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RECOMMVENDED CORDER

Thi s cause cane on for a disputed-fact hearing on March 15,
2000, in Malone, Florida, before Ella Jane P. Davis, a duly-
assigned Adm nistrative Law Judge of the Division of
Adm ni strative Hearings.
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STATEMENT OF THE | SSUES

1. The Admnistrative Conplaint in DOAH Case No. 99-4377,
charged Respondent with violating Section 458.331(1)(t), Florida
Statutes (failure to practice nedicine with care, skill and
treatnent); Section 458.331(1)(m, Florida Statutes (failure to
keep witten records justifying treatnent); Section
452.331(1)(x), Florida Statutes (violation of a rule of the Board
or Departnent) by violating Rule 64B8-9.003(2), Florida
Adm ni strative Code, relating to legibility of medical records,
in connection with Respondent's energency roomtreatnent of
Patient B.W on July 21, 1995.

2. The Adm nistrative Conplaint in DOAH Case No. 99-4378,
charges Respondent with violation of Section 458.331(1)(s),
Florida Statutes (being unable to practice nmedicine with
reasonabl e skill and safety to patients by reason of illness, use
of any material, or as the result of any nental or physical
condi tion).

PRELI M NARY STATEMENT

On or about October 20, 1999, these cases were referred to
the Division of Adm nistrative Hearings due to Respondent's
request for hearing upon disputed issues of material fact.

At all tinmes material, Respondent has been incarcerated at
Jackson Correctional Institute in Malone, Florida, because of his
conviction for "driving under the influence" which is the focus

of DOAH Case No. 99-4378.



Upon information and belief that Respondent would not be
rel eased for several years, that his appeal had been concl uded,
and that no further crimnal trials were anticipated, and
bal anci ng Respondent's right to remain silent against the
Agency's right to reach finality of the prosecution herein, the
under si gned consol i dated these adm ni strative cases and schedul ed
the di sputed-fact hearing in the Jackson Correctional Institute
wi th enough tinme prior to the hearing date to all ow Respondent to
obtain | egal counsel and to allow both parties to engage in
di scovery under difficult circunstances.

On Decenber 13, 1999, Respondent filed a detail ed response
to the Admnistrative Conplaints. No response is required at
I aw.

During a tel ephonic hearing concerning Petitioner's Mtion
in Limne, approximately a week before the schedul ed di sputed-
fact hearing, the undersigned determ ned that Respondent had had
the opportunity to be present by tel ephone at all depositions
schedul ed by Petitioner, and had, in fact, been present by
tel ephone at all such depositions. The undersigned inquired
whet her a conti nuance was requested, and Respondent indicated in
t he negati ve.

However, by the Pre-Hearing Stipulation and at the
commencenent of the disputed-fact hearing, on March 15, 2000,
Respondent indicated for the first time that the incident which

was the focus of DOAH Case No. 99-4378, was currently on appeal,



that he was represented by an attorney on that appeal, and that
he wanted a continuance until that appeal was concluded and until
he coul d obtain sone out-of-state nedical records. At the
comencenent of the hearing, Respondent tw ce stated that he had
never discussed the instant adm nistrative cases with any | awer
and had not sought a |l awer to represent him herein, because he
had i nsufficient funds. He stated that he preferred not to

def end on DOAH Case No. 99-4378, for those reasons.! Respondent
ultimately stated to the undersigned that he had everything he
needed to defend.

Petitioner presented a July 1, 1998, letter it had received
from Respondent's original crimnal attorney giving notice of
term nation of representation and requesting that all further
adm ni strative pleadings be sent directly to Respondent.
Petitioner also effectively argued, with supporting exhibits,

t hat Respondent's 1997 conviction for driving under the influence
had al ready been affirned and that a Rule 3.850 "Appeal" had

i kewi se been deci ded agai nst Respondent while he was represented
by a different attorney than the one who withdrew. (Petitioner's
Exhi bits 1-4).

Respondent had never been deposed by Petitioner with regard
to either Adm nistrative Conplaint herein.

Respondent voluntarily filed his Decenber 13, 1999, Answer

W t hout consulting any attorney.



Upon the foregoing, the undersigned determ ned that had
Respondent elected to remain silent he could have done so, but he
voluntarily filed his witten response which waived any ri ght
agai nst self-incrimnation in these admnistrative cases; that he
had five nonths to obtain |egal counsel or obtain evidence for
use at the disputed-fact hearing, but he did not do so; and that
a continuance of the disputed-fact hearing on these
adm ni strative actions was not nmandated by further coll ateral
crim nal appeals, even had it been established that such
col l ateral appeals were in progress, which it was not.

Accordi ngly, Respondent's oral notion for continuance to anot her
dat e was deni ed.

Nonet hel ess, prior to any evidence being presented on the
merits, Respondent was twi ce offered a continuance until |ater
the sane day so that he could return to his living quarters in
the sane correctional facility in order to get copies of al
proposed exhi bits and depositions which had been provided to him
by Petitioner as well as any exhibits Respondent m ght wish to
offer. Respondent twice declined.? Petitioner's counsel
provi ded Respondent with copies of all of Petitioner's exhibits
for Respondent's use during hearing.

Upon Petitioner's notion, official recognition was taken of
Rul es 64B8-8. 001 and 64B8-9. 003, Florida Adm nistrative Code

(1992 and currently).?



Petitioner presented the oral testinony of Raynond M Pomm
MD., and Lija G Scherer. Petitioner's Exhibits 5-14 were
admtted on the nerits. They included depositions of Walter
Mul ler, MD.; Lt. Roger Chilton; Selena Bowers, Records Cerk of
Kenneth Stark, MD.; Dorothy Lee, Manager of Medical Records at
Fl ori da Hospital Waterman; Jennifer Louer, Records Clerk of Louis
Radnot hy, D.O., and Robert Tober, MD.,* each with attachnents.

Respondent testified on his own behalf and had no exhibits
admtted in evidence.

At the conclusion of the disputed-fact hearing on March 15,
2000, Petitioner agreed to provide Respondent with a free copy of
the transcript and the undersigned explained to Respondent that,
pursuant to his oral agreenent on the record wi th opposing
counsel, he would not have to file his proposed recommended order
until 35 days after the transcript was filed with the Division of
Adm ni strative Hearings. One reason for granting 35 days in
which to file proposals was due to an antici pated del ay between
the time the Transcript was nmailed as "Legal Mil" and delivery
of the Transcript to Respondent by the correctional facility
where he is incarcerated.

On March 31, 2000, Respondent filed a letter of conplaint
that he had not been provided with a copy of the Transcript.

On April 10, 2000, the original Transcript was filed with

t he D vi sion.



On April 13, 2000, Petitioner's counsel filed a notice of
servi ce on Respondent of a copy of the Transcript.

On April 14, 2000, an Order was entered notifying Respondent
that the Transcript had been filed with the Division and
expl ai ning how to prepare and file proposed recommended orders.

On April 20, 2000, Respondent filed his "Court D rected
Proposal " a/k/a Proposed Recommended Order, with a conplaint that
he had not yet received his copy of the Transcript.

On May 1, 2000, Petitioner filed its Proposed Recomended
Order and a Motion to Strike Respondent's Proposed Recommended
O der.

By an Order entered May 12, 2000, only the exhibits attached
to Respondent's proposal were struck.

Thereafter, Respondent also filed various papers/pl eadi ngs
whi ch have been addressed by sequential Orders in the file.

Both parties' proposals have been considered in preparation
of this Recommended Order.”

FI NDI NGS OF FACT

1. At all times material to the incidents alleged in the
Adm ni strative Conplaints, Respondent was a |icensed nedi cal
physician in the State of Florida, having been issued License No.
ME 0016828.

2. Respondent specialized in internal nedicine and
ener gency nedi ci ne but has never been board certified in any

specialty.



3. Respondent's l|icense has been delinquent since January
31, 2000, but because delinquent |icenses may be subject to
renewal , the Petitioner has persisted in prosecuting these cases.

DOAH Case No. 99-4377

4. On July 21, 1995, B.W, a 56-year-old female, presented
to Respondent in the energency room of Florida Hospital Wterman,
wi th conplaints of chest, epigastric, and |eft shoul der pain.
B.W had a history of dermatonyositis, for which she had been
taking 100 ng of Prednisone for a nonth, along wth other
medi cations. Prednisone in such | arge doses can cause
gastrointestinal irritation, ulceration, and bl eeding. The day
before, B.W had been prescribed Imuran by her rheumatol ogi st for
i munol ogi ¢ probl ens.

5. Dermatonyositis is a degenerative di sease of skel etal
muscle that can lead to a multitude of conplications, including
r heumat ol ogi ¢ probl ens evi denced by abnormal | aboratory results.

6. The standard of care in the exam nation and treatnent of
a patient with chest pain requires an enmergency physician to
obtain a history including a conplete nedical history, famly
hi story, and social history. Additionally, in order to neet the
standard of care, the energency physician nust performa conplete
physi cal exam nation, including a review of systens.

7. The energency roomrecords for Respondent's treatnent of
B.W show the information contained above in Finding of Fact No.

4.



8. The energency roomrecords do not show t hat Respondent
obt ai ned or docunented a conplete nedical history, famly
hi story, or social history of B.W Respondent violated the
standard of care in that he failed to obtain or docunent a
conplete nedical history, famly history, or social history of
B. W

9. Respondent also violated the standard of care in that he
failed to performor docunent a conpl ete physical exam nation,
including a review of systens.

10. Respondent ordered an el ectrocardi ogram (EKG, a chest
X-ray, a conplete blood count (CBC), conplete cardiac enzynes
testing (CPK and CKMB), and a netabolic profile or chem stry
panel (MPC). He also did a rectal exam which was negative for
blood. He did all appropriate tests. He did not fail to order
any appropriate tests.

11. The EKG and the chest X-ray yielded normal results, but
B.W's bl ood count reveal ed several abnormal values, including a
decreased platelet of 21,000 and a nmarkedly el evated white count
of 24,000. A platelet count of 21,000 is extrenely |ow and
grounds for major concern, as is the elevated 24,000 white count.
Together, in the presence of the other synptons and abnorm
bl ood val ues present, which included | ow RBC, anem c henogl obi n,
and | ow henocrit, the standard of care requires that an energency
physi ci an obtain a consultation with a specialist, such as a

rheumat ol ogi st or a hematologist. In light of all the foregoing



results and normal corpuscul ar volunme, which B.W also had, the
ener gency physician shoul d have recogni zed that B.W did not have
sinple iron deficiency anem a.

12. Under sone circunstances, the energency room
physician's consultation with B.W's prinmary care physician, who
in this case was al so a rheumat ol ogi st, woul d have been
sufficient.

13. Respondent maintained that he had obtained a history
fromB.W as set forth in Finding of Fact No. 4, and an oral
report fromthe hospital lab technician to the effect that a
bl ood test ordered by B.W's treating rheumatol ogi st the
precedi ng day, July 20, 1995, had shown a pl atel et count of
18, 000, and that because Respondent presunmed B.W's platelets
were increasing wth the use of Inmuran plus other factors,
Respondent did not admt B.W to the hospital, but, instead,

di scharged her w thout even consultation.

14. Despite Respondent's foregoing explanation, it is clear
t hat Respondent did not record or docunent on B.W's chart his
oral conversation with the lab technician, if, in fact, such a
conversation occurred. This was bel ow the acceptabl e standard of
medi cal care and record-keeping for an energency room physici an.

15. Respondent stated that he felt that because the
treating rheumatol ogi st had not admtted B.W to the hospital or
transfused B.W the previous day, she should not be admtted or

transfused on July 21, 1995. He stated that he also relied on a

10



medi cal text (Merck's Manual) which allegedly states that
pl atel et transfusions should not be given until the count falls
to 10, 000.

16. Respondent stated that he ruled out a myocardi al
infarction on the basis that both the CKMB on B.W and the CKMB
| ndex were not elevated and B.W's EKG was nor nmal .

17. However, Dr. Tober, who is certified in enmergency
medi cine, testified nore credibly that he had never seen a CPK
test so high; that interpretation of CPK and CKMB in such a
patient as B.W woul d be confounded by the co-existence of the
dermatonyositis, grossly throwing off these tests in an acute
cardi ac setting, sonetines causing several EKGs to conme back
normal in the course of a nmyocardial infarction; that B.W's
extrenely | ow platel et count should cause great concern about the
henol ogi ¢ system and clotting response if B.W started to
henorrhage; and that the suspiciously |ow | ynphocytes and al
bl ood paraneters shoul d have caused Respondent not to di scharge
B.W prior to a consultation with a specialist.

18. Respondent failed to neet the standard of care by the
treatment he rendered to B.W, in that he did not obtain a
consultation fromeither the primary care physician, another
rheumat ol ogi st, or a hematol ogi st, before discharging her.

19. That standard of care requires an enmergency physician
to determ ne an appropriate diagnosis and treatnent as related to

the patient's conplaint and results of exam nati ons.

11



20. Respondent violated the standard of care in that he
merely wote into BBW's chart a portion of her medical history,
"dermatonyositis,” instead of a current diagnosis which addressed
her current abnornmalities when she presented in the energency
room Thus, Respondent did not discern an appropriate diagnosis
whil e appropriately treating B.W?®

21. Respondent's chart on BBW is illegible to the extent
that Dr. Tober was unable to read nost of 23 lines of it.

22. Because proper care of patients requires that nedi cal
records be sufficiently | egible for successive professionals to
di scern what the witer has done and analyzed, | find that
Respondent is guilty of keeping witten nedical records that are
illegible and difficult to decipher. | do not consider Hospital
Waterman's failure to provide dictation or transcription
equi pnent and/ or personnel to excuse this flaw

DOAH Case No. 99-4378

23. On or about July 14, 1995, Respondent was convicted of
driving under the influence and pl aced on probation for 12
mont hs, and his driver's |license was revoked for 12 nonths.

24. About two years later, on July 12, 1997, Respondent's
vehicle collided with another vehicle. Respondent and the driver
of the other car were injured. Blood was drawn from Respondent
at the hospital. Laboratory studies perforned by the Florida
Departnent of Law Enforcenent reveal ed that Respondent's bl ood

al cohol level was 0.10 grans of ethyl alcohol per 100 m. Under

12



Florida law, a driver is legally intoxicated when his bl ood
al cohol level is 0.08 grans of ethyl alcohol per 100 m or
hi gher .

25. On August 12, 1997, Respondent was arrested and charged
wi th one count of serious bodily injury while driving under the
i nfl uence, and two counts of property damage while driving under
the influence. On July 2, 1998, Respondent entered a plea of
guilty’ to one count of serious bodily injury while driving under
the influence and was sentenced to inprisonnent for a period of
seven years, one nonth, and eight days.

26. On or about January 13, 1998, Walter J. Muller, MD., a
board-certified psychiatrist, performed a psychiatric evaluation
of Respondent. Dr. Miller diagnosed Respondent w th major
depression, dysthym c disorder, and al cohol abuse, pursuant to
The Diagnhostic and Statistical Manual -1V. At that tine, these
conditions were active and not in rem ssion. The diagnosis of
maj or depression correlates with inpaired social and occupati onal
functi oni ng.

27. A diagnosis of dysthymc disorder is an indication of
inmpairnment and the inability to practice nmedicine wwth skill and
safety to patients.

28. A diagnosis of al cohol abuse can be an indication of
inability to practice nmedicine with skill and safety to patients,
but woul d depend upon when the abuse is occurring and how long it

has been since the abuse occurred.

13



29. In the expert opinion of Dr. Raynmond Pomm who is
board certified in adult psychiatry and general psychiatry, with
added qualifications in addiction psychiatry, and who relied on
Dr. Muller's evaluation, the conbined three di agnoses of nmjor
depression, dysthym c disorder, and al cohol abuse reveal ed that,
to a degree of reasonabl e nedical certainty, Respondent was
unable to practice nedicine wwth skill and safety to patients on
the date of Dr. Miuller's report.

30. Respondent was eval uated at Menninger Cdinic in Kansas,
on or about May 26, 1998, and di agnosed with al cohol dependence.

31. After six weeks of treatnent at the Menninger dinic,
Respondent was rel eased as being "in early rem ssion.” The
treating physician nade a nunber of recommendations for
rehabilitation of Respondent, including treating his al cohol
dependence by entering into a nonitoring contract with the
Physician's Resource Network in Florida and requiring a further
eval uation by a neurol ogi st of Respondent's apparently di m ni shed
cognitive skills.

32. Dr. Pommdid not have the opportunity to read the
entire evaluation by the Menninger dinic, and did not rely upon
it in formng his opinion of Respondent's inability to practice
medicine with skill and safety to patients. However, according
to Dr. Porm there is no cure for al cohol dependence. It is a
life-long illness, which is incurable, and which at best, can

only be "in remssion.” In Dr. Ponms opinion, one who is

14



al cohol - dependent cannot practice with skill and safety to
patients w thout undergoing a nonitoring program

33. Wiile | accept Respondent's testinony that he has
remai ned sober since approximately My 27, 1998, because he has
been in prison, | also note that Respondent has not entered into
a nonitoring contract or been nonitored in a recovery program
because he has been in prison.

34. Accordingly, there is no evidence that Respondent's
ci rcunst ances have changed sufficiently since January 13, 1998,
so as to denonstrate that he is able to practice nedicine with
skill and safety to patients in the real world.

CONCLUSI ONS OF LAW

35. The Division of Adm nistrative Hearings has
jurisdiction over the parties and subject matter of this cause,
pursuant to Subsection 120.57(1), Florida Statutes.

36. The Board of Medicine is enpowered to discipline the
i cense of a nedical physician, such as Respondent, for the
follow ng violations of Section 458.331(1), Florida Statutes:

(m Failing to keep witten nedical records,
justifying the course of treatnment of the
patient. Including, but not limted to,
patient history; exam nation results; test
results; records of drugs prescribed,

di spensed, or adm nistered; and reports of
consul tations and hospitalizations.

(t) Failing to practice nedicine with that
| evel of care, skill and treatnment which is
recogni zed by reasonably prudent simlar
physi ci ans as bei ng acceptabl e under simlar
condi tions and circunstances.

15



(s) By being able to practice nedicine with
reasonabl e skill and safety to patients by
reason of illness or use of alcohol, drugs,
narcotics, chemcals, or any other type of
material or as a result of any nental or
physi cal condition.

(x) By violating a provision of Chapter 458,
a rule of the Board or Departnent, or a

| awful order of the Board or Departnent
previously entered in disciplinary hearing or
failing to conply wwth a lawfully issued
subpoena of the Departnent.

37. Rule 64B8-9.003(2), provides as foll ows:
A licensed physician shall nmaintain patient
medi cal records in a |legible manner and with
sufficient detail to clearly denonstrate why
the course of treatnent was undertaken or why
an apparently indicated course of treatnent
was not undert aken.
38. The Board of Medicine may i npose one or nore of the
penalties as set out in Section 458.331(2), Florida Statutes.
39. Herein, Petitioner nust go forward and prove by clear

and convincing evidence the alleged violations. Departnent of

Banki ng and Finance v. Osborne Stern, 670 So. 2d 932 (Fla. 1996);

Ferris v. Turlington, 510 So. 2d 292 (Fla. 1st DCA 1987).

40. Petitioner has proven by clear and convincing evidence
the allegations of Count | of the Adm nistrative Conplaint in
DOAH Case No. 99-4377, in that Respondent viol ated Section
458.331(1)(t), Florida Statutes, by practicing nedicine belowthe
acceptabl e standard of care in that Respondent discharged B.W
fromthe energency roomw t hout inplenenting proper treatnent,

maki ng an appropriate diagnosis, or obtaining the necessary
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consul tation, despite the fact that B.W had a dangerously | ow
pl atel et count and a significant history.

41. Petitioner has proven by clear and convincing evidence
the allegations of Count Il of the Adm nistrative Conplaint in
DOAH Case No. 99-4377, that Respondent viol ated Section
458.331(1)(m, Florida Statutes, in that Respondent failed to
keep witten medical records justifying treatnment. The evidence
proves this violation in that the history Respondent recorded in
the medical records was marginal, test results were not
docunent ed, and an assessnent was not recorded.

42. Petitioner established by clear and convincing evidence
the allegations of Count Ill of the Adm nistrative Conplaint in
DOAH Case No. 99-4377, that Respondent viol ated Section
458.331(1)(x), Florida Statutes, in that Respondent is guilty of
violating Rul e 64B8-9.003(2), Florida Adm nistrative Code, by
failing to maintain patient nedical records in a |egible manner
and with sufficient detail to clearly denonstrate why a course of
treat nent was undertaken, or why an apparently indicated course
of treatnent was not undertaken.

43. Petitioner established by clear and convincing evidence
the Adm nistrative Conplaint in DOAH Case No. 99-4378, to the
ef fect that Respondent viol ated Section 458.331(1)(s), Florida
Statutes, in that Respondent is unable to practice nedicine with

reasonabl e skill and safety to patients because Respondent has
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been di agnosed as suffering from maj or depression, dysthymc
di sorder, and al cohol abuse.

44. The disciplinary guidelines of the Board of Medi cine,
set out at Rule 64B-8.001, Florida Adm nistrative Code, provide a
range of penalties for violations of the provisions of Section
458. 331, Florida Statutes, including suspension.

RECOMVENDATI ON

Upon the foregoing findings of fact and concl usi ons of | aw,
it is

RECOMVENDED t hat the Board of Medicine enter a final order
finding Respondent guilty of all violations charged, and as a
penalty therefore, suspendi ng Respondent's |license to practice
medicine in Florida until such time as Respondent presents to the
Board and proves that he can practice with skill and safety.

DONE AND ENTERED this 15th day of June, 2000, in

Tal | ahassee, Leon County, Florida.

ELLA JANE P. DAVIS

Adm ni strative Law Judge

Di vision of Adm nistrative Hearings
The DeSot o Buil di ng

1230 Apal achee Par kway

Tal | ahassee, Florida 32399-3060
(850) 488-9675 SUNCOM 278- 9675
Fax Filing (850) 921-6847

www. doah. state. fl. us

Filed with the derk of the

Di vision of Adm nistrative Hearings
this 15th day of June, 2000.
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ENDNOTES

'/ The undersigned notes that during Dr. Muller's deposition,
page 24, Respondent told Petitioner's counsel that he was
represented by a lawer in a collateral crimnal case, was not
represented in these adm nistrative cases, and had been advi sed
not to speak in these cases.

2 Much later in the proceedings, Petitioner requested to go
back to his dormtory to get another exhibit. This notion was
denied at that tine on the basis of his tw prior waivers before
evi dence began to be presented.

¥ Respondent did not object timely to the request for official
recognition. H's objections contained in his Proposed
Recommended Order are |late, without nerit, and deni ed.

4 Dr. Tober is board certified in emergency nedicine.
Respondent's Motion to Strike contained in his Proposed
Recommended Order is deni ed.

 Ppetitioner's "challenges" of Section 458.331(1)(s) and
(1)(m, Florida Statutes, first contained in his Proposed
Recomended Order are untinely and are denied for that reason and
because determ nations of constitutionality vel non are outside
the jurisdiction of the Division of Adm nistrative Hearings.

Li kew se, Respondent's attacks on the sufficiency of the
Adm ni strative Conplaint(s) first raised in his Proposed
Recomended Order, are untinely under Rule 28-106. 204, Florida
Adm ni strative Code, and the prayer to dism ss/strike based
thereon is denied. Respondent is not charged with "w ongful
deat h" under Chapter 766, Florida Statutes, or any other statute.
% Respondent defended in part on the basis that four days after
B.W's energency roomvisit with Respondent, another physician
also did not admt B.W to the hospital and begin transfusions of
pl atel ets. The evidence shows that ultimtely B.W was admtted
and transfused but that the source of her internal bl eeding was
never definitively pinponted and B.W died. Respondent is not
charged with allowing B.W to die. However, Respondent's actions
or lack thereof also are not necessarily excusable due to actions
or inactions of other physicians at a |l ater date, under different
circunstances. He is held to a standard of care for energency
room physi ci ans.

" Despite Lt. Chilton's testinony that he testified at a
“trial," | have relied on other exhibits showi ng that Respondent
pled guilty. | can only assune that Lt. Chilton testified in
sonme proceeding prior to the entry of the guilty plea due to a
pl ea bar gai n.
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COPI ES FURNI SHED:

Carol A Lanfri, Esquire

Agency for Health Care Adm nistration
Post O fice Box 14229

Tal | ahassee, Florida 32399-4229

Agustin Carnona-Legal Mail

DC# U03774

Jackson County Correction Institution
3563 Tenth Street

Mal one, Florida 32445-3144

W 1liam Large, General Counsel
Departnent of Health

Bin A02

2020 Capital G rcle, Southeast
Tal | ahassee, Florida 32399-1701

Tanya W lianms, Executive Director
Board of Medi ci ne

Departnent of Health

1940 North Monroe Street

Tal | ahassee, Florida 32399-0750

Dr. Robert G Brooks, Secretary
Departnent of Health

Bi n AOO

2020 Capital G rcle, Southeast
Tal | ahassee, Florida 32399-1701

Angela T. Hall, Agency derk
Departnent of Health

Bin A02

2020 Capital G rcle, Southeast
Tal | ahassee, Florida 32399-1703

NOTI CE OF RIGHT TO SUBM T EXCEPTI ONS

Al parties have the right to submt witten exceptions wthin 15
days fromthe date of this Recormmended Order. Any exceptions to
this Recomended Order should be filed with the agency that wll
issue the Final Order in this case.
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