - OPMC, Riverview Center, Suite 355, 150 Broadway,
Albany, NY 12204-2719, telephone # (518) 402-0846.

Sincerely,

David Besser, M.D.
Executive Secretary
Board for Professional Medical Conduct

Enclosure

Empire State Plaza, Corning Tower, Albany, NY 12237 | health.ny.gov



NEW YORK STATE DEPARTMENT OF HEALTH :
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUGT  * ppvc No, 24-264

iN THE MATTER MODIFICATION
OF
BERNARD RAXLEN, M.D. ORDER

Upon the proposed Application for a Modification Order of Bernard Raxlen, M.D.
{Respondent), which Is made a part of this Modificafion Order, it Is agreed to and
ORDERED_, that the attached Application, and its terms, are adopted and SO
ORDERED, and it is further
ORDERED, that this Modlfication Order shalt be effective upon issuance by the Board,
gither
e by maiﬁng. <_:if a copy of this Modification Order, sither by first class to Respondent
at fhe acidlafess in the attached Application or by certified mall to Respondent's
attornay, OR ‘
¢ upon facsimile transmisélon to Respondent or Respondent's attornéy,

whichever is first.

SO CRDERED,

DATE: 12/30/2024 .
' THOMAS T. LEE, M.D.
Chair

State Board for Professional Medical Conduct
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NEW YORK STATE DEPARTMENT OF HEALTH
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

INTHE MATTER MODIFICATION
OF AGREEMENT
AND
BERNARD RAXLEN, M.D. ORDER

Bernard Raxlen, M,D_, represents that all of the following statements are true:
That on or about June 3,1987, | was licensed to practice as a physician in the

State of New York and issued License No. 170256 by the New York State Education

My current address i

and 1 will advise the Director of the Office of Professional Medical Conduct of any change

of address.

I am currently subject to BPMC Order # BPMC 17-303 (Attachment 1) (henceforth
_ "Original Order"), which was issued upon an Application For Consent Order signed by me
on October 13, 2017 (henceforth Original Application"), adopted by the Original Order. |
hereby apply to the State Board for Professional Medical Conduct for an Order (henceforth
"Modification Order"), modifying the Original Order, as follows:
The sanction imposed in the Original Order was:
Pursuant to N.Y. Pub, Health Law § 230-a(9)}, | shall be placed on probation
for a period of three years, subject to the terms set forth in attached Exhibit
g

The Original Order also imposed certain conditions, including:
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« That Respondent shall, regarding each patient of Respondent's medical practice

after the effective date of this order;

Communicaté fully to the patient the nature of the medical role that
Respondent is undertaking, whether as a physician with primary care
responsibility for that patient's general medical condition(s), or, in the
alternative, as a consultant for a defined or limited purpose and/or a
practitioner of a particular medical specialty, whether or not universally
accepted treatment modalities are contemplated. Respondent shall
document his role and this communication fully in the patient's record.

Obtain written informed consent specifically addressing all aspects of
treatment modalities to be used by Respondent In performance of the
medical role undertaken and as addressed above. The language of the
consent forms shall be determined by the Respondent and his
appropriately qualified counsel. Exemplars of each consent form prepared
and used for this purpose shall be provided to the Office of Professional
Medical Conduct for inclusion in its files but not for acceptance or
rejection. Respondent shall provide the hitial set of informed consent
forms to OPMGC no later than 45 days after the effective date of this
Order.

Include in the patient record all written informed consent forms duly
ohtained and full documentation of afl discussions with the patient
concerning the nature and scope of Respondent's evaluation and
treatment, and of the patient's need to pursue conventional medical care
elsewhere, if indicated, at the patient's informed option.

Document in the patient record all histories obtained and physical
examinations performed on the patient by Respondent and/or
Respondent's staff.

For all new patients first seen after the effective date of the Order and for
all continuing patients for whom it is medically approptiate, attempt to get
the patient's written consent to obtain the patient's medical records from
prior or concurrently treating physicians or facilities, and to enable
Respondent to communicate with those physicians or facilities, as
necessary. Respondent shall maintain these medical records, and/or
documentation related to requests for these records, in the patient
medical record. Respondent shall document appropriately his review of
any records received from other treating physicians or facilities.
Alternatively, if the patient refuses to grant written consent after being
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fully advised of the reason for it, Respondent shall document
Respondent's advice and the patient’s refusal.

« Refer the patient to appropriate primary care physicians, specialists, or
consultants for further evaluation and/or treatment where medically
warranted and beyond the scope of Respondent's role with regard to the
patlent. Respondent, who states and affirmatively represents that making
such referrals as specified above is already his standard- practice, shall
note all referrals in the patient’s medical record to the extent that such
referrals are made. Respondent shall provide the physician receiving the
referral with all patient information known to Respondent that is significant
in relation to the purpose of the consultation, unless the physician
receiving the referral declines to receive it; this information shall include,
but not be limited to, all treatment modalities in use. If the patient refuses
the referral after being fully advised of the reason for it, Respondent shall
document the Respondent's advice and the patient's refusal.

+ The above condition and all of its terms shall take effect 60 days after the
effective date of the Consent Order and will continue so long as
Respondent remains a Licensee in New York State.

The sanction imposed shall be modified to read as follows:

« to permit me to surrender my license as a physician and to preclude my
practice of medicine in the State of New York;

« to substitute a surrender of my license for so much of the penalty as remains
for me to serve, as set forth in the Original Order (attached “Attachment M,

« to release me from the condition set forth in the Qriginal Order requiring that |
register and continue to be registered with the New York State Education
Department and pay all registration fees. By its terms, the condition
continues so long as | remain a licensee in New York State; upon the

effective date of this Madification Order and the surrender of my ficense, this

condition and requirement shall cease;

‘“TJ‘IN 1 L LTIt

e
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« to subject me to the terms and conditions set forth in the attached document

entitled "Requirements for Closing a Medical Practice Foliowing a
Revocation, Surrender, Limitation or Suspension of a Medical License”
(henceforth “Attachment 11, which is attached),
and
All remaining Terms and Condiions will continue as written in the Original Order.
{ make this Application of my own free will and accord and not under duress,
 compuision of restraint, and seek the anticipated benefil of the requested Modification. In
consideration of the value to me of the acceptance by the Board of this Application, |
knowingly waive my right to contest the Qriginal Order or the Modification Order for which |
apply, whether administratively or judicially, and ask that the Board grant this Application.
| understand and agres that the attamey for the Department, the Director of the
Office of Professional Medical Conduct and the Chair of the State Board for Professional
Madical Conduct each retain complete discrgtion ether to enter. into the proposed
agreement and Order. based upon my application, o to decline to do so. | furthef
understand and agree that no prior or separate written or oral communication can fimit that

discretion,

. |
?, BERNARD RAXLEN, M.D.

Respondent
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The undersigned agree to Respondent's attached Modification Agreement and to its
proposed penalty, terms and conditions.

DATE:

pate: 12/27/24

DATE: _/oZ-30-202Y

, ESQ.
Attorney for Respondent

COURTNEY BERRY
Associate Counsel
Bureau of Professional Medical Conduct

Office of Professional Medical Conduct
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NEWYORK | Department

SPPORTUNITY
- | of Health
ANDREW M. CUOMO HOWARD A, ZUCKER, M.D., J.D. SALLY DRESLIN, M.S., R.N.
Governor Commissioner Executive Dapuly Commissioner

QOctober 23, 2017

CERTIFIED MAIL-RETURN RECEIPT REQUESTED

Bernard D. Raxlen, M.D.
566 Seventh Avenue, Suite 502
New York, New York 10018

Re: License No. 170256

Dear Dr. Raxlen:

Enclosed is a copy of the New York State Board for Professional Medical Conduct
(BPMC) Order No. 17-303, This order and any penalty provided therein goes into effect
October 30, 2017. ‘

Please direct any questions to: Board for Professional Medical Conduct, Riverview
Center, 150 Broadway, Suite 355, Albany, New York 12204, telephone # 518-402-0846,

Sincerely,

Robert A, Catalano, M.D,
Executive Secretary
Board for Professional Medical Conduct

Enclosure

ce Jacques Simon, Esq.
100 Jericho Quadrangle, Suite 208
Jericho, New York 11753

Empire Stale Plaza, Coming Tawer, Albany, NY 12237 |healh.ny.gov



NEW YORK STATE DEPARTMENT OF HEALTH
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT
BPMC Ne. 17-303

" 7 IN THE MATTER

OF CONSENT
BERNARD RAXLEN, M.D. _ ORDER

Upon the application of (Respondent) BERNARD RAXLEN, M.D, in the attached

Consent Agreement and Qrder, which is made a part of this Consent Order, it s

ORDERED, Ihat the Consent Agreement, and ils lerms, are adopted and

it is further

I ORDERED, that this Consent Order shail be effective upon Issuance by the Board,

either by mailing of a copy of this Consent Order, either by first class mail to Respondent at the

address in the attached Consent Agreemenl or by cerlified mail to Respondent's attorney, OR

‘ upon facsimite transmission to Respondent or Respondent’s attorney,

whichever is first.

80 ORDERED.

DATE: 10/21/2017

ARTHUR S, HENGERER, M.D..
: Chair
u ‘ State Board for Professional Medical Conduct
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NEW YORK STATE DEPARTMENT OF HEALTH
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

IN THE MATTER
OF CONSENT

AGREEMENT
BERNARD RAXLEN, M.D.

BERNARD RAXLEN, M.D., represents that all of the following statements are true:

That on or about June 30, 1987, 1 was licensed to practice as a physician in the

State of New York, and issued License No. 170256 by the New York State Education

My current address is 566 Seventh Avenue, Suite 502, New Yark, NY 10018, and {

will advise the Director of the Office of Professional Medical Conduct of any change of

address.

| understand that the New York State Board for Professional Medical
Conduct (Board) has charged me with one or more specifications of professional

misconduct, as set forth in a Statement of Charges, marked as Exhibit "A”, attached to and |

part of this Consent Agreement.

! assert that | cannot successiully defend against at least one of the acts of

misconduct alleged, in full satisfaction of the charges against me, and agree to the

following penalty:
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Pursuant to N.Y. Pub. Health Law § 230-a(9), I shall be placed on probation

for a period of 3 years, subject to the terms set forth in attached Exhibit “B.”

tfurther agree that the Consent Order shall impose the following conditions:

That Respondent shall comply with each and every penalty imposed by this

Order pursuant to N.Y, Pub. Health Law § 230-a,

That Respondent shall, regarding each patient of Respondent’s medical

practice after the effective date of this order:

«  Communicate fully to the patient the nature of the medical role that
Respondent is undertaking, whether as a physician with primary
care responsibility for that patient's general medical condition(s), or,
in the alternative, as a consultant for a defined or limited purpose
and/or a practilioner of a particular medical specialty, whether or
not universally accepted treatment modalities are contemplated.
Respondent shall document his role and this communication fully in
the patient's record,

= Obtain written informed consent specifically addressing all aspects
of treatment modalities to be used by Respondent in performance
of the medical role undertaken and as addressed above, The

language of the consent forms shall be determined by the
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Respondent and his appropriately qualified counsel. Exemplars of
each consent form prepared and used for this purpose shall be
provided to the Office of Professional Medical Conduct for inclusion
in ifs files but not for acceptance or rejection. Respondent shall
provide the initial set of informed consent forms to OPMC no laler
than 45 days after the effective date of this Order. .
Include in the patient record all written informed consent forms duly
obtained and full documentation of all discussions with the patient
concerning the nature and scope of Respondent’s evaluation and
treatment, and of the patient's need to pursue conventional medical
care elsewhere, if indicated, at the patient’s informed option.
Document in the patient record all histories obtained and physical
examinations performed on the patient by Respondent and/or
Respondént's staff.
For all new patients first seen after the effective date of the Order
and for all continuing patients for whom it is medically appropriate,
attempt to get the patient’s written consent to obtain the patient's
medical records from prior or coneurrently treating physicians or
facllities, and to enable Respondent to communicate with those
physicians or facilities, as necessary, Respondent shall maintain

these medical records, and/or documentation related to requests
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for these records, in the patient medical record. Respondent shall
document appropriately his review of any records received from
other treating physicians or facilities. Alternatively, if the patient
refuses to grant written consent after being fully advised of the
reason for il, Respondent shall document Respondent's advice and
the patient's refusal,

Refer the patient to appropriate primary care physicians,
specialists, or consultants for further evaluation and/or treatmeant
where medically warranted and beyond the scope of Respondent's

role with regard to the patient. Respondent, who states and

affirmatively represents that making such referrals as specified

above is already his standard practice, shall note all referrals in the

patient's medical record to the extent that such referrals are made.
Respondent shall provide the physician receiving the referral with
all patient information known to Respondent that is significant in
relation to the purpose of the consultation, unless the physician
receiving the referral declines to receive it; this information shall
include, but not be limited to, all treatment modalities in use. If the
patient refuses the referral after being fully advised of the reason
for it, Respondent shall document the Respondent's advice and the

patient's refusal.
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The above condition and all of its terms shall take effect 60 days after the
effeclive date of the Consent Order and will continue so long as Respondent

remains a Licensee in New York State: and

That Respondent shall remain in continuous compliance with all
requirements of N.Y. Educ Law § 6502 including but not limited to the
requirements that a Respondent shall register and continue to be registered
with the New York State Education Department (except during periods of
actual suspension} and that a Respondent shall pay all registration fees,
Respondent shall not exercise the option provided in N.Y. Fduc. Law §
8502(4) to avoid registration and payment of fees. This condition shali take
effect 120 days after the Consent Order's effective date and will continue so

long as Respondent remains a Licensee in New York State; and

That Respondent shall remain in continuous compliance with all
requirements of N.Y. Pub. Health Law § 2995-a(4) and 10 NYCRR 1000.5,
including but not limited to the requirements that a Respondent shall: report
to the department all information required by the Departmeént to develop a
public physician profile for the Respondent; continue to hotify the department
of any change in profile information within 30 days of any change (or in the
case of oplional information, wilhin 365 days of such change); and, in
addition to such periodic reports and notification of any changes, update his

or her profile information within six manths prior to the expiration date of the
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Respondent's registration period. Respondent shall submit changes to his or

her physician profile information either electronically using the department's

* secure web site or on forms prescribed by the depariment, and Respondent

shall attest to the truthfulness, completeness and correctness of any changes
Respondent submits to the department. This condition shall take effect 30
days after the Order's effective date and shall continue so long as.
Respondent remains a Licénsee in New York State. Respondent's failure to
comply with this condition, if proven and found at a hearing pursuant to N.Y.
Pub, Healtﬁ Law § 230, shall constitute professional misconduct as defined
in N.Y. Educ. Law § 6530(21) and N.Y. Educ. Law § 6530(29). Potential
penalties for failure to comply with this condition may include all penalties for
professional misconduct set forth in N.Y. Pub, Health Law § 230-a, including
but not limited to: revocation or suspension of license, Censure and
Reprimand, probation, public service and/or fines of up to $10,000 per

specification of misconduct found; and

That Respondent shall provide the Director, Office of Professional
Medical Conduct (OPMC), Riverview Center, 150 Broadway, Suite 355,
Albany, New York 12204-2719, with the following Information, in writing, and

ensure that this information is kept current: a full description of Respondent's

-employment and practice; all professional and residential addresses and

telephone numbers within and outside New York State; and ail investigations,
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arrests, charges, convictions or disciplinary actions by any local, state or
q federal agency, institution or facility. Respondent shall notify OPMC, in

writing, within 30 days of any additions to or changes in the required
information. This condition shall take effect 30 days after the Order's eﬁeétive
date and shall continue at all times until Respondent receives written
notification from the Office of Professional Medical Conduct, Physician
Monitoring Program, that OPMC has determined that Respondent has fully
complied with and satisfied the requirements of the Order, regardless of

tolling; and

h That Respondent shall cooperate fully with the Office of Professional Medical
Conduct (OPMC) in its administration and enforcement of this Consent Order
and in its investigations of matters concerning Respondent. Respondent shall
respond in a timely mannér to all OPMC requests for written periodic
verification of Respandent's compliance with this ansent Crder.
Respondent shall meet with a person designated by the Director of OPMC,
as directed. Respondent shall respond promptly and provide all documents
and information within Respondent's control, as directed. This condition shall
“ take effect upon the Board's issuance of the Consent Order and will continue

s0 long as Respondent remains licensed in New York State.

| stipulate that my fallure to comply with any conditions of this Consent Order shall

constitute misconduct as defined by N.Y. Educ. Law § 6530(29).
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| agree that, if | am charged wilth professional misconduct in future, this Consent

Agreement and Order shall be admitted into evidence in that proceeding.
I ask the Board to adopt this Consent Agreement.

l understand that if the Board does not adopt this Consent Agreement, none of its
terms shall bind me or constitute an admission of any of the acts of alleged misconduct:
this Consent Agreement shall not be used against me in any way and shall be kept in strict
confidence; and the Board's denial shall be without prejudice to the pending disciplinary

proceeding and the Board's final determination pursuant to the N.Y. Pub. Health Law.

Fagree that, if the Board adapts this Consent Agreement, the Chalr of the Board
shall issue a Consent Order in accordance with its terms. | agree that this Cbnsent Order
shall take effect upon its issuance by the Board, either by mailing of a copy of the Consent
Order by first class mail to me at the address in this Consent Agreement, or to my attorney
by certified mall, OR upon facsimile transmission to me or my attorney, whichever is first.
The Consent Order, this agreement, and all attached Exhibits shall be public documents,
with only patienf identities or other confidential information, if any, redacted. As public
dosuments, they may be posted on the Department's website. OPMC shall report this
aclion to the National Practitioner Data Bank and the Federation of State Medical Boards,

and any other entities that the Director of OPMC shall deem appropriate.

I stiputate that the proposed sanction and Consent Order are authorized by N.Y.

Pub. Health Law §§ 230 and 230-a, and that the Board and OPMC have the requisite




valle to ine of (he Board's adaption of this Congant Agresement, atlowing me to resolva this
matter without the various risks and burdens of a heating on the merita, | knowingly waive |
my right {o contest the Consent Order for which | apply, whuli;er sdministratively gr
Judicially, | agree ig bg bound by the Congent Order, and { ask that tho Board adopl this

Congent Agraement.

{ understand and agree that the attorney for the Dopartment, tho Director of QPMC
and tha Chair of the Boarg sach retain completa discretion either to enter into the
Proposed agreement und Consent Order, basad upon my spplication, or to deciine to do
80. | further undarsiang and agree that no prior ar separale written or oral communication

can lImit thay discretion,

OATE Jet 13/ tory )

BERNARD RAXLEN. M.D.
RESPONDENT
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The undersigned agree to Respondent's attachsd Consant Agreemant and io its
proposed penalty, larms and conditlons.

oate: 10/13[13

DATE! [O-16~-17

LESLIE A, EISENBERG
Assoclate Counsal
Bureau of Professiofial Medical Conduct

DATE: /g// ?// 4

ITH W, SERVIS
Directar .

Office of Professlenal Medical Condual
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NEW YORK STATE DEPARTIMENT OF HEALTH
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

f IN THE MATTER STATEMENT
oF OF
CHARGES
EERNARD RAXLEN, M.D.

Bemard Raxlen, M.D., the Hespondent, was authorized (o practice madicine in

New York State on or abaut June 3, 1887, by the issuance of license number 170256 by

the New York State Education Department,

A

FACTUAL ALLEGATIONS

Respondent treaied Patient A, from on or aboul 8/28/08 through on orf about

12/29/10. Patient A presented to Respondent complalning of a varlety of symploms
including but not fimitad to troezing, burning, air hunger, weakness, faligus, neck psin
and intestingl pain. Patienl A reported prior reatment by multiple doctors including
gﬁrolnnged courges of antibiotics and olher realiments. (Palienl names are ideniified in

the Appendix.) Respondent's care and treatment deviated from minimally accepted

standards of care in (ha! Respondent:

1.

Repeatecly falled to perform and/or note a comprohanshve hustory, including
psychiatric hisiory, appropriate physical examinalions, neuropsychological
testing and/or montal hgaith stalus examinations.

Falled to construct a differential diagnosis and pursue a thorough diagnostic
gvaluation prior to arriving at a diagnasls and lreatment plan.

Inappropriately prescribed medications withaut appropriate medical indfcattohs.
Faited to present andfor nole potentlal dsks, beneflls, side effects and sale use

of prescribed meadications.
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Treated inappropriately with an ongoing and/or ascatating medication regimen
without appropriala sequenlial physical exanunations and clinical
reagsessments for consideration of alternativo diagnoses andfor treatment,
Falled to appropriately identify, address and/or follow-up on potenﬁai side
elfacts.

Faited to appropriately Identlly, address and/ar {ollow up on a potentially life
threatening circumstance when the patient was severely dehydraled.

Failed to mamtain a record that accuralely reflects tha care and treatmen! of the.

pallent.

" B. Respondeni treated Patient B, Irom on or about 1/207/10 through on or about

5/25/11. Prior to the inltial visit with Responrdant, Pateni B, a 14-year-ald, had
experienced depression and sulcidal ideation and was hospitalized after he daveloped
a severe headache and lefi-sided Bell's Palsy. Respondent's care and treatment
deviated from mimméliy accepted standards of care in thal Haspondanl:

1.

Fepeatedly failed to parform and/or note a comprahensive history, including
psychiatrie history, appropriate physical examinations, neuwropsychological
tosting and/or mantat health stalus examinations.

Falled lo consiruct a ditterantial diagnosis and pursue a thorough diagnostic
evalugtion prior to arriving at a diagnosis and treatment plan.

Inappropriately prescribed medicallons withoul appropriate medical indications
andfor withoul considering potential drug interactions.

Failed to prosent andior note potential risks, beneliis, side effects and safe use
of prescrived medications.

Traated inappropriately with an ongoing andfor escalating medication regimen
without appropriate sequantinl physical examinalions and clinical
reassessments for consideration of alternative diagnosis and/or treatment,
Failed to appropriately identify, address and/or loflow-up on patential side

elfects,




7. Faied to maintain a record that aceuralely reflects the care and treatiment of the

patient.

G Respondent treated Patient C, fram on or about 5/25/11 through on or about
/13/12. Palent C presented with a history of lobular carcinoma In sity (LCIS) and

symptoms that Included breast pain, rib pain and visual issues. Respondent's care and

trealment deviated from minimally accepted standards of care In that Respondent;

1. Hepeatedly faded to perform and/or note a comprehensive history, including
psychialric history, appropriate physical examinations, neuropsychoiogical
testing and/or mental health status examlnations.

2. Failed o conslruet a differential diagnosis and pursue a thorough diagnostic
evaluation prior o arrlving at a diagnosis and Ireatment plan,

3. Inapproprialely prescribed madications wilhout appropriale medical indications
including but not limited to inappropriately prascribing Rifampin while the patient
was on Tamoxifen.

4. Failed to prasent andfor nate potential nsks, benefils, side effects and safe use
of prescribed medications,

5. Trealed inappropriately with an ongolng and/or escalaling medication regimen
without appropniate saquenlial physical examinations and clinical
reassessments {or congideration of altemative diagnosis and/or lrealment.

6. Failed lo appropnately identlfy, address and/or follow-up on potential side
gfiects,

7. Falled to maintaln a record that accurately reflects the care and treatment of the

patient,

D. Respendant treated Patient D, from on or about 12/4/98 through in or about May
2011 Pailent D presenled lo Respondent reporting a history of hypothyroldism,
depression and anxiety, Respondant continued 1o treat Patlent D even after she
moved from Connaclicut 1o Myrtie Besch in or around December 2006, Respondent's




cara and Irealment deviated Irom minimally accepied standards aof care In that

Hespondeni:
1.

E. Raspondent reated Patlant E, from on or about 5/25/1 1 through on or about
7/27/12. Patient E presentad to flaspondant complalning of an Increase in symptoms
that included bu! were not fimited to fatigue, migraines, neck pain, joint pain, numbness
and tingling, trritability, sound, light and temperature sensitivily and, nonrestoralive
steep. Respondent’s care and treatmaent deviated from minimally accepled standards

of carg in that Respondent:
1.

evaluation prior 1o arriving at a diagnosis and treatment plan.

Repeatadly [ailed 10 perform andfor nate a comprehensive history including a
psycheatric history, appropriate physical examinations and/or mental heallh
status examinations,

Faned lo construct a differential dlagnosis and pursue a thorough diagnostic

evaluatlon.

Inappropriately prescrbed medications wilhout appropriate medical indications
andfor without appropriate patient assessmant. '

Faled to appropriately idenlify, address and/or follow-up on potential side

elfects.
Trealed Inappropriately with an ongoing and/or escalating medication regimen

withoul appropriato sequential physical examinations and clinical
teassessments for considaration of alternative diagnoses and/or lreatmant,
Failed lo prasent and/or note potential risks, benefits and side effects for
prescribed medications including a controlled substance.,

Falied to malintain a record that accurately reflects thg care and trealment of the

patient,

Repeatedly failed o perform and/or note a comprehensive hislory, including
psychiatric history, appropriate physical examinations and/or mental stalus

examinations.
Falled to construct a dilferantial dlagnosls and pursue a thorough disgnostic

4
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3. Inappropriately prescribed medications without appropriate médical Indications
andfor al inappropriate doses,

4, Inappropriately ireated the patient with Xanax before armiving al a diagnosis of
anxiety disorder and/or considering non-addictive therapeutic {reatment first,

5. Failed to present and/or nols potential risks, bonalits and side effects and sale
use of prescribed medications

6. Troated inappropnalely with an ongoing and'or ascalaling medication regiman
witliout appropriate sequential physlcal examinations and cilnical
renssessmants for consideratlon of alternative diagnoses and/or freatrnent.

7. Failed o appropriately identify, addrass and/or follow-up on polential side

effects.
8. Failed o maintain a record that accuraioly rellects the care and traatmeant of the

patlent,

F. Responden! treated Paliont F, Irom on or about 8/7/07 through on or about
9/24/12. Palient F presented 1o Responclent reporiing a tick bile one month prior and
complaining of symptoms that included but wera not limited to headaches, burniﬁg,
lingling, mood swings, anxiety and, an eating disorger. Respondent’s care and
treatmant devialed from minimally accepled slandards of care in that Respondent:

1. Failad to construct a differential ciagnosis and pursue a thorough diagnostic
evaluation prior (o frealing the patient, desgite her initial presentatlon and prior
trealment.

2. Repeatedly tailed to perform and/or note a comprehensive history Including a
psychiatric history, appropnate physleal examinatlons and/or mantal health

status examinations.
3. inappmpriafeiy prescribed medications withaul appropriate medical Indicatians

and/or at inappropriate doses.

4. Inappropriately treaied the patient with anil-depressants and anti-anxiaty
medications, including controllad substances, before arriving al a diagnosis
and/or considaring non-addictive therapautic treatment first,

5




F.ll

Faled 10 p‘resenl andior nole potenial nsks, benafits and side effects of
prascribad madications.

Treatod inappropriatety with an ongoling andfor escalating maedication regimen
withoutl appropriate sequential physical examinations and clinical
reasspssments for consideration of alternatlve diagnoses andfor réatment.
Falled to appropriately identify, address andiar follow-up on potentia side
effects. _

Failed to maintain a racord that accuraloly rellects the care angi treatment of the

patient,

G. Hespondent treated Patient G, from in or about 7/24/00 hrough in or about
10/2/12. Patieni G presented to Respondenl reporting a varlety of symploms Including
bul not limited to back pain, abdominal pain, feet pain, extremity weaknass, anxiaty,
deprassion and moaod swings. Respondent’s care and ireatment deviated from
mimmally accepted standards of care in that Respondent:

1.

Repeatedly failed 1o perform and/or note a comprehensive histary including a
psychiatric history, appropriate physical examinailons and/or memtal heallh
status examinations.

Falled to construct a differential diagnosis and pursue a thorough diagnostic
avaluahon prlar to arriving at a diagnosis and treatment plan,

Inapproprialely prescribed monthly narcotlc analgesics for the patient.
inapproprialely prescribed medications Including but not limited to
benzpdiazepines and opiales, without appropriate medical indications.

Failed to presenl andfor note polential risks, benelits and side eftects of

prescribed medications,

Trealed inappropriately with an ongolng and/or escalating medication regimen
withaut appropriate sequantial physical examinalions and clinical
reassessments for conslderalion of alternative diagnoses andfor reatment.
Faited to appropriately identify, address and/or follow-up on potential side

elfects.




B Falled lo malntain a record that accuralely reflects the care and treatment of the

patent,

H. Respondent treated Patient H, who was reierred by her dentist. from on ar about
4/25/14 through in ar about 8/14. Patient H presented wilh a 8-year history of
meapacitating mouth, teeth and jaw pain as well as a variety of symptoms including but
ot limited (o canfusion, forgstiulness, irtability and maod swings. Respondent's care
and treatmant deviatad from minimally acceptad standards of care in that Respondent:

1. Repeatedly failed to periorm and/or note a comprehensive histary including a
psychialric history, appropriate physical examinations andfor mental health
status examinations,

2. Falled to construct a differential diagnosis and pursue & thorough diagnosiic
avalualion prior to arriving at a diagnosis or treatment plan,

3. inappropriately relied upon Applied Kines’iology 1o lormulate & diagnosis.
Inappropriately proscribed medicattons, without appropriate medical indications.

5. Failed {g present andfor note potential risks, benetits and side effects of
prescnbed medicalions,

B. Treated Inappropriately with an ongoing and/or escalating medication regimen
without appropiiate sequential physical examinations and clinica)
reassessments lor conslderalion of altemalive diagnoses andfor ireatmant,

7. inappropriately ordered the placement of a Hickman calheter, without medical
necessity.

8. Inappropriately administered antibiotics, Including but not limited fo intravenous
Invanz, Clindamycin and Flagyl and, Rifampin, Minocycling, Mepron, Plaquenil
and Bactrim, withoul medical indication.

9. Failed to appropriately identity, address and/or follow-up on polential side

eftects,
10. Failed Yo maintain a record that accurately reflects the care and treatmeant of the

patient.




SPECIFICATION OF CHARGES
FIRST SPECIFICATION

NEGLIGENCE ON MORE THAN ONE OCCASION

Respondent is charged with commilling prolessional misconduet as dehnad inN.Y,
Bduc. Law § 6530(3) by praclicing the prafession of medicine with negligence on morea

than ane occasion as alleged in tha facts of:

1. Paragraph A and ils subparagraphs andior Paragraph B and its
subparagraphs andlor Paragraph C and ils Subparagraphs andfor
Paragraph D and ns subparagraphs and/or Paragraph E and its

subparagraphs andfor Paragraph F and its subparagraphs andlor

Paragraph G and Iis subparagraphs andfor Paragraph H and its

subparagraphs.

SECOND SPECIFICATION

INCOMPETENCE ON MORE THAN ONE OCCASION

Respondent is charged wilh cammitting professional misconduct as defined in N.Y.
Educ. Law § 6530(5) by praclicing the profossion o madiche with incompetence on more

than one occasion as allaged in the facts of!

2 Paragraph A and lis subparagraphs ancdfor Paragraph B and ils

subparagraphs and/or Paragraph C and its subparagraphs andlor

Paragraph D and Iis subparagraphs and/or Paragraph E and its
8 , .




I subparagraphs andior Paragraph F and lis subparagraphs andlor
Paragraph G and its subparagraphs andior Paragiaph H and s

subparagraphs.

THIRD-TENTH SPECIFICATIONS

GROSS NEGLIGENCE

Respondent 1s chargod wilh committing prolessional misconduct as dehined in N.Y,
Educ. Law § 6530(4) by practicing the profession of mediclne wilh gross negligence on @

paricular occasion, as alleged In the facts of the lollowing:

3. Pasagraph A and lls subparagraphs.

4, Paragraph B and its subparagraphs.

5, Paragraph C and s subparagraphs.
" 6. Paragraph D and its subparagraphs
7. Paragraph E and [ts subparagraphs.
8. Paragraph F and ils subparagraphs.
8. Paragraph G and its subparagraphs.

H]
10.  Paragraph H and its subparagraphs,




ELEVENTH SPECIFICATION

GROSS INCOMPETENCE

Respondent is charged with cormmitting professional misconduct as defined in N.Y.

Educ. Law § 6530(6) by praclicing he profession of medicine with gross Incompetence as

alleged In the (acts of the following.

11, Paragraph A and iis subparagraphs andfor Paragraph B and its
- Subparagraphs andlor Paragraph C and His éubparagraphs andlor
Paragraph D and its subparagraphs and/or Paragraph E and its
subparagrophs andior Paragraph F and its subparagraphs and/or

Paragraph G and Its subparagraphs andfor Paragraph H and its

subparagraphs,

TWELFTH-NINETEENTH SPECIFICATIONS

FAILURE TO MAINTAIN RECORDS

Respondent is charged with commitling professional rmisconduct as defined In N.Y,
Educ. Law § 6530(32) by failing to maintain a record tor each patient which accurately

reflects the evaluation and treatment of the patient, as allaged in the facts of:

12, Paragraph A and its subparagraphs.
13.  Paragraph B and Ils subparagraphs.

14, Paragrabh C and its subparagraphs,

10
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18, Paragraph D and its subparagraphs.
6. Paragraph E and its subparagraphs.
17.  Paragraph F and lts subparagraphs.,
18,  Paragra phrG and its subparagraphs.

19, Paragraph H and its subparagraphs,

DATE:Seplember 37 2017
Now York, New York

Hoy Nemersan
Deputy Counsel
Bureau of Professional Medical Conduct
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1)

2)

4)

9)

8)

EXHIBIT "B8"

Terms of Probation

Respondent’s- conduct shall conform to moral and professional standards of conduct
and governing law, Any act of professional misconduct by Respondent as defined by
N.Y. Educ. Law §8§ 6530 or 6531 shall constitute a violation of probation and may
subject Respondent to an aclion pursuant to N.Y. Pub, Health Law § 230(19),

Respondent shall cooperate fully with, and respond in a timely manner to, OFMC
requests to provide written periodic verification of Respondent's compliance with the
terms of this Consent Order. Upon the Director of OPMC's request, Respondent shall
meel in person with the Director's designee.

The probation period shall toll when Respondent is not engaged in active medical
practice in New York State for a period of 30 consecutive days or more, Respondent
shall notify the Director of OPMC, in writing, if Respondent is not currently engaged in,
or intends (o leave, active medical praclice in New York State for a consecutive 30 day
period. Respondent shall then notify the Director again at least 14 days before returning
to active practice. Upon Respondent’s return to active practice in New York State, the
probation period shall resume and Respondent shall fulfilt any unfuifilled probation
terms and such additionat requirements as the Director may impose as reasonably
relate to the matters set forth in Exhibit "A" or as are hecessary (0 protect the public
health,

The Director of OPMC may review Respondent's professional performance. This review
may inciude but shall not be limited to: a review of office records, patient records,
hospital charts, and/or electronic records; and interviews with or periodic visits with
Respondent and staff at practice locations or OPMC offices,

Respondent shall adhere to federal and state guidelines and professional standards of
care with respect to infection control practices. Respondent shall ensure education,
training and oversight of all office personnel involved in medical care, with respect to
these practices,

Respaondent shall maintain complete and legible medical records that accurately reflect
the evaluation and treatment of patients and contain all information required by State
rules and regulations concerning controlled substances.

Within thirty days of the Consent Order's effective date, Respondent shall practice
medicine only when monitored by a licensed physiclan, board certified in an appropriate
specialty considering Respondent's specialty of practice, whao is familiar with the
diagnostic and treatment modalilies practiced and offered by Respondent {"practice
monitor"}). Practice monitor shall be proposed by Respondent and subject to the written




9)

approval of the Director of OPMC. Such written approval shall not be unreasonably
withheld,

a} Respondent shall make available to the monitor any and all records or
access lo the practice requested by the monitor, including on-site
observation. The practice monitor shall visit Respondent's medical practice
ateach and every location, on @ random unannounced basis at least monthly
and shall examine a selection (no fewer than 20) of records maintained by
Respondent, including patient records, prescribing information and office
tecords. The review will determine whether the Respondent's medical
practice is prudent and competent, given all of the conditions and
circumstances of the patient, the medical role of Respondent as made know
to the patient, and referrals made. Any perceived deviation from prudent and
competent care as set forth above, or refusal to cooperate with the monitor,
shall be reported within 24 hours te CPMC,

b) Respondent shall be solely responsible for all expenses associated with
monitoring, including fees, if any, to the monitoring physician.

¢) Respondent shall cause the practice monitor to report quarterly, in writing, to
the Director of OPMC.

d) Respondent shall maintain medical malpractice insurance coverage with
limits no less than $2 million per occurrence and $6 million per policy year, in
accordance with Section 230(18)(b) of the Public Health Law. Proof of
coverage shall be submitied to the Director of OPMC prior to Respondent's
practice afler the effective date of this Order,

Respondent shall enrofl in and successfully complete a continuing education program in
an area or areas as directed by the Office of Professional Medical Conduct. This
continuing education prograrm is subject to the Director of OPMC's prior written
approval and shall be successfully completed within the first 90 days of the probation
period,

Respondent shall comply with this Consent Order and all its terms, and shall bear all
associated compliance costs. Upon receiving evidence of noncompliance with, or a
violation of, these terms, the Director of OPMC and/or the Board may Initiate a violation
of probation proceeding, and/or any other such proceeding authorized by law, against
Respondent,




ATTACHMENT Hl
Requirements for Closing a Medical Practice Following a
Revocation, Surrender, Limitation or Suspension of a Medical License

Licensee shall immediately cease and desist from engaging in the practice of
‘medicine in New York State, ot under Licensee's New York license, in
accordance with the terms of the Order. In addition, Licensee shall refrain
from providing an opinion as to professional practice or its application and
from representing that Licensee is eligible to practice medicine.

Within 5 days of the Order's effective date, Licensee shall deliver Licensee's
original lficense to practice medicine in New York State and current biennial
registration to the Office of Professional Medical Conduct (OPMC) at
Riverview Center, 150 Broadway, Suite 355, Albany, New York 12204-2719.

Within 15 days of the Order's effective date, Licensee shall notify all patients
of the cessation or limitation of Licensee's medical practice and shall refer all
patients to another licensed practicing physician for continued care, as
appropriate. Licensee shall nofify, in writing, each health care plan with which
the Licensee contracts or is employed, and each hospital where Licensee
has privileges, that Licensee has ceased medical practice. Within 45 days of
the Order's effective date, Licensee shall provide OPMC with written
documentation that all patients and hospitals have been notified of the
cessation of Licensee's medical practice.

Licensee shall make arrangements for the transfer and maintenance of all”
patient medical records. Within 30 days of the Order’s effective date,
Licensee shall notify OPMC of these arrangements, including the name,
address, and telephone number of an appropriate and acceptable contact
persons who shall have access to these records. Original records shall be
retained for at least 6 years after the last date of service rendered to a patient
or, in the case of a minor, for at least 6 years after the last date of service or
3 years after the patient reaches the age of majority, whichever time period is
fonger. Records shall be maintained in a safe and secure place that is
reasonably accesslble to former patients. The arrangements shall include
provisions to ensure that the information in the record is kept confidential and
is available only to authorized persons. When a patient or a patient's
representative requests a copy of the patient's medical record, or requests
that the original medical record be sent to another health care provider, a
copy of the record shall be promptly provided or forwarded at a reasonable
cost fo the patient (not to exceed 75 cents per page.) Radiographic,
sonographic and similar materials shall be provided at cost. A qualified
person shall not be denied access to patient information solely because of an
inability to pay.




10.

In the event that Licensee holds a Drug Enforcement Administration (DEA)
certificate for New York State, Licensee shall, within fifteen (15) days of the
Order's effective date, advise the DEA, in writing, of the licensure action and
shall surrender Licensee's DEA controlled substance privileges for New York
State to the DEA. Licensee shall promptly surrender any unused DEA #222
U.8. Official Order Forms Schedules 1 and 2 for New York State to the DEA.
All submissions to the DEA shall be addressed fo Diversion Program
Manager, New York Field Division, U.S. Drug Enforcement Administration,
99 Tenth Avenue, New York, NY 10011,

Within 15 days of the Order's effective date, Licensee shall return any
unused New York State official prescription forms to the Bureau of Narcotic
Enforcement of the New York State Depariment of Health. Licensee shall
destroy all prescription pads bearing Licensee's name. If no other ficensee is
providing services at Licensee's practice location, Licensee shall properly
dispose of all medications.

Within 15 days of the Order's effective date, Licensee shall remove from the
public domain any representation that Licensee Is eligible to practice
medicine, including all related signs, advertisements, professional listings
{(whether in telephone directories, Internet or otherwise), professional
stationery or billings. Licensee shall not share, occupy, or use office space in
which another licensee provides health care services.

Licensee shall not charge, receive or share any fee or distribution of
dividends for professional services rendered by Licensee or others while
Licensee is barred from engaging in the practice of medicine. Licensee may
be compensated for the reasonable value of services lawfully rendered, and
disbursements incurred on a patient's behalf, prior to the Order's effective
date,

If Licensee is a shareholder in any professional service corporation
organized to engage in the practice of medicine, Licensee shall divest all
financial interest in the professional services corporation, In accordance with
New York Business Corporation Law. Such divestiture shall occur within 90
days. if Licensee Is the sole shareholder in a professional services
corporation, the corporation must be dissolved or sold within 90 days of the
Order’s effective date.

Failure to comply with the above directives may result in a civil penalty or
criminal penalties as may be authorized by governing law. Under N.Y. Educ.
Law § 6512, It is a Class E Felony, punishable by imprisonment of up to 4
years, to practice the profession of medicine when a professional license has
been suspended, revoked or annulled. Such punishment is in addition to the
penalties for professional misconduct set forth in N.Y, Pub. Health Law §




230-a, which include fines of up to $10,000 for each specification of charges
of which the Licensee is found guilty and may include revocation of a
suspended license.






