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NEW YORK STATE DEPARTMENT OF HEALTH

| STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT BPMC No. 18-052
i IN THE MATTER MODIFICATION
OF
PAUL HODGEMAN, P.A, ORDER

Upon the proposed Application for a Modification Order Pursuant to N.Y. Pub. Health
Law § 230(10){q) of PAUL HODGEMAN, P.A, (LICENSEE), which is made a pan of this
Modification Order, il is agreed to and
ORDERED, that lhe atlached Appilication, and ils lerms, are adopled and SO
ORDERED, and it is furlher
ORDERED, fhat this Modification Order shal be effactive upon issuance by the Board,
elther
» by maiiing of a copy of this Modification Order, either by first class lo Respondent
at the address in {he altached Application or by certified mail {o Respondent's
allorney, OR
* upon facsimile lransmission to Respondent or Respondent's allomey,

whichever Is firsL

SO ORDERED.

DATE: 3/07/2018
ARTHUR S. HENGERER, M.D.
Chalr
Slate Board for Professlonal Medical Conduct




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

N THE MATTER APPLICATION
OF FOR
MODIFICATION
PAUL HODGEMAN, P.A. ORDER

PAUL HODGEMAN, P.A_, represents that all of the following statements are true:

That on or about July 21, 1998, | was licensed to practice as a physician assistant in
" the State of New York, and issued License No. 006485 by the New York State Education
Department.
My current address is_ and | will
advise the Director of the Office of Professional Medical Conduct of any change of
address.

| am currently subject to a Determination and Order (BPMC Order # 17-358) of the

State Board for Professional Medical Conduct (Attachment 1) (henceforth "Order"), which
“ went into effect on December 28, 2017, and which was issued following a hearing before a
Committee of the State Board for Professional Medical Conduct, pursuant to N.Y. Pub.
Health Law §230 and N.Y. State Admin. Proc. Act §§301-307 and 401.
Pursuant to N.Y. Pub. Health Law § 230(10){(q), I make this modification request
upon the Department's representation that it will withdraw the pending appeal upon
issuance of the requested Modification Order, but without prejudice should the Board reject

it, and hereby apply to the State Board for Professional Medical Conduct for an Order

(henceforth "Modification Order"), modifying the Order, as follows:




The sanction imposed in the Order was:

Respondent’s license to practice as a physician assistant is suspended for a
period of five years, but the suspension is stayed in ils entirety and Respondent
Is placed on prabation for five years;

- Within sixly days of the effective date of this Determination and Order,
Respondent shall practice as a physician assistant only when monitored by a
licensed physician as detailed in paragraph seven of the {erms of probation set
forth in Attachment A,

- During the period of probation, Respondent shall ensure that a physician
performs a chart review of any patient for whom Respondent has issued a new
prescription or increased dosage of a controlled substance. The chart review
must take place and be documented in the patient record within two weeks of
the prescription; and

- Respondent's license to practice as a physician assistant is permanently limited

io prohibit Respandent from practicing in a pain management clinic.

The sanction imposed shall be modified to read as follows:
- Respondent’s license to practice as a physiclan assistant Is
suspended for a period of five years, but the suspension is stayed in

its entirety and Respondent is placed on probation for five years;

- Within sixty days of the effective date of this Determination and Order,

Respondent shall practice as a physician assistant only when




monitored by a licensed physician as delailed in paragraph seven of

the terms of probation setl forth in Aftachment A;

- During the period of probation, Respondent shall ensure that a
physician performs a chart review of any palient for whom
Respondent has issued a new prescription or increased dosage of a
controlled substance. The chart review must lake place and be
documented in the patient record within iwo weeks of the prescription,

and

- Respondent’s license to praclice as a physician assistant is
permanentily limited to prohibit Respondent from practicing in a pain
management clinic, including any setting or office which primarily

treats patlents for acute and chronic pain.

That Respondent shall provide the Direclor, Office of Professionai Medical
Conduct (OPMC), Riverview Center, 150 Broadway, Suile 355, Albany, New
York 12204-2719, with the following information, in writing, and ensure that
this Information is kept current: a full descrlption of Respondent's
employment and practice; all professional and residential addresses and
telephone numbers within and outside New York State; and all investigations,
arrests, charges, conviclions or disclplinary actions by any local, state or
federal agency, Institution or faclliity. Respondent shall notify OPMC, in

wriling, within 30 days of any additions to or changes in the required




information, This condition shall fake 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 fuily
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) ind inistrati 8 of this Modification

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 Modification
Order. Respondent shall meet with a person designated by the Director of
OPMC, as directed. Respondent shall respond prompily and provide all
documents and information within Respondent’s control, as direcled. This
condition shall take effect upon lhe Board's issuance of the Modification

Order and will continue so long as Respondent remains licensed in New York

State.

| stipulate that my failure to comply with any conditlons of this Modification Order

shall conslitute misconduct as defined by N.Y. Educ. Law § 6530(29),

| agree that, if | am charged with professional misconduct in future, based on this

Appllcation, this Modification Order shall be admitted into evidence in that proceeding.




| ask the Board to adopt this Modification Application.

“ | understand thal if the Board does not adopt this Modification Application, none of
its terms shall bind me; this Modificatlon Application 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
I

lo the pending disciplinary proceeding and the Board's final determination pursuant to the

N.Y. Pub. Health Law.

| agree that, if the Board adopts lhis Modification Application, the Chair of the Board

shalssue  Mocitation <[ R o 2o

h Order shall take effect upon its issuance by the Board, either by mailing of a copy of the

Modification Order by first class mail to me at the address in this Modification Application,

or o my attorney by certified mail, OR upon facsimile transmission lo me or my allorney,

1 whichever is first, The Modification Order, this application, and all altached Exhibits shall
be public documenls, with only patient identities, if any, redacled. As public documents,

ll 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 Modification Order are authorized by N.Y.
Pub. Health Law §§ 230 and 230-a, and that the Board and OPMC have the requisite

" powers to carry out all included terms.

I make this Application of my own free will and accord and not under duress,

" compulsion or restraint, and seek the anticlpated benefit of the requested Modificafion. In




consideration of the valus to me of the acceptance by the Board of this Application, |
knowingly waive my right to contest the Modification Order for which | apply, whether
administratively or judicially, and ask that the Board grant this Application. ! understand
and agree that the Director of the Office of Professional Medical Conduct and the Chalr of
the State Board for Professional Medical Conduct each retain complete discretion either to
|j enter into the proposed agreement and Order, based upon my application, or 1o decline to
do so. | further understand and agree that no prior or separate written or oral

communication can limit that discretion.

DATE_ /24 /8
PAUL HODGEMAN, P.A.
RESPONDENT




The undersigned ageree lo Respondent's aitached Applicalion for Modificalion Order
and {0 its proposed penally, lerms and conditions.

oaTE: ASRTHE

BAfRD JGBLIN, EST,
Allomey for Respondent

KEITH W, SERVI

Direclor
Office of Prolessional Medlcal Conduct

DATE: ;21 7é£




ATTACHMENT “1”
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STATE OF NEW YORK : DEPARTMENT OF HEALTH
STATE BOARD FOR PROFESSIONAY, MEDICAL CONDUCT

——————————————————————————————————————————— x
IN THE MATTER ' : DETERMINATION
OF : : AND
PAUL HODGEMAN, P.A. : ORDER
o i Akt A T T . T T S . T = T . S b — e e e x

BPMC~17-358

B Notice of Hearing and Statement of Chargeé, both dated July 24,

IGREENBERG, M.D., Chairperson, HEIDI MILLER, PA-C, and GREGORY . THREATTE,
M.D., duly designated members of the State Board for Professiénal

Medical Conduct, served as the Hearing Committee in this matter pursuant]

(“*Public Health Law”). Administrative Law Judge (*aLJ”) JUDE MUﬁVEI,
ESQ., served as the Administrative Officer,

The Department of Health, Office of Profeésional'Medical Conduct

General Counsel, by'Mch.S. NASH, ESQ., of Counsel. Respondent was
represented by O’CONNOR,:O'CONNORr BRESEE & FIRST,.ESQS.,‘by BAIRD
JOSLIN, ESQ. Evidence was received, witnesses sworn and heard, and

transcripts of the proceedings were made.

After consideration of the entire record, the Hearing Committee

isgues this Determination and Order.
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2017, were served upon PAUL HODGEMAN, P.A. (“Respondent”). LYON|-

to § 230(16)(&) of the Public Health Law of the State of New Yorkl |

(“Petitioner” ‘or “the Department”) appeared by RICHARD J. ZAHNLEUTER,
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PROCEDURAL HISTORY

Pre-ﬁearing Conference: Septemﬁer 5, 2017
Hearing Dates: September 13, 2017
[Witness for Petitioner: . Matthew Sean Loftus, P.A.
Witness for'Respondent: Paul Hodgeman, P.A.
Deliberations Held: September 13, 2017

December 5,.2017

STATEMENT OF CASE

The Department charged Respondent with nine specifications of
professional misconduct, as defined in § 6530 of the Education Law of
the State of New York (“"Education Law”). A copy of the Statement of

Charges is attached to this Determination and Order as Appendix I.

FINDINGS OF FACT

The following Findings of Fact were made after a review of the
entire record in this matter. All findings and conclusions set forth
below are the unanimous determinations of the Hearing Committee unless

otherwise indicated. Conflicting evidence, if any, was considered and

rejected in favor of the cited evidence. Numbers below in parentheses

numbers {“T.”). These citations refer to evidence found persuasive by

the Hearing Committee in arriving at a particular finding.

refer to exhibits (denotéd by the prefix “Ex.”} or transcript page’
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Having heard the testimony aﬁd considered” the documentaryj
Hevidence presented by Petitioner and Respondent, the Hearing Committeﬁ

hereby makes the following findings of fact:

in New YoLk State in approximately June of 1995. (T. 98)

2. On August 13, 2007, Respondent provided medical care to Patient
A, a 2l-year-old female, at an outpatient clinic operated by Lourdés
Memorial Hospital, Binghamton, New York, (“Lourdes Hospital”) fon
fol_low up treatment of bipolar disorder. Respondent documented that
Patient A stated her concern of irregular menses and that she advised
him that her most recent period was in November 2016, and that she had
not had a gyne;ological'examination in ten years. (Ex; i, p. 2)
3. On RAugust 17, 2007, Patient A wenil: to Lourdes Hospital and was
idiagnosed as béing pregnant with a mean gestational agelof 57 weeks and|
.fthree days plus or minus three weeké. (Bx. 1, p. 4}
4 Resp&ndent had documented that he examined Patiént A's.abdomen
on Augﬁst 13, 2007, but he failed to recoghize that Patient A was
pregnant-or to order a humaﬁ chbrionic gonadotropin (“hCG”) blooa test.
Respondent also failed to document that he took Patient A;s vital signs.

(Ex. 1, p. 2)

5. A reasonably prudent and competent physician assistant would

lexamination and would have ordered a hCG test. This was a severse

ldeviation from the standard of care. (T. 22-25, 35)

3

1. Respondent was licensed to practice as a physician assistant]

have recognized that Patient A was pregnant when performing a physical
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6. On November 3, 2008, Respondent provided medical care to

2)

Hospital with a full-term pregnancy and delivered a baby that day. (Ex.
2, p. 62)
8. Respondent had documented on November 3, 20b7,' that he

performed a pelvic examination on' Patient B and found normal female

smear without incident. He also documented that he examined Patient B’
abdomen, which revealed the abdomen was soft - and pontender, but he
failed to recognize that Patient B was pregnant or to order a hCG blood
test. (Ex. 2, p. 2) . ‘

5. A reasonably prudent and competent physiciaﬁ aggistant would
have recognized that Patient B was pregnant when performing a physical
examination and would have ordered a hCG blood test. This was a éeQere
deviation from the standard of care. {(T. 38-39)

10. Regpondent provided medical care to Paticnt C, a 40-year-old
lnale, at an outpatient clinic operated by Lourdes Hospital from

approximately February 29, 2012, through September 25, 2013, for knee

and back pain. (Ex. 3) .

Patient B, a 37-year-old female, at an' outpatient clinic operated byl

Lourdes Hospital, for a physical examination and PAP smear. (Ex. 2, p.

TS I TUNVEESTDT LMt

7. On November 12, 2008, Patient B was admitted to Lourdes'

genitalia without lesion or discharge and that he had obtained a PAP
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11. Respeondent failed to obtain and/or document an adequate
patient history or physical examination on February 29, 2012. (Ex. 3,

p. 34: T. 49)

12, Respondent failed to document Patient C’s goals and
expectationg for functional recovery. {(Ex. 3, p. 34; T. 51-52)
13. Respondent prescribed .a 30-day supply. of the controlled
substance Oxycodone 30 mg to Patient C on December 27, 2012. He then
prescribed another 30-day supply of Oxycodone 30 mg to Patient C on
January 2, 2013, without adequate medical indication and/or Qithodt
such documentation. (Ex. 3, 35)
14. Respondent pregcribed a J0-day supﬁly of the controlled
substance Oxycodone 30 mg to Patient C on August 3, 2013. He then|
[prescribed another 30-day supply of Oxycodone 30 mg tp:Patient C'oﬁ
August 8{ 2013, without adeguate medical indication and/or without such
documentation. (Ex. 3, 35)

15. ﬁaspopdent érescribed a 30-day supply of tpel controlled
substance 0Oxycodone 30 mg to Paéient C'on November 1, 2013, He then

rescribed aﬁotherIBO—day supply of Oxycodoné 30 mg to Patient C on

Eovember.s, 2013, without adequate medical indication and/or without
such documentation. (Ex. 3, 35).

16.. Respondent prescribed a 30-day supply of the controlled
substance Oxycodone/Acetaminophen 10/325 mg to Patient C on April 4,
2013. He then wrote a separqte prescription for another 30-day supply

of Oxycodone/ﬁcetaminophen 10/325 mg to Patient C on the same day,

5.
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without adequate medical indication and/or without suqh documentation.
{Ex. 3, 35) |

17. Respondent bresgribed excessive amouﬁts of controlled
substances to Patient C throughout his course of treatment. A reasonably
prudent and competent physician éssistant would not have preseribed
these amounts of controlled substances, and this was a severe deviation
from the standard of care. (Ex..3-7; T. 56, 59-62)
18, Respondent prescribed both .short—acting and long-acting
narcotics to Patient C throughout his course of treatmenE: However,
there was no medical indication for pfescribing ﬁoth short-acting and
long-acting narcotics concurrently for.Patient'C. {Ex. 3; T. 63).
18. Respondent prescribed Oxycodone 30 mg to Patient C on Noévember
1, 2013, November é,-2013 and Dgcember 2, 2013, without performing an
examination and/or without adequate documentation of such examination.
This is a severe deviation from the standard of-ba;e required by a
.physician assistant. (Ex. 3; T.-60-61)
20. Respondent provided medical.care to Patient E; a 2%9-year-old
female, at an outpatient clinic operated_.by Lpurdes Hospital from
approximately August 2010, through May 2013, for chronic back pain,

among ofher conditions. (Bx. 21)

21. During his course of treatment, Respondent failed to disquss

pregnancy while taking prescribed substances. (Ex. 21{

and/or document a discussion with Patient E régarding the risks of
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22: A reasonably prudent physician assistant would discuss the
risks of taking narcotics with a woman of child-bearing years because

there are dangers to a developing fetus from those medications, and he

would document thé discugsion. (T. 67)

23.. Respondent failed';o perform and/or adeqguately document a
urine toxicology screen during Patient E's initial visit. (Bx. 21)

24, During his course 'of treatment, Respondent failed to
adequately document Patient E’s progress and/or funcfional'spatus in

response to treatment. (Ex. 21)

‘25, A reasonably prudent physician assistant would have]

documented Patient E’'s functional status in response to treatment. (T.

69)

26. During his «course of treatment, Respondent failed to
adequately document a treatment plan for the reduction of Patient E’s

hnarcotic analgesics. (Ex. 21; T. 69)

27. A reasonably prudent physician assistant would attempt to

respiratory status, particularly for a patient with COPD. (T. 70-73)

Patient E’s cardiac staktua. (Gx. 21; T. 70-73)

29. Respondent provided medical care to Patient F, a'334year-91d

female, at an outpatient clini¢ operated by ILourdes Hospital from

mitigate the risks of prescribing large amounts of narcotics by, for|’

example, checking cardiac status with an EKG and closely monitoringl -

28. Respondent failed to adequately monitor and/or document| .
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[approximately February 2010, through September 2013, fer chronic

thoracic and lumbar back pain, among other conditions. (Bx. 26)

30. During his course of treatment, Respondent‘failed.tc discuss
and/or document a discussion with Patient F regar&ing the risks of]
pregnancy while taking preécribed supsfanoes. (BEx. 26; T. 76):

-3;: A reasonably prudent physician assistant would discuss the
risks of taking narcotics with a woman.of child-bearing years because]
there are dangers to a developing fetus Qith those medications, and he

would document the discussion. (T. 77)

32. During his course of treatment, Respondent did not discuss

impairment. This failure was a deviation from the standard.of care

required of a reasonably prudent physiciaﬁ-assistant. (Ex. 26; T. 77)

adeguately document Patient F's progress and/or functional status in
response to treatment. This failure was a deviation. from the standard
of care of a reasonably prudent physician assistant.- (Ex. 26; T. 78)

34. Respondent prescribed both short-acting and long-acting

with no documented medical basis. A reasonably prudent physician
assistant would only prescribe ﬁhese medications concurrently and in

increasing dosages if some medical indication existed and was

documented. (Ex. 26; T. 78-82)

with Patient F and/or document a discussion regardipg the risks of-

33. During his course of treatment, Respondent failed tq .

narcotics and increased the dosages of these medications for Patient Ef
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35. Respondent pfovided medical care to Patient G, & 45-yea;-old
Pale, at’ an outpatient clinic operated by Lour&es Hospital from
approximately October 6, 2009, through December of 2013, for chronic
pain issugs. (Ex. 28)

36. A reasoﬁébly prudent phy;ician assistant would obtqiﬁ a
complete medical history and medications d;ring the initial examinatioh
of a patient. Respondenf failed te perform an adequate initial
examination. (Ex. 28, p. 142; T. B4-85)

37. During his course of treatment, Respondent failed to
adeqpately document Patient G’s progress and/or functiénal status in
response to treatment. This failure waé a deviatioﬁ ffom the staﬁdard
of care of a reasonably prudent physician assistant. (Ex. ZB;'?. 78)

38. During .his initial "visit on October- 6, 2009, Patient @
complained of left wris§ and knee pain, after he had tripped and fallén.
During a subsequent visi£ on February 21, 2012, Patient G complained of
Lowér back pain and abdominal discomfort as a result of a moto¥ vehicle
faccident that occurrea the day before. Respondent prgscribéd continuing
and increasing dosages of narcotics without medical indication or
documentaﬁion. A réasbnably prudent. physiciah assistant would
reevaiuate a batient on an ongoing_Easis and only prescribe narcotics

for which there was a medical indication.. {(Ex. 28, p. 142,96, 98; T.

B9-92)
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CONCLUSIONS OF LEW

As required by PHL § 230(10) (£}, the ﬁeariné Committee based its
conclusions on whether the Debartment'met its burden of establishing
the allegations of misconduct by a preponderance.of the evidence. When
the evidence was equally balanced or left the Hearing Committee in such
dodbt as to be unable to decide a controversy éither way, then th#

judgment went against the Department {See Prince, Richardson on Evidence

§ 3-206). Having considered the complete record in this matter, the
Hearing Committee concludes that the Department has established thel

nine specifications contained in the Statement of Charges. The sustained

on more than one occasion, incompetence on mofe‘than one oécasion, and
failing to maintain a recard which accuratelf reflects the evaluation
and treatment of the patient. The Hearing Committee made thesé
conclusions of law pursuant to the faqtuallfindings_listed above, and|
all conclusions resulted from a unanimous vote of £he Hearing Committes
unless specifically noted otherwise.

The Department’s expert witness, Matthew Sean 'Loftus, P.A.,
completed ‘the physician assistant program at the University pf
Wisconsin. He is licensed in New York State and ﬁas obtained nﬁtional
certificati@n as a';mysician aﬁsistant. He has been emplofed ;s a

physician assistant at Glens Falls Hospital for 17 years. The Hearing

10

specifications include gross negligence, gross incompetence, negligence
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Committee found his testimony to be credible and consistent with the
medical records in evidence.
Respondent did not offer the testimony of an expert witness, but
he testified-oﬁ.his own behalf. Respondent obtained his high.sqh;ol
Hequivalency diploma while in the'United‘StatES Army serving three yearﬂ
active duty. When he was honorably discharged in 1986, he initially
attended Broome Community College and then transferred to D’Youville
Follege where he obtained a Bachelor of Science degree in physician
assistant studies.in 1998. He became a licensed physician asaistant‘in
1998, and he worked as a physician assisﬁant in ;utpatiené clinics of
[Lourdes Hospital from December 1998 through December 2013l

In his testimony, Respondent écknowlédged his deficient practice.
He stated that he had a four-week precéptorship in women’s health, but
‘|chat his physician assistant training included no pelvic examinations
of a pregnant woman. After the incidents with Patient A and Patieqt B,
" lhe worked with. one of the OB-GYNs at Lourdes Hospital for approximately
six weeks to become more accustomed to those typeg of examinatioﬁs.
Respondent also stated that no real training regarding the issues that

one can encounter treating pain management patilents. He has recently

imore confident in his ability to appropriétely prescribe narcotics.
Responaent has maintained his certification as a physician
assistant and is currently employed in skilled nursing facilities in

rurazl upstate New York. Most patients are long term care, but some are

11

taken course work on opioid prescribing, and he stated that he-is now|
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placed there for short term rehabilitation. He stated that he writeJ
refills of prescripticon that have been ordered by a physician at the

skilled.nuréihg facilities, but that he does not initiate prescriptions;

SPECIFICATIONS

At the hearing, the Department withdrew factual allegations D, DI,

p, C(3)(a), and G. The Hearing Committee did not consider the withdrawn
factual aliegations_ when . determining whether the  following
specifications had been established. .
The First through Third Specifications charged the Respondent witﬁ
professional misconduct for practicing the profession with gross
negligence on a particular occasion in his care of Patients A through
C. The Department established By a preponderaq;e of the evidence that
Respondent’s failure to examine and recognize the signs of pregnéndy
for Patient A and Patient B, and that Respondent’s. prescribing ofj
exces;ive amounts and inappropriate types of coatrolled substances foi
Patient C were severe deviations from the stanaard of care. Accordingiy,
the First through Third Specifications are sustained.

The Pourth through Sixth Specifications charged the Respondent
with profegsional misconduct for practiciﬁg the profession Qith gross
incompetence on a particular occasion in his.qare of Patients A.through
C. The Department established by a preponderance of the evidence that]

Respondent’s failure to adequately examine Patient A and Patient B to

12

D2, D3, BE6, F6, G5, G6 and G7. The Department alsg amended paragraphs
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recognize the signs of pregnancy and that Respondent’s prescribing of
excessive amounts and inappropriate types of controlled substances
demonstrated severe deviations from the standard of care of a reasonably]

competent physician assistant. Accordingly, the Fourth through Sixth

Specifications are sustained.

misconduct for practicing medicine with negligence on more than one
occasion in his care of Patients A, B, C, E, F and G, in violation of|
New York Education Law § 6330(3). As indicated in the finding of fact

above, the Department established by a preponderance of the evidence

course of treatment for these patients which was not within the standard

of care of a reasonably prudent physician assistant. Accordingly, the

Seventh Specification is sustained.

The Eighth Specification charged Respondent with professional
" Imisconduct for praoticing medicine with incompetence in his care of
Patient A, B, C, E, F and G, in violation of New York Education Law §

6530(5). As indicated in the .finding of fact above; the Department

for these patients which was not within the standard of care of a

reasonably competent physician assistant. Accordingly, the Eighth

Specification is sustained.

13

The Seventh Specification charged Respondent with professionall

that Respondent’s practice of medicine showed a-pattern of providing a

established by a preponderance of the evidence that Respondent’s|’

loractice of medicine showed a pattern of ‘providing a course of treatment|
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The Nigth Specification chérged Respondent _;ith ﬁailing to
main;ain a record for éach patiént whichx accurately reflects the
lfevaluation and treatment of the patient, in violation of Education Law
| S 6530(32). As indicated in the .findings of  fact, the Debartment
eatablished by a preponderance of the evidence that the Respondent
failed to adequately document his care of these six patignts. As such,

the Ninth Specification is sustained.

DETERMINATION AS TO PENALTY

iprobation, censure, and the imposition of civil penalties.
Respondent admitted his mistakes and deficits in training as a

physician assistant, but contended that those deficiencies have beepn

.:esidents aE the skilled nursing facilities where he is employed. Hel
understood and accepted that there would be a consequence for his
.Imisconduct, but asked that a penalty be imposed which would allow him
fto continue the work that he is'currently'performing with appropriate
supervisidﬁ. The Department .stated that revocation of Respondent’s
license was ;arranted, but asked for a suspension and/or probation with

'Ponitoring and a substantial limitation on Respondent’s ability to

was not warranted.

14

The Hearing Committee considered the full-spectium of pena;ties‘

available pursuant +to statute, . including revocation,' suspensgion,|-

corrected so that he is now providing a valuable medical service to the

feScribe controllgd substances, if the panel believéd that revoéation
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practitioner who was honest, accepted responsibility for his actions,
and showed remorse. The Hearing Committee was also persuaded that

Respondent's improper prescribing of controlled substances was based on;

any fraudulent intent or self intereat. The record shows that RespondenL
has obtained additional trainlng and experience.subeequent to these

incidents of professional misconduct, and that he is currently working

lcountry communities that need practitioners.

The Hearing Committee recognived Reepondent’s prlor misconduct,
but was confident that Respondent can provide valuable and safe medical
care to patrents such as the nursing home residents .for whom he
currently provides care. The Hearing Committee.3etermined that any
further misjudgments by Respondent related to the prescription of

narcotics can be addressed by limiting the Respondent’s license‘to

anagement clinic. To ensure that Respondent prescription of narcotics

in 'other settings is appropriate, the Hearing Committee decided to

[chart review whenever Respondent"issues' a new prescription for
controlled substances or increases the dosage of a controlled substance.
For additional confidence that Respondent’s practice meets acceptable

standards in all areast the Hearing Committee decided to place

15

_The Hearing Committee found .that Respondent was a caring|.

this lack of judgment training and experience, rather than motlvated by

without further incidents in skilled nursing facilities in. rural north

prevent .him from practicing as =a physician assistapnt in a pain

impose a requirement that a supervising physioianvperforms‘a timely|. -

T 3T TINAmY 1mn

Rt g1 aa b o AV RN

L TRl S TRTTEY TITF e

L]

PR

.

aim

e

LRALAS SLb R LI el oL Lo B O TR LRt T



Respondent on- probatlon for flve years and impose a requlrement that
Respondent's practice as a physician assistant be monltored The-Hearlng
jCommittee anticipates that Respondent-w1ll be able to safely practice

as a physician asslstant with these conditions in place.

ORDER
Based upon the foregoing, IT IS HEREBY ORDERED THAT:
1. The nine spec1flcat10ns of profe551onal mlsconduct as set

forth in the Statement of Charges are SUSTAINED,

2. Respondent’s license to practice as a physician assistant is

its entlrety and Respondent is placed on probatlon for five years.

3. Wlthln s;xty days of the effective date of this Determinaticn

- and Order, Respondent ‘'shall practlce as a physician a551stant only when|

terms of probation set forth in Attachment A;.

4. During the period of probation, Respondent shall ensure that

substance. The chart review must take place and be documented-in the

Lpatient_record within two weeks of the prescription;

‘5. ﬁespondent’s license to practice as a physician assistant is
|perménently limited to prohibit Respondent from practicing in a pain
management clinic;

16

-suspended for a period of five years, but thé suspensién.is.stayed in| .

1monltored<by a llcensed physician as detailed in paragraph seven of thel’

a physician performs a chdrt review of any patient for whom Respondent|’

'hhas issued - a new prescription or increased dosage of a controlled
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6. This Determination and;Order shall be effecti&e upon service.
Service shall be either by certified mail upon Respondent at his last
known address and such service shall be effective upon receipt or- seven
days after mailing, whichever is earlier, or by personal service and

such service shall be effective upon receipt.

IDATED: Albany, New York
Dacembar . 2017

LYON M. GREENBERG, M|D. (CHAIR)

HEIbI B. MILLER, Pa-C
GREGORY ALLEN THREATTE, M.D.

TC: Mark Nash, Esqg.
Bureau of Profeasional Medical Conduct

NYS Department of Health
Corning Tower, Room 2512
Empire State Plaza

" Albany, New York

Baird Joslin, Esq.

O’Connor, O!Connor, Bresee & First, Esgs.
Attorney for Respondent

20 Corporate Woods Boulevard

Albany, New York 12211
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ATTACHMENT A

Terma of Probation

standards of conduct and governing law. Any act of professional

isconduct by Respondent as defined by N.Y. Educ. Law 5§ 6330 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 maintain active registration of his license
(except during periods of actual suspension) with the New York State
Education Department Division of Professional Licensing Services, anq
shall pay all registration fees. :

3. Respondent shall provide the Director, Office of Professional
ipedical Conduct (OPMC), Riverview Center, 150 Broadway, Suite 3535,
Albany, New York 12204 with the following information, in writing,” and)

employment and practice; all professional and residential addresses and
telephone numbers within and outside New York State; and all
investigations, arrests, charges, convictions or disciplinary actions|
by any local, state or federal agency, institution or facility.
Respondent shall notify O©OPMC, in wrilting, within 30 days of any
additions to or changes in the required information. g

4. Respondent shall cooperate fully with and respond in a timely
manner to OPMC requests to provide written periodic verification’'of his
compliance with these terms. Upon the Directér of OPMC's request,
IRespondent shall meet in person with the Director's designee.

5. The probation period shall toll when Respondent is not engaged in
active practice as a physician assistant in New York State for a period

OPMC, in writing, if he is not currently engaged in, or intends. to
leave, active practice in New York State for a consecutive 30 day

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 the Determination and Order or as are
necessary to protect the public health.

performance. This review may include but shall not be limited to:' a
review of office records, patient records, hospital charts, and/or

18

1. Respondent's conduct .shall conform to moral and professional

ensure that this information is kept current: a full description of her}

of 30 consecutive days or more. Respondent shall notify the Director of -

period. Respondent shall then notify the Director again at least 194/-

6. The Director of OPMC may review Respondent's professionall
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electronitc records; and interviews with or periodic visits with
Respondent and staff at practice locations or OPMC offices.

7. Within sixty days of the effective date of this Determination and
Order, Respondent shall practice as a physician assistant only when
onitored by a licensed physician, board certified in an appropriate
specialty, ("practice monitor") proposed by Respondent and subject to
the written approval of the Director of OPMC. Any medical practice in
violation of this term shall constitute the unauthorized practice of
med;cxne
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 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, prescribind
information and office records. The review will determine
whether the Respondent's medical practice- is conducted in
accordance with the generally accepted standards of]
professional medical care. Any perceived deviation of

with the monitor shall be reported within 24 hours to OFMC.
b. Respondent shall be solely responsible for all expenses

associated with monitoring, including fees, if any, to the

menitoring physician. : T

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 within 30 days after the
effective date of this Order. .

8. During the period of probation, Respondent shall ensure that a
hysician performs a chart review of any patient for whom Respondent
has issued a new prescription or increased dosage of a controlled
substance. The chart review must take place and be documented within

two weeks of the prescription.

9. Respondent shall comply with these probatlonary terms, and shall

ear 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.

I9

accepted standards of medical care or refusal to cooperatel.

c. Respondent °'shall cause the practice moniter to report|:
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STATE OF NEW YORK : DEPARTMENT OF HEALTH
STATE BOARD FOR PROFESSIONAL MEDICAL CONDUCT

IN THE MATTER | © STATEMENT
. OF ' 'OF
PAUL'HODGEMAN, P.A.° CHARGES

PAUL HODGEMAN, P.A., Respondent, was licensed to practice as a physiclan
assistant in New York State on July 21, 1988, by the Issuance of {icense number 006485 by the
New York Stale Education Department. . . ' .

FACTUAL ALLEGATIONS

Respondent provided medical care to Patient A, (patlents are identified In
attached Appendix A) a 21 year old female patient at the time of treatment at
Lourdes Memorial Hospital, Binghamton, New York, on or about August 13, '
2007, for follow up treatment of bipolar disorder and concem of iregular menses.
During the examination, Pallent A advised Respondent her most recent period
was last November and that she had not had a gynecologlcal examination In ten
yéa'rs. Respondent examined Patlent A's abdomen, which he found fo bq' .
benign. In regard to Patlent A's complaints.of imegular menses, Respondsnt
ordered a veriety of blood work and stated that he would follow up with Patlent A
in three months unless otherwise Indicated., The blood work which Respondent
ordered did not include a hCG test. Three days later, on August 16, 2007, °
Patient A arrived at the Emergency D artment of Lourdas Memorial Hospital
with a full-term pregnancy,and% Vared her baby on that-same-date: Sadewbor2
Respondent's medical care of Pallent A deviated from accepted standards of

care as follows: Fovea kel "i]lg[n T 1

1. Respondent failed to perform and/or document an adequate physlcal
examination of Patlent A on August 13, 2007. '
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2, "Respondent, during his examination of August 13, 2007, falled to

recognrize or document signs of pregnancy during the examination of
Patient A, '

3. Respondent; although he ordered several tésts on Augusi 13, 2007, failed

to request, perform, and/or document he requested or performed hCG
blood work to detarmine if Patlent A was pregnant.

4. Respondent failed to maintain a record that acgurately reflected the

evaluation and treatment of Patlent A on'August 13, 2007.

Respoﬁdent provided medical care to Patient B, a a7 year old female patlent at
the time of treatment at Lourdes Memortal Hospital, Binghamton, New York, on

~ or about November 3, 2008, for a physical and PAP smear.’ During the .

examination, Respondent performed a pelvic examination and found normal
female genitalia without lesion or dlsol'iarge and PAP obtalned without Inclident.
Respondent's examination of Patlent B's abdomen revealed the abdomen was
soft and nonlender. Respondent's plen was fo reassess Patient B in three
months unless otherwise indicated. Respondent did niot order Patlent B'undergo
any blood work, including an hCG test. Nine days later, on November 12, 2008,
Patlent B presented at Lourdes Memorial Hospltal with a full-term pregnancy and
dellvered a baby on the same dale. Respondent’s medical care of Patient B
devlated from.s;ccepted standards of care as follows: - .

1. . Respondent failed to perform and/or document an adequatle examination
of Patlent B on November 3, 2008. ’

2. éespondent failed to recognize andfor document slgns of -
pregnancy during the examination of Patient B on November 3, 2008,

3. . Respondent falled to maintain a'record that accurately reflacted the -
' evaluation and treatment of Patient B on Nbvemberla. 2004. .
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. Respondent provided medical care to Patient C, a 40 year old male patient at the
tims of treatment at Lourdes Memorial Hospital, Binghamton, New York, at
various times fram on or about February 29, 2012, to on or about Seplember 25,
2013, for back and left knee paln. Respondent's medical care of Patient C -
devlated from accepted standards of care as foliows;

1. Respondent failed to obtaln and/or document an adequats history for
Patient C,during his first examination on February 29, 2012,

2, Respondent, Initlally and throughout the course of treatment of Patlent C,
" falied to adequately document Patient C's goals and expectatlons for
functional recovery.

3. _Respondent prescribed Patient C controlled substances to i’allent Cc
contrary to accepled medical standards of care as follows:

a, Respondent preseribed a thirty (30) day supgly of the conlrolled
substance Oxycodone 30mg on December Qg 2012, and, ﬂve
days later, wrote a separate thirty (30) day supply of Oxycodone
30mg on January 2, 2013, without adequate medical Indication
and/or without documentation such medication was Indicated.

z‘rﬂuﬂh’d’- /\&}17 ) .S

b. . Respondent prescribed a thlrty (30) day supply of the controlled
substance Oxycodone 30mg on August 3, 2013, and, five days
later, wrote a Bepzirata thirty (30) day supply of Oxycodont 30mg
on August 8, 2013, without adequate medieal indication andfor
without documentation such medication was Indicated.

c. . Respondent prescribed a thirty (30) day supply of the controlled
stbstance Oxycodone 30mg on November 1, 2013, and, five days
later; wrote a separate thirty (30) day supply of Oxycodone 30mg
on November 6, 2013, without adsquate medical indication and/or
without documentation such medicatlon was Indicated.

d. Respondent prescribed a thirty (30) 'day supply of the controlied
substance Oxycodone/Acetaminophen 10/3256mg on April 4, 2013,|
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and on the same date, wrota a separate prescription for a thidy
{30) day supply of the same controlled substance without
adequate medical Indlcation and/or without documentation such
medication was indicated,

e Resppndent. throughout his course of tréatrnent of Patlent G,
prescribed excessive amounts of controlied substances.

f. Respondent prescribed Inappropriate types of controlled
substances without medical indication.

a. Respondent improperly prescribed Oxycodone In longer-acting
preparation concurrent with shorter-acting preparation without
medical Indication ‘andfor withoul adequata docurnentaﬂon such
medication was indlcated.

4, Respondent prescribed Oxycodone 301:ng to Patient G on November 1,
‘2013, November 6, 2013, and/or December. 2, 2013, without performing
- an examination and/or without adequate documentatlon of such

examination.

8. Respondent, throughout his course of beéhnent of ,Patleﬁt C, falled o
adequately document Patlent C's progress and/or functlonal status in
response lo treatment. ‘

B Respondent, throughout his course of treatment of Patiént C, failed to

adequately document and/or discuss non-narcotic treatment options with
Patlent C, and/or failed to dacument such discussion.

7. Respondent failed to refer Palient C to a paln menagement speclalist
and/or adequately document such discusslon or referral. '
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Respondent provided medical care 16 Patient E, a 29 year old female ;;allanl
at the ime of treatmenl at Lourdes Memorial Hospital, Binghamton, New York,
at various times frorn on or about August 2010, to on or about May 2013 for
chronic back pain, among other conditlons, Respondent's medical care of
Patlent E devlated from accepted standards of care as follows: '

1. Respondent, throughout hls course of ireatment of Patient E, falled to
_ discuss and/or document any such discussion of the dsks of pregnancy
while Patient E was {aking controlled substances. )

)

-

2. Respondent falled fo perform and/or adequately document a urine .
toxicology screen at Patlent E's Initial visit.
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3. ©  Respondent, throughout his course of treatmeht of Patlent E, failed to
adequately document Patlent E's progress and/or functional status In
response to treatment. I

4, Respondent, throughout his course of treatment of Patlent E, falled to ‘
adequstely document a treatment plan for reduction of narcotlc -
analgesics, '

5. Respondent falled to adequately moniior and/or document Patlent E's
cardlac status despite prescribing Patient E high doses of methadone,
which dosage had increased during Respondent’s treatment of Patient E.

Respandent provldeé medical care to Patient F, a 33 yeer old female petient at *.
. the time ¢f treatment at Lourdes Memorial Hospital, Binghamton, New York, aft ,
various times from on or.about February 2010, to on or about Seplember 2013,
for chronle thoracle and lembar-back pain, among other conditions.
Respondent's medical care of Patient F deviated from accepted standards of

care as follows:

1. Respbndent, throtughout f\ls course of treatment, failed 1o discusa and/or
document a discusslon with Patlent F regarding the risk of oplolds during

pregnancy. .

. 2. Respondant, lhl:oughout his course of treatment of Patlent F, falled to
- discuss and/or document & discussion regarding the risks of impatrment

with Patlent F.

3. Respondent, throughout his course of treatment, falled to adequately
document a treatment plan for assessing and evaluating Patient F's
functlonal status In response to trestmenl.

T
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Respondent provided medical cars to Patient G a 45 year old male paflent atthe
time of treatment at Lourdes Memorial Hospltal, Binghamton, New York, af
various times from on or about October 6, 2009 to on or about AprkdRe34, for
chronlc paln Issues. Respondent's medical care of Pallent G deviated from
accepted standards of cars as follows: | -Amendsd afiafr7, Tt -0 -

1.

" peiformed an initial examination of Patient G,

" Respondent fgiled to treat and/ar adequately dégcu,lmentihe progress of

" low back paln. - -

P b..  Respondent prescribed escalating doses of narcotic analgesics to

ﬁespnndent inappropriately prescribed short-acting narcotics without -
discussing non-narcotic medlcatio_ns and/for theraples with Patient F.

Respondent lnépproprlately prescribed Patient F increasing dosages of
narcotic analgesics without medical indicatlon and without adequalely

docurpentlng such.

Respondent falled to adequately perform and/or document having

Patlent G's knee and wrist pain after Patient G presenied with neck and

'F\‘espondent inappropriately presecribed narcollc analgesics to Patlent G
contrary to accepted standards of care as follows:

a Respondent prescribed narcotic analgesics for Patient G's knee
pain despite an MRI showing no abnormality andfor failed fo
adequately document such medication was indicated. -

Patient G without adequate medical indication.and/or falled to
adequately document such medication was indlcated,

Deaotlia o 2013
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‘G Respondent, from December 28, 2011, to February 21, 2012,
p}escﬁbed Inappropriate doses of Oxycodone without adequate
medical Indication and/or without documentation such medicatlon
was indicated. In total, Respondent prescribed Patient G ona
thousand five hundred (1,500) tabléts of Oxycodone 30 mg from .
December 28, 2011 through February 21, 2012, .

4. - Respondent throughout his course of treatment of Pailent G 'falied to -
adequately document Patlent G's functional Iosses and/or progress In

response to treatment -

. sraletanapd-ronimentofRatlontGe wrl-ﬂdvm ‘l/\g/n T3z

SPECIF!GATIDNS
FIRST, SECOND, AND THIRD SPECIFICATION

GROSS NEGLIGENCE

Respondent Is-chargad with committing professicnal misconduct as defi ned In New York
Education Law § 6530(4) by practicing the profession of medicine with gross negllgence ona
, partlcular occaslon as alleged in the facts of the following:

1. The facts in Paragraphs A and A.2, andfor A and A.3;
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2. The facts in Parégraphs BandB.2; éndlor .

3. Thefacts in Paragraphs C and C.3(d), and/or C and C.4.

- FQURTH, FIFTH, AND SIXTH SPECIFICATION

GROSS INCOMPETENCE

Respondent Is charged with committing professional misconduct as defined In New York
Education Law § 6530(6) by practlclng the profession of medicine with gross lncnmpetenca as
alleged In the facls of the following:

EX The facls in Paragraphs A and A.2, and/or A and A3
5, The facts in Paragraphs B and B.2; and/or

6. The facts In Paragraphs C and C.3(d), andfor C anﬁ c4.”

SEVENTH SPECIFICATION .

NEGLIGENCE ON MORE THAN ONE OCCASION -

one qccasion as slleged In the facts of the following:

7. The facts in Paragraphs A and A.1, A and A.2, A and A3, AendA4 B
and B.1, B and B.2, B and B.3, Cand C.1, C and C.2, C and C.3(a), C
and C.3(b), C and C.3(¢), C and C.3(d), C.and C.3(g), C and C.3(), C
and C.3(g), C and C.4, C and C.5, C and C.8, C and C.7, D-and-B=+1-Er
ERteBraoinDan Bt ainDmandebh3, Eand E, EandE2 EandE3, E
and E.4, E end E.5, Eend&:8; Fand F.1, FandF2 F and F.3, Fand
F.4, F and F.5, F-amd™6, G and G.1, G and G.2, G_andGS(a).Gand .

ﬁespundenl is charged with commiiting professionat misconduct as defined In New York
Education Law § 6530(3) by practicing the professlon of medicine with negligence on more than |

G.3(b), G and G.3(c), G and G.4, G-ant-G-b-Grand-GrErandior-Srand—

T TR TR Iy 1

T

T ARt

cary

BALIE & el - R {11 4 37 TR



EIGHTH SPECIFICATION

INCOMPETENCE ON MORE THAN ONF.: OCCASION

- [Education Law § 6530(5) by practicing the profession of medicine with Incompetence on rnore
than ene occaslon as alleged in the facts of the followlng: ‘

8, :l'he facts in Paragraphs A and A.2, A and A.3, B and B.2, C and C.3(a),
C and C.3(b}, C and C.3(c), C, and C.3(d), and/or G and G.3(c). -

NINTH SPECIFICATION
FAILURE TO MAINTAIN RECORDS

Respondent Is charged with commilting professional misconduct as defined In N.Y.
Education Law § 6530(32) by falling to malntain a record for each patient which accurafely
reflects the evaluation and treatment of the patient, as slleged In the facts of:

9. The facts in Paragraphs A and A.1, Aand A.2, A and A.3, A and A4, B
and B.1, Band B.2,B and B.3, Cand G,1, C and C.2, C and C.3(a), C
and C.3(b), C and C.3(c), C and C. 3(d), C and C,3(e), C and C.3(f}, C
and C.3(g), Cand C.4, C and C.5, C and C.6, C and C.7, B-aﬁd-Bd—B-
ameeDeifejBrameeB-2(bh-B-am-B:8, E and E.1, E and E.2, Eand E3, E
and E4, Eand E.5, =and-=8, Fand F.1, Fand F.2, FandF3 F and
F.4, F and F.5, F~emetF#, G and G.1, GandGZ GandGS(a),Gand .
G.3(b), G and G.3(c), G and G4, S-amd-Srbr-C-and-C-SrandionS-and:

DATE: Julyad 7, 2017
Albany, New York .

MICHAEL ATHISER
Deputy Counsel
Bureau of Professlonal Medical Conduci
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Respondent is charged with committing professional misconduct as defined in New.York [ -
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