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 Physician Last
Name:

Cameron

 Physician First
Name:

Daniel

 Physician Middle
Name:

 Address: 657 Main Street, Mt. Kisco, New York 10549

 License Number: 161183

 License Type: MD

 Year of Birth: 1954

 Effective Date: 06/23/2017

 Action
Description for
DOH Webpage:

Probation for three years subject to the terms and conditions of the order. The period of
probation ended effective June 22, 2020. The permanent conditions of the board order
remain in effect to include the physician must communicate fully and document his role
in the patient record as primary care physician or as a consultant or specialist; obtain
written informed consent specifically addressing all aspects of treatment modalities
used in his role and maintain these forms in the patient record; record all histories and
physical examinations performed by himself or his staff; attempt to obtain medical
records from prior or concurrent treating physicians or facilities as well as the patient’s
refusal to grant such consent. The physician must also refer patients needing treatment
to another provider or specialist where medically warranted that are beyond the scope
of his role with the patient and provide all pertinent patient information regarding the
referral.

 Misconduct
Description for
DOH Webpage:

The physician asserted he could not successfully defend against at least one of the
acts of misconduct alleged. Those allegations included practicing the profession of
medicine with negligence on more than one occasion, incompetence on more than one
occasion, gross negligence, gross incompetence, and/or failing to maintain accurate
patient medical records.

 License
Limitations or
Conditions for
DOH Webpage:

The physician must communicate fully and document his role in the patient record as
primary care physician or as a consultant or specialist; obtain written informed consent
specifically addressing all aspects of treatment modalities used in his role and maintain
these forms in the patient record; record all histories and physical examinations
performed by himself or his staff; attempt to obtain medical records from prior or
concurrent treating physicians or facilities as well as the patient’s refusal to grant such
consent. The physician must also refer patients needing treatment to another provider
or specialist where medically warranted that are beyond the scope of his role with the
patient and provide all pertinent patient information regarding the referral.

 Board Order:

CHRG 161183.pdf

BRD 161183.pdf

https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/HomeAction.action
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/HomeAction.action
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/AllRecordsAction.action
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/AllRecordsAction.action
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/FileDownloadAction.action?finalActionId=8470&fileName=CHRG+161183.pdf&fileSeqNum=1
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/FileDownloadAction.action?finalActionId=8470&fileName=CHRG+161183.pdf&fileSeqNum=1
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/FileDownloadAction.action?finalActionId=8470&fileName=CHRG+161183.pdf&fileSeqNum=1
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/FileDownloadAction.action?finalActionId=8470&fileName=BRD+161183.pdf&fileSeqNum=2
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/FileDownloadAction.action?finalActionId=8470&fileName=BRD+161183.pdf&fileSeqNum=2
https://apps.health.ny.gov/pubdoh/professionals/doctors/conduct/factions/FileDownloadAction.action?finalActionId=8470&fileName=BRD+161183.pdf&fileSeqNum=2
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June 16, 2017 

CERTIFIED MAILwRETURN RECEIPT REQUESTED 

Daniel Cameron, M.D. 
657 Main Street 
Mt. Kisco, New York 10549 

Dear Or. Cameron: 

Re: License No. 161183 

Enclosed is a copy of the New York State Board for Professional Medical Conduct 
(BPMC) Order No. 17-169. This order and any penalty provided therein goes into effect 
June 23, 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. 

Enclosure 

cc: Jacques G. Simon, Esq. 
Attorney at Law 
1 00 Jericho Quadrangle, Suite 208 
Jericho, New York 11753 

Sincerely, 

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

Empire State Plaza, Coming Tower, Albany, NY 12237 1 hea1th.ny.gov 



NEW YORK STATE DEPARTMENT OF HEALTH 
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT 

lNTHEMATIER 

OF 

DANIEL CAMERON, M.D. 

BPMC No. 17~169 

CONSENT 

ORDER 

Upon the appllcaUon of (Respondent) DANIEL CAMERON, M.D. In the attached 

Consent Agreement and Order, which Is made a part of this Consent Order, It Is 

either 

ORDERED, that the Consent Agreement. and its terms, are adopted and 

it Is further 

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

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

the address in the attached Consent Agreement or by certified maD to Respondent's 

attorney, OR 

upon facsimile transmission to Respondent or Respondent's attorney, 

whichever Is first. 

SO ORDERED. 

DATE: 6/15/2017 

Carmela Torrelli 
Vice Chair 
State Board for Professional Medical Conduct 

. = c:: . 



1 

NEW YORK STATE DEPARTMENT OF HEALTH STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT 

IN THE MA TIER 

OF 

DANIEL CAMERON, M.D. 

CONSENT 
AGREEMENT 

DANIEL CAMERON, M.D., represents that all of the following statements are true: 

That on or about January 14, 1985, I was licensed to practice as a physician In the 

State of New York, and Issued License No. 161183 by the New York State Education 

Department. 

My current address Is b 53- M-a,~ «s..\. \\\ - c::\<' RCo 
I 

\':\\..\ \0 sY. 4 , and I will advise the Director of the Office of Professional 

' Medical Conduct of any change of address. 

I 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. 

I assert that I cannot successfully 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: 

j 

!;:.;; 
= • 



2 

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. D 

I further 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 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 
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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 its files but not for acceptance or rejection. Respondent shall 

provide the initial set of Informed consent forms to OPMC no later 

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 

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 appropriate, 

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 



4 

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 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 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 

effective 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. Educ. Law§ 

6502(4) to avoid registration and payment of fees. This condition shall 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 Department to develop a 

public physician profile for the Respondent; continue to notify the department 

of any change In profile Information within 30 days of any change (or in the 

case of optional information, within 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 months prior to the expiration date of the 

b = .. 
~ = 
~ 
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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 department, 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 Licensee hi New York State. Respondent's failure to 

comply with this condition, if proven and found at a hearing pursuant to N.Y. 

Pub. Health 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 all investigations, 
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arrests, charges, convictions or disciplinary actions by any local, state or 

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 effective 

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 

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 manner to all OPMC requests for written periodic 

verification of Respondent's compliance with this Consent Order. 

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 

so long as Respondent remains licensed in New York State. 

I stipulate that my failure to comply with any conditions of this Consent Order shall 

constitute misconduct as defined by N.Y. Educ. Law§ 6530(29). 

t= = 
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I agree that, If I am charged with 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. 

I 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. 

I agree that, if the Board adopts this Consent Agreement, the Chair of the Board 

shall issue a Consent Order in accordance with its terms. I agree that this Consent 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 mail, 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 patient Identities or other confidential information, If any, redacted. As public 

documents, they may be posted on the Department's website. OPMC shall report this 

action 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 stipulate 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 
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powers to carry out all Included terms. I ask the Board to adopt this Consent Agreement of 

my own free will and not under duress, compulsion or restraint. In consideration of the 

value to me of the Board's adoption of this Consent Agreement, allowing me to resolve this 

matter without the various risks and burdens of a hearing on the merits, I knowingly waive 

my right to contest the Consent Order for which I apply, whether administratively or 

judicially, I agree to be bound by the Consent Order, and I ask that the Board adopt this 

Consent Agreement. 

I understand and agree that the attorney for the Department, the Director of OPMC 

and the Chair of the Board each retain complete discretion either to enter Into the 

proposed agreement and Consent Order, based upon my application, or to decline to do 

so. I further understand and agree that no prior or separate written or oral communication 

can limit that discretion. 

DATE 
f.,-J'i-1-q- DANI CAMERON, M.D. 

RESPONDENT 
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The undersigned agree to Respondent's attached Consent Agreement and to its 
proposed penally, terms and conditions. 

DATE: 

DATE: 
b I~ . ·1 

DATE: ~~~ /t 7 
w.s 

Director 
Office of Professional Medical Conduct 



EXHJBJT "A" 



NEWYORKSTATE OEPARTMENTOFHEALTH 
STATEaoARD f:OA PROFESSIONAL MEDICAL cONDUCT 

IN THE MATTER 

OF 

DAN·IEL CAMERON, MD 

STATEMENT 

OF 

CHARG~S 

Daniel Cameron, M.D •• t~ Aespoodent, was authorized t~ practlC(;! medicine tn 

New York State on or· about January 14, 19B5, l,iy lhe lssuance ~f U~nsa n~m~r 1·61183 

bY the New VQrk' State Eduoatlon Department. 

fACTUAL ALLEGA11dNS 

A. Respondent treated Patient A, a 41-year..old wotnao. from on or about Janu~ry 2a, 

f~7, th'roygil tn or about June 2008. At ihe initial v1sn, th'~ Patient rePQrteci leg pain, 

poor sleep andr that she had been eva~ated bY, numetous physician$, for v~rfou~ jo~nt 

coiilptafnts, With. no dt)Hnlllve dJagnosis. In March 1999, the.Pallent was admitted to a 

~ycl11atric f~cllity for ~cc.ouc det(>Xiflcalion ~nd upon discharge, re~rned t9 

Respondent tot continued treatment. In August 1999, based on ongoing complafnts of 

poqr cotloenblttlon and fatigue, the Patfaht was eValuated at Helen Hay~$ Hospital ~d 

was diagnosed wUh Blporar Disorder/Personality Disorder ~d. Narcotic Abuse, In ·or 

about July 2003, the Patient mov~ to Florida Respondeht.con'Hnue~ to provide- the 

Patl.ent with pres.crfptroos for. narcotic~ throuQh 2005. (Patlen~ nam~s .are id~ritified in 

1 
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the Appendix). Respondent'~ ¢are ~d ttea~n-t ?eViatad from minimally aeoeptad 

.standard~ of care In that: 

1. Respondent r~peatedly failed-to takt~ and/or no.te an adequate history of 

pte~nt lllne~s • 

.2, Respondent repeatedly faJied to perform andlot note an appropriate 

phy$Jcar examlnation. 

~. Respond~ lit raned to appr~prrateJy construct a differenUaf diagnosis and 

pursue a thor04Jgh diagnostic evaluation. 

4. Respcm.danftrealed the P~tlent inappropriately with an on_go~ng and 

·escalating antibiotic regJmen without approprlate sequential physlca(examlna~ns 

and" c"llnl~ re-ass~Ssment~f.or Coo5l~e~adQn .Of ~y alternative dlagnO,S~~ £\nd/or 

tre~~eril. 

5. Respondent failed t.o foUQW-upJ In a timery fasnlory, When the Palieht 

developed p~sslble ad\lef$e reactions to admlnfstered therap~. 

6. Responde.nt Jnappropiiately presarfbad na.rcotl~ for t~e Patl~nt: 

7: Responden' Inappropriately pte$Cribed medfca_UOfl to the Palient without 

appropriate medlcallndlcaUons. 

~. Respo,ld~nt taiie~ tQ malntBJn a ·reoor'd that ~CQUtately reft~cts the ~re ahd 

treatml}nt rendered to the PaUent. 

B. Respon~nl treated Patient a. a as .. ye~r.ald" woman~ from on or about October 15, 

1998, 1hrough on or about March 7. 20081 for compJafnts lhat Incl~d severe fatlgu~. 

2 



disturbed sleep, lrrltabUily, folnt pains, frequent sore throats, naus~ and diarrhea. At 

l)er Initial visit, the Patlent reported that 9 ye~ts. :earUer ~ne had been told she had a 

bor~rllne Lyme 1es1 and was treated wUh antfblolles and, that in the past 5 ·years she 

had frequenl bouts of r~Ugue and ~s diagnosed With Chronic Fatfgue Syndrome. In 

Oecem~r 1998, the Patient was. se&h by .a neurologf~t who, ~ on ·an· ~bnbrmat 

MRJ, recotnmended a lumbar puncture but one was not done.·lh June 1999, the 

patient had a.n 8})nol'll1a.f br~h SPEcT. In January -2Q02. the pa~ent had her fi~t and 

on~y physical examlnatfon In Ae$pondent's practice. In Jamrcuy 2008., ten years after 

the lnltf~ MRI,.the Patient had a· second MRt, which was again abnormal and, a 

netirologis~ performed a JumQ~r puncture. The ~sui~ of lhe lumbar punciure mre 

negl}tive 'for Lyme disease but revealed postt~e ollgOcronaJ band protefns which are 

con51stent wlt.h U,e dfagn~$i$ of Multiple Sclerosis. Responderirs care and ti~atment 

deviated from minl'maDy acoepled standards of care m that: 

1. Respondent tapeatedly faDeq tQ take and/or note an adequate h.istoJY of 

present.lllness·. 

2. Respondant failed to obtain and/or revi.$w prtor medical records to ~firm 

the earner dl~gnoses and treatment. 

3. RespOndent repeatedty fafied 1o perform and/or note an appropriate 

physlcaJ exainiJ1atipn. 

4. Respondent. failed to approprrately construct a differennal ·dfagn~ls and 

pur$ue a thorough clagnosuc·evaru~tion. 

3 
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5. Respondent treated the Pa'tlent inapproprlat~ty with an ongoing al)d 

·es~~atl~g"_imtiblotic regimen without f\pproprf~~~ ~quentta! phys~al e~min~Uons 

and clintcaf re·assessments for cons1daratton of any .altemaUve diagnoses and/or 

treatme.nt. 

a. Respondent1nappropri.ately ~resoribed medleatfon to the patient without 

a-ppropriate. medl~ 'rndl11atJohs .. 

7. Respondent_rart~d to order anti/or perfc;>rm a lumbar p\Jnc:t~re to evaluate 

the Patient, based on ongoing complalnts, an abnormal Ml=l} and, an abnormal 

S!=>ECJ" $C80. 

B. Respondent (atled to reconsider a broad differential diagnosis based upon 

radiograPhic st~i$s and on.golng corriplalh_ts ·that lncl~~ed:~unbng tither symptoms:· 

slurred speech, memory ross, fatigue, headaches and worsening symptoms In the . . 

warm we~ther. thereby deprtvrng the ~Uent of an accoJa,te diagnosis· and years of 

· effe(!Uve therapy for her ptog_res~lva -~lsea~~-

9. Respondent falled to follow-up. In a timely 'rashionJ when the Pailant 

~~r!Ein~d P!)SSipl~ ad~rse re~ctrd.ns t<? ·admtnlstere~ therapy, 

10. Respondent railed to maintain records that a<:curately reflect the care and 

treatm$nt rendeted to the PaH.ent. 

c. Respondent lreated PaUenl c. a 47-year-old mala. from fh Of about January 1~9. 

thro1,1gh in or r;tbPlJt May 2009. The ~atienr suffered frotli m.or~ld ~beslty ~nd dfab~tas. 

In June 1999, the Patient presented with a diagnosis of phlebitis of his right leg. 

4 ' 



Respondent began treeUng the Patient with parenteral antlbfoUcs and thereafter. 
Re~P.ond~nt add&.d the diagnosis of Lyme disease. Respondent's care and treatment. 
deviated from mlnfmally ao~pted st8Ildards of pare tn· that 

1. Resixmdent repeatedly failed to take and/or note an adequate hlstow of 

present lllne·ss. 

·.2. Respondent repeatedly fa lied to petfonn ·and/or note ·an -aP,PfOP_Hate 

physlcaJ .e~mloation. 

3. Respondent tailed to ·appropriately co~ruct a differ~nt~l ~llagnos~ and 
~u..Sue a thorough diagr\osUc evaluation. 

4. Respondent keated the Patient rn~ppr()pn~tety with an· ongoing anHbiotio 
regtmen wJthoot further mecUcaf or surgical rnvestlgatJon of chronlp venous 

lnsUfflc(en~. 

5. Respondent failed to marntatn records tt:Jat ~ccurat~ly refleCts ilie care· and 
tt~atnlem rende·r~ to 1he Patient 

0, AeSIJQrtdent treat$(! Patient D, a 49-yaarwold womanJ from on or about October 10, 
1997, through lo qr ~vt Febr~ry 20.09. Respon~e,nt .saw the PQtlent for evaluation of 
possible Lyme disease. At her Initial visit, the P~tlent complained or prOblems With 
coneenttat~on. f~UQU!Cl .and, m~ltlpl_e joint ~ins. The f:'atJEiot r~rted tnat she had 
previous!~ been seen by a neurologist and ~d a ri9rrnal MAl and CT scan. In 
December 1998, a neurologtst recommended that Respondent order and/or pelform 

6 



spinal fluid analysis but, this was not. cone. Responcl&hl's care arid treatmeht devii;lted 

fr.om mlnlmiill¥ acceptea standards of care ln that: 

Respondent repeatedly faRed to take and/or note an adequ~te history of 

pres$nt Dines's .. 

2. Respon~ent repeatedly faifad to perform and/or note an appropriate 

physrcal examlnatron. 

3. Respondent failed tO approprlQtely coMtruct a differentia.! cllagnQSls and 

pursue a 1horough cfiagnostro evaluaUon. 

4. Aesp.o~ent. tailed to apPr9.prlatery evaluate the P~t~en~, QaEi~d ori 

complaints of ongoing dizziness. 

s. Respondent treated t)la Patjent lnapprriprlaiely with an on~Jng. and 

escatattng antibi9tic;: regimen without appropriate sequential physical examinations 

and cnnicaJ re-asse$Stnents for conSideration of any altamatl\ie dlagnoses ~ndlor 

treatm~nt 

6.. Respondent JaPed to mafntafn records that accurately reflects Uie ~ie and 

tteatm~iit rend~red to the Patferit. 

E. Respondent tr$ated PaUent E, a 46-year-old wom~n, fror'n on or $Qut Ju_ry a, 

2008, 1hrough In .or ~bo~t August, 2008. At her Initial Vi~t, the Patrent reported that 

she had been diagnosed With Parkln$011's disease In May 2bQ8, and lha,· in early May 

2008, ~he ··ha9 a tick bite, a bu.lrs eye tash and had been .~re~tad wilh antlblotlcs and 

Intra muscular injections for approximately seven weeks. Respondent ordered a PICC 

6 
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line for the acfmlnlstration of parenteral· at'l~bioUcs, Whlch was pJaoo.d on July 17, 20<m. 
Ont we~k·~ter~ ttie Patient complained of pa.Jn fn her neck and ~houlder. On July 31 t 
2008. the Patient reported extreme pain. The Patient" haQ a v.eno:us D~er study 
which lndlcat~d deep vein thrombosis. Tht Patient was admitted to Northern 
Westch~ste~ Hospi~l wt~ere the PICC ·une was rem9ved ~.the .Patient was placed on 
antrcoagulant iherapy. Respondenrs care and treatment de\liated from mfnl~lly 
a~epterl ~tanaatd$ of care in t~t. 

1. Fle$pondent repeatedly 'ailed to ta~e and/or note~ appropriate ·f1Jst~ry. 
2. Respondent faiJed to obtafn and/or review prior medical records to conflm'l 
the earUer diagnosis and 1featm~nt. 

3. R9$pbmient repe·atedly felled to perform andlor note an appropriate 

phySical e~minatio_n. 

4, Respondent iallecl to approprfately· con$b'Uct a differenUaJ dfagn~Is and 
pursue a tnor9uph ·dragnostro evaluation. 
5. Respondent Inappropriately treated the Pa~ent ~Jth an antibrQtic r~lmeri 
wlthopt apptwriate phystca_l ~xamin~tlons and clinical re-assessments for 
consrderatron of any altefN!.UVe diS.'grt~SG$ andlor treatment. 
6. Respondent otdeted and/or prescribed a PICC line and parenteral 

ant_lbfptics withOut madl~~ MC$S$ity. 

7. Respondent failed to appropriately evaluate the Patient, in a timely f~19nJ 
when ~he complained Of j)aln assoctaieq With the PI CO llile. 
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8. Respondent felled to malntarn a reco·rd that accUlat~ry reft~cls the car~ and 

treatirient renl;lere~ tQ Uie Patient. 

F. Respondeni treated Pailent .F, a 36·Y~ar-old woman, M Februcey 19;_ 2008, and 

~y ~. 2008. Th~ P~tlent report$d th~t her recen1 medical hlstory tncluded a 

termination of pregnancy tn October 2007, dtverilculltis in November 20P7 an~. ~ 

diagno~s ct Lym~ dlsease for Which she was tr~atQd wnh a five-week co~rse ·or 
ant1biotics ~ll January 20CJS. Respondenrs care and trealmerit deviated from n'llntinatry 

acqapte.d stanBafds of ¢are Tn lhat: 

1. Respl)ndent r~peated~ failed to take and/or note an appropriate hlstoiJ'. 

2. Res_porideht failed to Qbta:Ui and/or review pilot medical recotds .tq_oo(lffrm 

th~ ~arlierdiagnosfs and t~:eatmant. 

3. Respondent repealedly falled t~ perform and/or nbte an appr'QPrf~te 

phy~Jcaf e~il'la\100. 

4. Respondent failed to appropriately coostruot a differ-ential diagnosis ~si 

purs~ a th0f91Jgh dlagnosUc evah.ia~pn lnc~uding.but not_ limited to· other rn.ft?CtfoM 

.or lnflammatol)' pt:ocesses. 

· s. Respondent failed to ~ppropriately follow--up on abnortl'!al !~bqratory results 

mc[ucll.ng (lbn9_nnallhler function lest~ ·and ~n elevatecf sedl~ntatlon rate. 

6. Respondent falled to evaluate the Patient by ordering a CT scan oJ the 

abdomen and p¢1vi.S as wall as eddJUpnal blood testing. 
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7. Respondent failed to maintain a record that accurately reflects the ci;lre and 

treatment r:eoo~rer;t· to the Patient. 

·G. Respondent tteated Patient G, a 28-year-old man, from on or about August 11, 
2009, through on or.~l.,lt Sept~mber 2S, 2010. 'fh.e Patient pr~ent6.d f6t ev~uaUon 
of possible Lyme disease with .. <:ompl~fn~ of headache, iatl~U'e, memory lo$s, myalgla 
an~ baCk and neck pain. The Patient had a· htstory of bipolar. di~rder fOr which he was 
under the· care of a psychiatrist and, h~ had been dlaQnO$ed Wilh and tr~ated for Lyme 
d~asa 16 years eartrer, A preVIous eva'llJation by a neurologist Included nepatwe 
MRI and MRA of the btain. A~spondenfs care ~d. treatt:nent Of ¢te Pa~nt deVIated 
from mlnlmally aCXlepted standards of care in that 

1. Re!pOOdent repeal~ly (ruled 'to @k~ and/or note an ~dequate history of 

present Illness. 

2.' Respondent repeatedly failed to perform and/or note an appropriate 

physical exam~atlon. 

3. ResPond~nt failed lo appropriately construct a differential. dlaqnosis and 

pursue a thorough diagnostic evaluation. 

4. Respondent failed to appropriately evaJuat& the Patient based on his 
ongoltlg complc:iirits ot ~hroniC neadaoh~s and togniiive .dysfunetlon. 

5. Respondent treated the PaUent Inappropriately wlth ~ ongo1ng ar:Kf 
e~alatlrig. alitlbloUc regimen without appropriate sequential physlcaJ examinations 



and clintcal re-assessments for oonstderatton or any atternati~e dJcignos$S al'IGfor 

treatment. 

6. Respondent inappropriately prescribed medications Without appropriate 

medml indications and/or wfthpul QOOSl~ring po~_l::ile drug ln.teracUons. 

7. Respondent failed to fotlow-up. In a timely fashion, when ihe Patient 

expertenced p<ISSible srde effects. 

s. ResjJQndent faD~ tQ follo'!'J·up t¢>Propnately on abnormal test results. 

9. Respondentfalled to maintain records that accurately reflects the care and 

treatn'IEmt rendered to the Patient~ 

SPECIFJOAT10N OF CHARGes 

f1~I SPECIFICATION 

NEGUGENCE ON MORE THAN ONE OCC§ION 

Respoi:l~~~t b charged with C9fJ1mltting professional misconduct as defined in N.Y. 

Educ. law § 6530(3) by practicing the pr.otessJon of rnt;~dieine With negngenc~ on more 

than one o«asro.n a.s aJI~ .Jn the facts of: 

1. Paragraph A atKI Its su_bp'aragraphs and/or Paragraph 8 and its 

subparagraphs and/or Paragraph o and lts subp#!ragm~s andlor 

Paragraph o and itS su~g~hs and/or Paragraph E ·and Its 
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subpar(lgraphs ~ndfor · Paragraph f and tts subparawaphs and/or 
Paragraph G and its subparagraphs. 

SECQHD SPE((tFICAllON 

INCOMPETENCE ON MORE. THAN ONE OCCASION 

Ra~ondent Is QAA,rged wttn co.r'rimitung ptofessional misconduct as defined fn N~ Y. 
Edue. Law § 6530(5) I:?Y pmclictng t~ profess~ of mecficfne With Jnoomp~t~noe ori more 
than cna ~ce8:Sl~n ~ al~~d In the faQte of: 

2. Paragraph A. ~d .Us.~bpiuagraphs and/or Paragraph B and Its ~ragraphs 
and/or Paragraph ·c ·~ It~ ~~cparagraphs "a~or Paragraph 0 and Its 
subparaoraphs andlor Paragraph E and Its subparagraphs anc;flor Paragtapb F 
and ks sObparaoraphs and/or Paragraph G and its subparagraphs. 

THIRD THROUGH NINTH SPECIFJCAIJONS 

GROSS NI:GiJG;NCE 
Respond~nt fs charged with committing professfonal·mlscQnduct as d$fined ln N.Y. 

Educ. Law § 6530(~) by Pl1lCtfClnQ the profession of medlcfOO. with gr0$S negllgence on a 
~rticular ooci\$1eo as alleged In the facts of tt\e following: 

3. Paragraph A and itS subparagraphs. 

4. Paragmph B and Its subpariigraphs. 
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s. Paragraph C and Its -subparagraphs. 

·s. Paragraph D. an(! Its $LJbPa,ragraphs. 

7. Paragtaph E and itS subpara~raphs • 

. 8. Paragraph F and ItS $Ubpar8graphs. 

9. Paragraph ~ and. Its ~bpare~Q~s; 

JENTH SPECIFIOATION 

gBOSSlNQQMPETENCE 

RespondenHs charged with committing professfonal miscooduct as defined ln N8. 

Educ. ~w § ~6) by practiCfng the profession ol medleinetWith gross inerimpeterioe as 

allege~ In the f~cts of the foJiowlng: 

10.Paragraph A and-its subparagraphs and/or Paragraph Band Its 

s_ubp~iagrapllS and!Qr ParagraPh C and ItS s~r~grapllS.andlar 

Paragraph D and Its subparagraphs ancVor Paragraph E al'td tts 

subparagraphs and/ot Paragraph F and its ~rag~aphs a(ldlor 

Paragraph G and Its subparag~aphs. 

gLEVENTH SPECIFICAnON 

FAILVBli JO MAINTAIN RECORDS 
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Respondent rs eharQed with committing pror~siqn~ ml~conduct as defined .in N.Y. 
Epuc. t..aw § 6530(32) by failing to maintain a record for each patient whlch accor~tely 
refracts me c~re and treatment of lh~ paUerit,· as allegec !n the facts or: 

11. Paragraph_A and A (8) andl~r Paragraph 8 and 8(10) and/or Pa·ragraph 
o and C(S) and/or Paragraph D e.nd o(G) and/or Paragraph E and E(S) 
and/or Paragraph F atid f(7) ~nd/or Paragraph G and G(9}. 

DATE: ~ril27,2017 
New York, New York 

Royryeme~n 
DeP,uJy Coun.sel 
Bureau of Professional MedlcaJ Cond~t 
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1) 

EXHIBIT "B" 

Tenns 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§§ 6530 or 6531 shall constitute a violation of probation and may 
subject Respondent to an action pursuant to N.Y. Pub. Health Law§ 230(19). 

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

3) 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 to leave, active medical practice 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 fulfill any unfulfilled probation 
terms and such additional requirements as the Director may impose as reasonably 
relate to the matters set forth In Exhibit "A" or as are necessary to protect the public 
health. 

4) The Director of OPMC may review Respondent's professional perfonnance. This review 
may Include 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. 

5) 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 ali office personnel involved In medical care, with respect to 
these practices. 

6) Respondent shall maintain complete and legible medical records that accurately reflect 
the evaluation and treatment of patients and contain ali Information required by State 
rules and regulations concerning controlled substances. 

7) Within thirty days of the Consent Order's effective date, Respondent shall practice 
medicine only when monitored by a licensed physician, board certified in an appropriate 
specialty considering Respondent's specialty of practice, who Is familiar with the 
diagnostic and treatment modalities practiced and offered by Respondent ("practice 
monitor"). Practice monitor shall be proposed by Respondent and subject to the written 
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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 to the practice requested by the monitor, including on-site 
observation. The practice monitor shall visit Respondent's medical practice 
at each and every location, on a 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 
records. 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 rol~ 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 to OPMC. 

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

c) 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 submitted to the Director of OPMC prior to Respondent's 
practice after the effective date of this Order. 

8) Respondent shall enroll 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 program 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. 

9) 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 lniflate a violation 
of probation proceeding, and/or any other such proceeding authorized by law, against 
Respondent. 


