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RECOMMVENDED CORDER

A formal hearing was held pursuant to notice on Novenber 15,
2000, in Jacksonville, Florida, before Barbara J. Staros,
assigned Adm ni strative Law Judge of the Division of
Adm ni strative Hearings.
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STATEMENT OF THE | SSUE

At issue is whether Respondent commtted the offenses set
forth in the Second Anended Adm nistrative Conplaint and, if so,

what penalty shoul d be inposed.



PRELI M NARY STATEMENT

Petitioner, Departnent of Health, issued an Admi nistrative
Conpl ai nt on August 13, 1999, alleging one count of professional
vi ol ati on agai nst Respondent, a licensed practical nurse. The
Adm ni strative Conpl aint was anended on January 10, 2000, by
addi ng an addi tional count.

Respondent di sputed the allegations in the Anmended Conpl ai nt
and petitioned for a formal hearing involving disputed i ssues of
material fact. The case was referred to the Division of
Adm ni strative Hearings on or about July 18, 2000. A forma
heari ng was set for Novenmber 15, 2000. On Cctober 10, 2000,
Petitioner filed a Motion for Leave to Anend Adm nistrative
Conpl aint. The notion was granted to proceed pursuant to
Petitioner's Second Anmended Adm nistrative Conplaint.

The parties filed a Joint Pre-hearing Stipulation. At
hearing, Petitioner presented the testinony of Lu Apostol, Fely
Cunanan, Panela Schi esser, Barbara Kelley, KimHarrell, Ary H I,
Susan Ranson, Anne Hol | ander, Erlinda Serna, and Carol Lee. Lu
Apostol and Fely Cunanan were each accepted as an expert in
nursi ng and standards of nursing practice. Petitioner's Exhibits
1-5 and 7 were admtted into evidence. Petitioner requested
official recognition of Chapter 464, Florida Statutes, and
Chapter 64B9, Florida Adm nistrative Code (these statutes and
rul es had been pre-marked as Petitioner's Exhibit 6). No

opposition was stated to that request and the request was



granted. Respondent presented the testinony of Tresa Della
Cal fee and Respondent. Respondent's Exhibit 1 was admtted into
evi dence.

A Transcript, consisting of one volune, was filed on
Decenber 1, 2000. On Decenber 11, 2000, Petitioner tinely filed
its Proposed Recommended Order, which has been considered in the
preparation of this Recommended Order. Respondent has not filed
any post-hearing subm ssion.

FI NDI NGS OF FACT

Stipul ated Facts

1. The Petitioner is the State Agency charged with the
regul ation of the practice of nursing pursuant to Chapters 20, 456
(formerly Chapter 455, Part |1; see Chapter 2000-160, Laws of
Florida) and 464, Florida Statutes. Pursuant to the authority of
Section 20.43(3)(g), Florida Statutes, the Petitioner has
contracted with the Agency for Health Care Adm nistration to
provi de consumer conplaint, investigative and prosecutori al
services required by the D vision of Medical Quality Assurance,
councils or boards, as appropriate, including the issuance of
energency orders of suspension or restriction.

2. Respondent is Cynthia Chance. Respondent is a Licensed
Practical Nurse in the State of Florida, having been issued
I icense No. PN 0855441.

3. On or between March 1997-May 1997, Respondent was

enpl oyed by Health Force, a nurse-staffing agency.



4. I n or about March 1997, Respondent was assigned to work
various shifts at Baptist Medical Center-Beaches. |n or about
March 1997, Respondent submtted tinme slips to Health Force
al l eging that she had worked an ei ght-hour shift on March 18,
1997. In or about March 1997, Respondent submitted tine-slips to
Heal th Force all eging that she had worked an ei ght-hour shift on
March 21, 1997

Fi ndi ngs of fact based on the evidence of record

M ssing Drugs

5. On May 13, 1997, Health Force received a "late call™
from Cat hedral Gerontol ogy Center (Cathedral) needing a "stat"
nurse because one of their nurses had not cone to work. Tresa
Streeter (now Calfee), adm nistrator for Health Force, called
Respondent who reported to Cathedral at 6:50 p.m KimHarrell,
R N., a supervisor at Cathedral, was the nurse who stayed unti
Respondent arrived.

6. Also at 6:50 p.m on My 13, 1997, Barbara Kelley, R N.,
recei ved and signed for a delivery of nedications for residents
from Aneri can Pharmaceutical Services. Included in that delivery
was an order of Al prazol am (Xanax) and an order of D azepam
(Valium for tw residents on the floor where Respondent was
wor ki ng that evening. The delivery cane with a separate
medi cation or narcotics card for each nedication.

7. There were two floors of residents at Cathedral. Each

floor had its own nedication cart and its own nurse assigned to



the floor. Controlled nedications have a separate box in the

medi cation cart with a separate key. The nurse on each floor had
a key to her own nedication cart but did not have a key to the
medi cation cart of the other floor. The Director of Nursing
(DON) al so had a key to both nedication carts in the event of an
energency such as a | ost key.

8. After receiving and signing for these drugs, Nurse
Kell ey | ocked the nedications that belonged to her nedication
cart in it and inserted the narcotic cards for those nedications
into the notebook that corresponded to her cart. She then gave
the nmedi cations and control sheets that belonged to Respondent's
medi cation cart to Respondent, placing themin Respondent's hand.
Nurse Kell ey told Respondent that these were controlled drugs
and instructed Respondent to | ock up the nedications in
Respondent' s nedi ci ne cart.

9. There is conflicting testinony as to what happened next.
Respondent admits to receiving the nedications and the control
cards. However, Respondent maintains that she placed the
medi cations in the | ocked drawer of the nedication cart and
inserted the cards into the notebook in front of Nurse Kell ey,
whereas Nurse Kelley maintains that she wal ked away i mredi ately
after giving the drugs and cards to Respondent and did not see
her place the drugs in the controlled drug | ock box or the cards

in the notebook.



10. It was a policy at Cathedral for the out-going nurse to
count controlled drugs with the on-com ng nurse. Wen Respondent
arrived on the night in question, she counted the controlled
medi cations with Nurse Harrell. The narcotics count for both
narcotics cards and actual doses was 16. At the end of her
shift, Respondent counted the controlled nedications with the on-
com ng nurse, Panela Schiesser. The nunber of narcotics cards
and tablets or doses was 16, the sane as when Respondent cane on
duty.

11. Nurse Schiesser was scheduled to work a double shift,
11 to 7 and 7 to 3. During the 11 to 7 shift, Nurse Schi esser
was the only nurse for both floors of residents and she,
therefore, had the key to both nedication carts.

12. Sonetine during the 7 to 3 shift on May 14, 1997, Nurse
Schi esser called the pharmacy to find out about a nedication
order she had placed for two residents so they would not run out.
She was infornmed by the pharnmacy that the drugs had been
delivered the evening before and that they had been signed for by
Nurse Kelley. She checked the delivery sheets and confirnmed that
Nurse Kell ey had signed for the nedications. After determ ning
that there were no cards for the mssing drugs and the drugs were
not in the cart, she then reported to her supervisor, Kim
Harrell, that the nedication had been delivered but could not be

| ocat ed.



13. Nurse Schiesser and Nurse Harrell checked the entire
medi cation cart, the nedication cart for the other floor and the
medi cati on room but did not find the m ssing nedications. Nurse
Harrell then notified the Assistant Director of Nursing (ADON)

Lu Apostol, and the Director of Nursing (DON), Fely Cunanan,
regardi ng the m ssing nedications.

14. The ADON began an investigation and secured witten
statenents fromall of the nurses on her staff who had access to
the drugs: Nurses Kelley, Harrell, and Schiesser. She called
Nurse Kelley to confirmthat she had received the nedications
fromthe pharmacy and confirned that the two m ssing nedications,
Al prazol am ( Xanax) and D azepam (Valium, were given by Nurse
Kelley to Respondent. The ADON al so called Tresa Streeter (now
Cal fee), the admnistrator of Health Force for whom Respondent
worked to notify her of the m ssing nedications.

15. On May 14, 1997, Ms. Streeter (Calfee) called
Respondent and inforned her about the m ssing drugs.

16. On May 15,2000, Ms. Streeter and Respondent went to
Cat hedral for a neeting. They were infornmed that the two m ssing
drugs had not been | ocated and they were shown the witten
statenents of the other nurses. Respondent admtted that the
drugs had been given to her the night before by Nurse Kelley, but
stated that she had | ocked the drugs in her cart. She denied any

further know edge about the drugs.



17. At Ms. Streeter's suggestion, Respondent took a bl ood
test on May 15, 2000.' The drug test result was negative thus
indicating that the drugs were not in her blood at the tinme of
the test, which was two days after the drugs were mssing. No
conpetent evidence was presented as to how long it takes for
these drugs to | eave the bl oodstream

18. Cathedral had a policy that required that al
control | ed substances be properly accounted for and secured by
each nurse responsible for the drugs. This policy was verbally
communi cated fromthe off-going nurse to the oncom ng nurse.
When Nurse Kelley gave the drugs and drug cards in question to
Respondent, she specifically instructed Respondent to | ock up the
drugs in the narcotics drawer.

19. Respondent maintains that other people had keys to her
medi cation cart and could have taken the drugs after she put them
in the | ocked narcotics box. This testinony is not persuasive.
Every witness from Cathedral testified unequivocally that there
was only one key in the facility for each nedication cart and
that key was in the possession of the nurse assigned to that
cart. The only other key, which was in the possession of the
Director of Nursing, was not requested or given to anyone at
anytine material to these events.

20. The persuasive testinony is that Respondent was the
only person during her shift with a key to her nedication cart.

That key was passed to Nurse Schi esser who di scovered that the



drugs and narcotics cards were not in the nedication cart or
not ebook.

21. The count of the drugs and the cards on hand did not
show t hat anything was m ssing at the change of shift from
Respondent to Nurse Schi esser as the count was 16, the sane as
when Respondent canme on the shift. |f Respondent had put the
drugs and corresponding cards in the nedication cart, the count
shoul d have been 18. The only |ogical inference is that
Respondent did not put the drugs or cards in the cart.

22. In the opinion of the two witnesses accepted as experts
in nursing and nursing standards, Respondent's failure to
properly secure the narcotics and to docunent the receipt of
these controlled drugs constitutes practice bel ow the m ni mal
accept abl e standards of nursing practice.

Ti me- Sli ps

23. Wile enployed by Health Force as an agency nurse,
Respondent was assigned at various tinmes to work at Bapti st
Medi cal Center-Beaches (Beaches). Respondent submtted tinme
cards or slips for each shift she worked to Health Force so that
she woul d be paid for the work. Respondent submtted tinme-slips
for working at Beaches on March 18 and 21, 1997.

24. \Wen Health Force billed Beaches for these two dates,
Anne Hol | ander, the Executive Director of Patient Services, the
person responsi ble for all operations at Beaches since 1989,

determ ned that Respondent had not worked on either March 18 or



21, 1997. M. Hollander faxed the tinme-slips back to Health
Force for verification. She advised Health Force that Respondent
was not on the schedul e as havi ng worked on either of those
dates. She al so advised Health Force that the supervisor's
signatures on the two tinme-slips did not match anyone who wor ked
at Beaches. M. Hollander is intimately famliar with the
signatures of all the supervisors who are authorized to sign
tinme-slips at Beaches and none of them have a signature |like the
signatures on the two time-slips.

25. Health Force did an investigation and ended up payi ng
Respondent for the two days, but did not further invoice Beaches.
Heal th Force was never able to determ ne whose signatures were on
the tine-slips. Health Force did have Respondent scheduled to
wor k at Beaches on March 21, 1997, but not on March 18, 1997.

26. Beaches keeps a staffing sheet for every day and every
shift. The supervisors are responsible for conpletion of the
staffing schedules to ensure that the necessary staff is
schedul ed to work on each shift. These staffing sheets are used
for both scheduling and doing the payroll. According to
Ms. Hol lander, it is not possible that Respondent's nane was j ust
left off the staffing sheets. The staffing sheets are the
wor ki ng sheets. |If a person works who is not originally on the
staffing sheet, the supervisor wites that person's nane into the
correct colum at the tinme they cone to work. M. Holl ander has

been famliar with these staffing sheets for 12 years and does

10



not recall any tinme when soneone's nane has been |eft off the
staffing sheet when he or she had worked.

27. The two supervisors who testified, Erlinda Serna and
Carol Lee, are equally clear that in their many years of
experience as supervisors at Beaches, no one has worked and not
been on the staff schedules. Anybody who worked woul d show up on
the schedule. Every shift and every day should be on the
staffing schedules. M. Serna is unaware of any tine in her 10
years at Beaches that soneone's nanme was |left conpletely off the
schedul es, but that person actually worked.

28. Respondent's nane was on the staffing schedule for
March 21, 1997, but it was crossed out and marked as cancell ed.
When agency nurses are schedul ed at Beaches, but are not needed,
they are cancelled with the agency. |If the agency fails to
tinmely notify the nurse and the nurse shows up for work, the
agency nust pay her for two hours. |If the hospital fails to
notify the agency tinely and the nurse shows up for work, then
the hospital nmust pay the nurse for two hours. In no event is a
nurse who is cancelled paid for nore than tw hours.

29. There are tines when a nurse is cancelled and shows up
for work, but the hospital has a need for the nurse either as a
nurse or in another capacity such as a Certified Nursing
Assistant (CNA). [If that happens, the nurse's nanme is again

witten into the nursing unit staffing schedul e.
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30. For March 18, 1997, Respondent's nane is not on the
schedul e for Beaches. She did not work in any capacity on
March 18, 1997. For March 21, 1997, Respondent's nanme was on the
schedul e, but she was cancelled. Even if she had not been tinely
notified that she was cancell ed and she showed up for work, the
nost she could have billed for was two hours. |[If she had stayed
and worked in a different capacity, her nanme woul d have been
rewitten into the staffing schedule. Beaches is very strict and
follows a specific protocol. No one except the supervisors is
allowed to sign tinme cards. The signatures on these two tine
cards do not belong to any supervisor at Beaches. Therefore, it
can only be concluded that Respondent did not work on March 18 or
21, 1997, at Beaches and that she submtted false tinme-slips for
wor k she did not do on March 18 and 21, 1997.

31. In June 1997, Respondent was al so working as an agency
nurse for Maxi m Heal thcare Services (Maxim. On June 8, 1997,
Respondent submitted a tinme ticket to Maxi mand to Beaches
i ndi cating that she had worked ei ght-hour shifts at Beaches on
June 2, 3, 4, and 5, 1997. All four days were on the sane tine
ticket and purported to bear the initials and signature of Carol
Lee. This tine ticket was brought to Ms. Hol |l ander's attention
because Beaches had a strict policy that only one shift could
appear on each tine slip. Even if a nurse worked a double shift,
she woul d have to conplete two separate tine tickets, one for

each shift. Under Beaches policy, no time ticket would ever have

12



nore than one shift onit. The tinme tickets are submtted to
Ms. Hollander's office daily with the staffing schedul es that
correspond. Therefore, a tinme ticket for a person who is not on
the staffing schedule would i nmedi ately stand out.

32. Wen Ms. Hollander was given the tinme ticket for
June 2-5, 1997, she investigated and reviewed the staffing sheets
for those days. Respondent was not |listed on any of the staffing
schedul es. Ms. Hollander then showed the tinme ticket to Erlinda
Serna, who was the nursing supervisor on the 3 to 11 shift.

Nurse Serna verified that Respondent had not worked on the shift
any of those days.

33. M. Hollander then showed the tinme-slip to Carol Lee,
the 11 to 7 nursing supervisor. Carol Lee verified that she had
not initialed or signed the tine ticket and that the initials and
signature were a forgery. Nurse Lee would not have signed a tine
ticket wwth nore than one shift per tine ticket because she was
well aware of the policy prohibiting nore than one shift per tine
ticket. Nurse Lee verified that Respondent had not been
schedul ed to work any of those days and that Respondent had not
wor ked on June 3, 4, or 5, 1997.

34. These inquiries to Nurse Serna and Nurse Lee took place
within a few days after the dates for which Respondent had
submtted this tinme ticket. Therefore, the matter was fresh in

the m nds of both nursing supervisors. Both are certain that
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Respondent was neither schedul ed nor worked on June 2-5, 1997.
Only nursing supervisors at Beaches are authorized to sign tine
tickets.

35. Maxim Heal thcare has a policy of never working a nurse
in excess of 40 hours in one week. The sanme policy was in effect
in 1997. Susan Ranson, the records custodian who also staffs for
Maxi m on t he weekends and assists in their billing, indicated
t hat Respondent was paid by Maxi mfor working at another facility
the same week as June 2-5, 1997. June 2-5, 1997, are a Monday
t hrough Thursday. Specifically, Respondent submitted a tine
ticket to Maximfor another facility show ng that she worked 12
hours on Saturday, June 7, 1997, and 13 hours on Sunday, June 8,
1997. Maxi m pays from Monday through Sunday. |f Respondent had
wor ked 32 hours at Beaches on Mnday through Thursday and then 25
hours at another facility on Saturday and Sunday, she woul d have
wor ked nore than 40 hours in one week, which would have viol ated
their policy and woul d have required Maximto pay overtinme. Wen
Maxi m gets a request for a nurse and has no one to send who woul d
not exceed 40 hours in one week, rather than exceed 40 hours, the
agency does not staff the job.

36. In the disciplinary docunment from Heal th Force dated
June 18, 1997, Health Force advi sed Respondent that it would not
be scheduling her based on the conplaints they received regarding
false billing, the m ssing drugs at Cathedral, and another

i nci dent at Beaches that occurred during this sane tine.
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37. Taken in its totality, the testinony of Respondent is
not credi bl e.

38. Respondent's expl anation of the discrepancy in the
count of drugs and corresponding cards is that during her shift
"there was [sic] one or two cards that only had one or two pills
on them so you just throw them away. And that's what nade it
back to 16." This explanation is unpersuasive. |If there had
been any pills left in the drawer from cards that Respondent
t hrew away, the count would have been off at the change of shift.
Mor eover, several witnesses testified as to the care that is
taken to carefully account for all narcotics. Respondent's
assertion that narcotic pills were sinply thrown away is not
credi ble. Nurse Schiesser clearly renmenbered that there were no
cards for the nedications in question and there were no
medi cations fromthis delivery in the nedication cart.

39. Respondent has been previously disciplined by the Board
of Nursing in the Board' s case No. 98-20122.

CONCLUSI ONS OF LAW

40. The Division of Adm nistrative Hearings has
jurisdiction over the parties and subject matter in this case
pursuant to Sections 120.569 and 120.57(1), Florida Statutes.

41. Petitioner has the burden of proving by clear and
convi nci ng evidence the specific allegations of the Second

Amended Adm ni strative Conplaint. See Ferris v. Turlington, 510

So. 2d 292 (Fla. 1987).
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42. Section 464.018(1)(h), Florida Statutes (1997), nakes
it aviolation of the Nurse Practice Act for a |licensee to engage
i n "unprofessional conduct, which shall include, but not be
limted to, any departure from or the failure to conformto, the
m ni mal standards of acceptable and prevailing nursing
practice .

43. Rule 64B9-8.005(1), Florida Adm nistrative Code,
defi nes unprofessional conduct to include:

| naccurate recording, falsifying or altering
of patient records or nursing progress
records, enploynent applications or tinme
records.

44, In this case, the persuasive evidence indicates that
Respondent received the Xanax and Valiumfrom Ms. Kell ey and
thereafter, the drugs could not be located. |If Respondent had
secured the drugs in her |ocked narcotics box as she shoul d have,
the drugs woul d not have di sappeared. The only plausible
explanation is that Respondent failed to secure the drugs as she
shoul d have. These two drugs are controll ed substances pursuant
to Section 893.03(4), Florida Statutes, and the handling of
controll ed substances is controlled by the standards of nursing
practice. The experts were unequivocal that Respondent failed to
conformto the m nimal acceptabl e standards of nursing practice
by failing to account for the whereabouts of these drugs.
Respondent's failure to secure and docunment the recei pt of these

controll ed substances constitutes practice bel ow the m ni nmal

accept abl e standards of nursing practice. Petitioner has carried

16



its burden of proving this violation of Section 464.018(1)(h),
Florida Statutes, by clear and convincing evi dence.

45. As to the second Count in the Adm nistrative Conpl aint,
the evidence is equally clear that Respondent falsified her tine
cards to Health Force for March 18 and 21, 1997, and to Maxim for
June 2-5, 1997, for work she allegedly performed at Beaches. The
cl ear and convincing evidence is that the signatures and the
initials on these tinme tickets are forgeries. No supervisor from
Beaches signed these tinme cards. Respondent's subm ssion of
these false tine cards in an attenpt to receive conpensation
constitutes falsification of enploynent and tinme records in
viol ation of Section 464.018(1)(h), Florida Statutes, and as
further defined in Rule 64B9-8.005(1), Florida Adm nistrative
Code. Petitioner has carried its burden of proving these
al I egations by clear and convinci ng evi dence.

46. It is concluded that Respondent's testinony to the
contrary is inplausible and unpersuasive. It was in direct
conflict wwth the testinony of al nost every other witness. These
conflicts are resol ved agai nst Respondent and Respondent's
testinony is rejected.

47. Respondent is guilty of both counts of unprofessional
conduct and violating the rules defining unprofessional conduct.
Rul e 64B9-8. 006, Florida Adm nistrative Code, details the
di sciplinary guidelines of the Board of Nursing, together with

the range of penalties and the aggravating and mtigating
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circunstances. Rule 64B9-8.006(3)(i), Florida Admnistrative
Code, specifies the penalty for unprofessional conduct in the
delivery of nursing services to be a fine from $250 to $1000 pl us
from one-year probation to suspension until proof of safety to
practice, followed by probation with conditions. Rule 64B9-
8.006(2), Florida Admnistrative Code, further states that the
di sciplinary guidelines are based on a single count violation of
each provision listed; however, "[nmultiple counts of violations
of the same provision of Chapter 464, or the rules pronul gated
thereto, or other unrelated violations will be grounds for
enhancenent of penalties.”

48. Furthernore, all aggravating or mtigating
ci rcunst ances are subject to proof at the formal hearing by clear
and convincing evidence. Rule 64B9-8.006(4)(a), Florida
Adm nistrative Code. In this case, Petitioner has shown that
Respondent has a prior and recent disciplinary history with the
Board. Additionally, the offense of falsifying tinme cards is an
of fense that has been repeated in the instant case. These are
both serious aggravating factors that nust be consi dered.

49. In arriving at an appropriate penalty in the instant
case, consideration has been given to the disciplinary guidelines

set forth in Rule 64B9-8. 006, Florida Adm nistrative Code, above.
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RECOMVENDATI ON

Based upon the foregoi ng Findings of Fact and Concl usi ons of
Law set forth herein, it is

RECOMVENDED:

That the Respondent be found guilty of one count of
vi ol ating Section 464.018(1)(h), Florida Statutes, by failing to
secure and docunent recei pt of the drugs at Cathedral Gerontol ogy
Cent er;

That the Respondent be found guilty of one count of
vi ol ating Section 464.018(1)(h), Florida Statutes, and of
viol ating Rule 64B9-8.005(1), Florida Adm nistrative Code, by
fal sifying enpl oynent and tine records on nultiple occasions; and

That a penalty be inposed consisting of a fine of $1000 and
paynment of costs associated with probation, together with a
reprimand and a three-year suspension of license to be foll owed
by a two-year probation with conditions as deened appropriate by
the Board of Nursing. Reinstatenent of Respondent's license
after the termof the suspension shall require conpliance with
all terns and conditions of the previous Board Order and her
appear ance before the Board to denonstrate her present ability to
engage in the safe practice of nursing, which shall include a
denonstration of at |east three years of docunented conpliance

with the Intervention Project for Nurses.
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DONE AND ENTERED this 29th day of Decenber, 2000, in

Tal | ahassee, Leon County, Florida.

BARBARA J. STARCS

Adm ni strative Law Judge

Di vi sion 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 Cerk of the
Di vision of Adm nistrative Hearings
this 29th day of Decenber, 2000.

ENDNOTE

!/ There was conflicting evidence as to whether the drug test was
performed on the 14th or 15th. The wei ght of the evidence,
including the witten [ab result, shows that the test was
conducted on May 15, 2000.
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WIlliam W Large, Ceneral Counsel
Departnent of Health

4052 Bald Cypress Way, Bin A02
Tal | ahassee, Florida 32399-1701

Dr. Robert G Brooks, Secretary
Departnent of Health

4052 Bal d Cypress Way, Bin AO0O0
Tal | ahassee, Florida 32399-1701

NOTI CE OF RIGHT TO SUBM T EXCEPTI ONS

Al parties have the right to submt witten exceptions within

15 days fromthe date of this recormended order. Any exceptions to
this recormended order should be filed with the agency that w |
issue the final order in this case.
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