BEFORE THE
BOARD OF PHARMACY
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

In the Matter of the Accusation Against:
Case No. 4865
SANSUM CLINIC PHARMACY, INC,;
STEVEN CHARLES COOLEY

317 W. Pueblo St.

Santa Barbara, CA 93105

Pharmacy Permit No. PHY 32685
STEVEN CHARLES COOLEY
429 La Marina .

Santa Barbara, CA 93109

Pharmacist License No. RPH 28548

Respondents.

DECISION AND ORDER
The attached Stipulated Surrender of License and Order is hereby adopted by the Board

of Pharmacy, Department of Consumer Affairs, as its Decision in this matter.
This Decision shall become effective at 5:00 p.m. on June 30, 2017.
It is so ORDERED on May 31, 2017.

BOARD OF PHARMACY
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA-

By

Amy Gutierrez, Pharm.D.
Board President
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XAVIER BECCERA
Attorney General of California
ARMANDO ZAMBRANO

-Supervising Deputy Attorney General

SHERONDA L, EDWARDS
Deputy Attorney General
State Bar No. 225404

. 300 So. Spring Street, Suite 1702

" Los Angeles; CA 90013
Telephone: (213) 897-2537
Facsimile: (213) 897-2804

Attorneys for Complainant

BEFORE THE
BOARD OF PHARMACY -
DEPARTMENT OF CONSUMER AFFAIRS
STATE OF CALIFORNIA

_Pharmacy Permit No. PHY 32685

-429 La Marina

In the Matter of the Accusation Against: ‘Case No. 4865
SANSUM CLINIC PHARMACY, INC,; . |
STEVEN CHARLES COOLEY ‘ .

317 W. Pueblo St. | STIPULATED SURRENDER OF
Santa Barbara, CA 93105 : LICENSE AND ORDER

and

STEVEN CHARLES COOLEY
Santa Barbara, CA 93109
Pharmacist License No. RPH 28548

Respondents.

IT IS HEREBY STIPULATED AND AGREED by and between the parties 'to the above-
entitled proceedings that the following matters are true:
- | PARTIES
1. Virginia Herold (Complainant) is t.he Executive Officer of the Board of Pharmacy.
She brought this action solely in her ofﬁcial capacity and is represented in this matter by Xavier _
Becerra, Attorney General of the State of California, by Sheronda L. Edwards, Deputy Attorney .

General.

Stipulated Surrender of License (Case No. 4365)



SOWN

O O ® 3y W

10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27

. 28.

2. . Sansum Clinic Pharmacy, Inc. and Steven Charles Cooley (Respondents) are

represented in this proceeding by attorney Michael Sandford, whose address is Law Offices of

Michael L. S’ar}dford, 420 East Carrillo Street, Santa Barbara, CA 93101.

3. Onor about February 25, 1986, the Board of Pharmacy issued Pharmacy Permit No.
PHY 32685 to Sansum Clinic Pharmacy, Inc.; Steven Charles Cooley (Respondent). The
Pharmacy Permit was in full force and effect at all times relevant to the charges brought in

Accusation No. 4865 and would have expired on February 1, 2015, but was cancelled on

‘September 13,2014, due to discontinuance of business. .

4. Onor about April 24; 1973, the Board of Pharrriacy issued Pharmacist License

‘Number RPH 28548 to Steven Charles Cooley (Respondents). The Pharmacist License was in

full-force and effect at all times relevant to the charges brought in Accusation No. 4865 and will
expire on May 31,2017, unless renewed. '

JURISDICTION

5. | Accusation No. 4865 was filed before the Board of Pharmacy (Board), Department of
Consumer Affairs, and is currently pending against Respondents. The Accusation and all other
statutorily required documents were properly served on Respondents on June 15, 2015.
Respondents timely filed their Notice of Defense contesting the Accusation. A copy of
Accusation No. 4865 is attached as Exhibit A and incorporated by reference.

ADVISEMENT AND WAIVERS

6.  Respondents have carefully read, fully discussed with counsel, and understand the
charges and allegations in Accusation No. 4865. Respondents also have carefully read, fully
discussed with counsel, and understand the effects of this Stipulated Surrender of License and

Order.

7. Respondents are fully aware of their legal rights in this matter, including the rightto a| -

. hearing on the charges and allegations in the Accusation; the right to confront and cross-examine

the witnesses agamst them; the right to present evidence and to testify on their own behalf; the

right to the issuance of subpoenas to compel the attendance of witnesses and the production of

i

Stipulated Surrender of License (Case No. 4865)
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.Respondents hereby give up the right to contest the Accusation.

v

documents; the right to rec'onsidera‘tion ;md court review of an adverse decision;fand'all other
rights accorded by the California Administrative Procedure Act and other applicable laws.

8. , Respondents voluntarily, knowingly, and intelligently waive and give up each and
every right set forth above.

CULPABILITY
9, iRespondents understand that the charges and allegations in Accusation No. 4865, if

proven ata hearing, constitute cause for imposing discipline upon Pharmacy Permit No. PHY
32685 and Pharmacist License Number RPH 28548.

10. For the purpose of resolving the Accusation without the expense and uncertainty of
further proceedings, Respon&entg agree that, at a hearing, Complainant could establish a factual

basis for the charges in the Accusation and that those charges constitute cause for discipline.

11. Respondents understand that by signing this stipulation they enable the Board to issuel .
an order accepting the surrender of Pharmdcy Permit No. PHY 32685 and Pharmacist License
Number RPH 28548 without further process.

| CONTINGENCY

12." This stipulation shall be subject to approval by the Board of Pharmacy. Respondents
understaﬂd and agree that coﬁnsel for Complainant and the staff of the Board of Pharmacy may
communicate directly with the Board regarding this. stipulation and surrex}der, without notice to_or
participation By Respondents or their counsel. By signir_xg.the stipulation, Respondents
understand and agree that they may not witﬁdraw their agreement or seek to rescind the
stipulation prior to the time the Board considers ‘and acts upon it. If the Board fails to adopt this
stipulatioﬁ as its Decision and Order, the Stipulated Surrender and Disciplinary Order shall be of
no force or effect, except for this paragraph, it shall be inadmissible in any legal action between
the parties, and the Board shall not bé disqualified from further action by having considered this

matter.

i

" Stipulated Surrender of License (Case No. 4865)
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‘thereto, shall have the same force and effect as the origiﬁals.

. Charles Cobley is surrendered and accepted by the Board of Phamaéy.

. was issued, pocket license on or before the effective date of the Decision and Order. -

13. The parties understand and agree .thgt Portable Document, Format (PDF) and facsimile

copies of this Stipulated Surrender of License and Order, including PDF and facsimile signatures

14. This Stipulated Surrender of License and Order is intended by the parties to be an
integrated: writing representing the complete, final, and exclusive embodiment of their agreement.
It supersedes any and all prior or contemporaneous agreements, understandings, discussions,
negotiations, and commitments (written or oral). This Stipulated Surrender of License and Order
may, not be altered, amended, modified, sgbplemented, or otherwise changed except by a V\;riting
executed by an authorized representative of each of the parties.

15. .In consideration of the foregoing admissioné and stipulations, the parties agree that
the Board may, without further notice or formal pro'ceeding,'issue and enter the following Order:

i ORDER |

IT;IS HEREBY ORDERED that Pharmacy Permit No. PHY 32685 issued to Respondent

Sansum Clinic Pharmacy, Inc.; Steven Charles Cooley is surrendered and accepted by the Board

of Pharmécy. Furthermore, Pharmacist License Number RPH 28548 issued to Respondent Steven

1. ° The surrender of Respondents® Pharmacy Permit and Pharmacist License and the
;cicce'IJ;tancz.e by the Board shall constitute the imposition of discipline against Respondenté. This
stipulation constitutes a record of the discipline and shall become a part of Réépondents’ license
history with the Board of Pharmacy.

2. | Réspondent Sansum Clinic Pharmacy, Inc.; Steven Charles Cooley shall lose all
rights and privileges as a pharmacy in California as of the effective date of the Board’s Decision
and Order.

3. Re§pondent Steven Charles Cooley shall lose all rights and privileges as a pharmacist
in California as of the effective date of the Board’s Decision and Order.

A 4. Respéndents s'hall cause to be delivered to the Board the-wall certificates and, if one

~

1

Stipulated Surrender of License (Case No. 4865)
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5. IfRespondents apply for licensure or pétition for réinstatement in the State of
California, the Board shall treat it as a new application for licenspre; Respondents must comply
with all the laws, regulatidns and procedures for licensure in effect at the time the application or
petition is filed, ar_ld all of the charges and allegations contained in Accusation No. 4865 shall be
deemed to be true, coxlrect and admitted by Responden"ts when the Board determines whether to
grant or de;ny the application or petition. |

6. 'Respondenté shall be jointly and severally liable for paying the agency its costs-of

“investigation and enforcement in the amount of $28,846.00, prior to issuance of a new or

reinstated permit or license.

7.  If Respondents should ever apply or reapply fé)r a new license or ceniﬁcatioﬁ, or
petition for reinstatement of a license, by any other health care licensing agency in the State of
California, all of the charges and allegations contained in Accusation, No. 4865 shall be deemed
to be true, corr‘ect, and admitted by Respondents for the purpos'c of any Statement of Issues or any
other proceeding see;king to deny or restrict licensure.

8.. Respondents méy not reapply or petition the Board for reinstatement of a pharmacy

permit or pharmacist license surrendered for three years from the effective date of the Decision

- and Order.

1
i
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Stipulated Surrender of License (Case No. 4865)




1 ACCEPTANCE |
2 I have carefully read the above Stipulated Surrender of License and Order and have fully -
3 || discussed it with my attorney, Michael Sandford. I understand the stipulation and the effect it
4 || will have on my Pharmacy Permit and Pharmacist License. I enter into this Stipulated Surrender
5 || of License and Order voluntarily, knowingly, and intelligently, and agree to be bound by the
6 Decision and Order of the Board of Pharmacy
8 || DATED: 5//3 / /7 ZZ, /4

: “ STEVEN CHARLES COOLEY, as an indiVidual
9 and as authorized agent on behalf of
10 " SANSUM CLINIC PHARMACY, INC,;
Respondents

11 .

12 I have read and fully discussed with Respondents the terms and conditions and othgr

13 matters contained in this Stipulated Surrender of License-and O i

14 || content.

15 || DATED: | /%‘1 7, 2007

L SANDFORD !

16 tto mey for Respondents
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Dated: ;‘/g//.;

LA2013510106 .
Revised Stipulation 042717.docx

ENDORSEMENT

The foregoing Stipulated Surrender of License and Order is hereby respectfully submitted

for consideration by the Board of Pharmacy of the Department of Consumer Affairs.

Respectfully submitted,

XAVIER BECERRA
Attorney General of California
ARMANDO ZAMBRANO

Su isi u

orney General

SHERONDA L. EDWARDS
Deputy Attorney General
Attorneys for Complainant

Stipulated Surrender of License (Case No. 4865)
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Accusation No. 4865
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KAMALA D. HARRIS

Attorney General of California

JAMES M. LEDAXIS

Supervising Deputy Attorney General

NICOLE R. TRAMA
Deputy Attomey General
State Bar No. 263607 .
110 West A Street, Suite 1100
San Diego, CA 92101
Telephone: (619) 645-2143
Facsimile: (619) 645-2061
Attorneys for Compldinant -
BEFORE THE
BOARD OF PHARMACY
DEPARTMENT OF CONSUMER AFFAJRS
STATE OF CALIFORNIA
In the Matter of the Accusation Against: Case No. 4865 l

SANSUM CLINIC PHARMACY, INC.; . - ,
STEVEN CHARLES COOLEY : . )

317 W. Pueblo St. ACCUSATION
Santa Barbara, CA 93105 . -

Pharmacy Permit No. PHY 32685,
andi '

STEVEN CHARLES COOLEY

P.0.Box 31210

Santa Barbara, CA 93130-1210

Pharmacist License No. RPH 28548

Respondents

. Complainajnt alleges:
- PARTIES
1. Virginia Herold (Complainant) brings this Accusation solely iﬁ her official capacity as
the Executive Officer of the Board of Pharmacy, Depgrtment of Consurﬁer Affairs.
| :2. Onor about February 25, 1986, the Board of Pharmacy issued Pharmacy Permit
Numﬁer PHY 32685 to Sansum Clinic PhAarma.cy, Inc.; Steven Cﬁaxles Cooley (Res.pondents). :
The ]E’hau'n:xac‘.yl Permit was n fuﬁ force and effect at all times relevant to the charges brought herein

and expired on Séptember 13, 2014, and has not been renewed.

1 : Accusation
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3. Onor about April 24, 1973, the Board of Phan:naoy issued Pharmacist License
Number RPH 28548 10 Steven Charles Cooley (Respondents). The Pharmacist License was in full
force and effect at afl times relevant to the charges brought herein and will expire on May 31,
2015, n;nless renewed.

o JURISDICTION

4. This Accusation is brought before the Board of Pharmacy (Board), Department of
Consumer Affarrs under the authority of the fo]lowmv laws. All seetlon references are to the
Business and Professrons Code unless otherwise indicated.

5.  This Accusation is brought before the Board under the authority of the following laws.
jAll see‘cion references are to the Business and Professions Code (Code) unless otherwise
indicated.

6.  Section 4011 of the Code provides that the Board shall administer and enforce both
the Pharmacy Law [Bus. & Prof. Code, § 4000 et seq.] and the Uniform Controlled Substances
Act [Health & Safety Code, § 11000 et seq.]. _

7. Sect1on 4300(a). of the- Code provides that every license issued by the Board maybe .
suspended or revoked.

8  Section 4300.1 of the Code states:

. The expiration, cancellation, forfeiture, or suspension of a.board-issued
license by operation of law or by order or decision ofthe board or a court of law,
" theplacement of a license on a retired status, or the. Voluntary surrender of a license
" .by a licensee shall not deprive the board of jurisdiction to commence or pro ceed’
. with any mvestigation of, or action or disciplinary proceeding against, the licensee
or to render a decision suspending or revoking the license.

STATUTORY PROVISIONS

9. Section 4022 of the.Code states:

“Dangerous drug" or "dangerous device" means any drug or device unsafe
for self-use in humans or animals, and includes the following:

(a) Any drug that bears the legend: "Caution: federal law prohibits
dispensing without prescnptron,“ "Rx only," or words of similar import.

. (b) Any device that bears the statement: "Cautior: federal law restricts this
device to sale by or on the order of a ," "Rx ounly,"-or words of similar import,

2 . Accusation
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the blank to be filled in with the designation of the practitioner licensed to use or
order use of the device.

(c) Any other drug or device that by federal or state law can be lawfully
dispensed only on prescription or furnished pursuant to Section 4006.

10.  Section 4040 of the Code states, in pertinent part:

[(b) Notwithstanding subdivision (a), a written order of the prescriber for a
dangerous drug, except for any Schedule II controlled substance, that contains at
least the name and signature of the prescnber the name and address of the patient
in a-manner consistent with paragraph (3) of subdivision (b) of Séction 11164 of -
the Health and Safety Code, the name and quantity of the drug prescribed,
directions for use, and the date of issue may be treated as a prescription by the
dispensing pharmacist as long as any additional information required by subdivision
() is readily refrievable in.the pharmacy. In the event of a conflict between this’
subdivision and Section 11164 of the Health and Safety Code, Sectmn 11164 of the

\ Health and Safety Code shall prevall \

11, Section 4113, subdmsmn (c) of the Code states: “The pharmacist-in-charge shall be
responsible for a pha:macy 8 comphance with all state and federal laws and regulations pertaining
to the practice of phannacy. ‘ '

" 12.  Section 4301 of the Code states:

The board shall take action against any holder of a icense who is guilty of
unprofessional conduct or whose license has been procured by frand or -
mlsrepresentatmn or issued by mistake. Unprofessional conduct shall include, but
is not limited to, any of the following:

- e s (c)-Gross-negligence. e

(d) The clearly excessive ﬁlrnishing' of controlled substances in violation of
subdivision (a) of Section 11153 of the Health and Safety Code.

(i) The violation of ary of the statutes of this state, of any other state, or of
the United States regulating controlled substances and dangerous drugs.

(o) Violating or attemp‘ung to violate, directly or indirectly, or assisting in or
abetting the violation of or conspiring to violate any provision or term of this
chapter or of the applicable federal and state laws and regulations ‘governing

3 ’ Accusation |
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pharmacy, including regulations established by the board or by any other state or
federal regulatory agency. :

13. Section 4306.5 of the Code states:

Unprofessional conduct for a pharmacist may include any of the following:

(a)-Acts or omissions that involve, in whole-or in part, the inappropriate
exercise of his or her education, training, or experience as a pharmacist, whether or
not the act or omission arises in the course of the practice of pharmacy or-the
ownership, management, administration, or operation of a pharmacy or other entity
licensed by the board.

(b) Acts or omissions that iInvolve, m whole or in part, the failure to exercise
or implement his or her best professional judgment or corresponding responsibility
with regand to the dispensing or furnishing of controlled substances, dangerous
drugs, or dangerous devices, or with regard to the provision of services.

(c) Acts or omissions that involve, in whole or in part, the failure to consult
appropriate patient, prescription, and other records pertaining to the performance
of any pharmacy fumction. :

(d) Acts.or omissions that involve, in whole or in part, the failureto fully
maintain and retain appropriate patient-specific information pertaining to the
performance of any pharmacy function. '

14.  Section 4307(a) of the Code states that:

Any person who has been denied a license or whose license has been revoked or
is under suspension, or who-has failed to renew his or her license while-it was under
suspension, or who has been a manager, administrator, owner member, officer,
director, associate, or partner of any partnership, corporation, firm, or association

" whose application for alicense has been denied or revoked, is under suspepsion or has

been placed on probation, and while acting as the manger, administrator, owner,

.member, officer, director, associate, or partner had knowledge or knowingly .
. participated in any conduct for which the license was denied, revoked, suspended, or

placed on probation, shall be prohibited from serving as 2 manger, admimnistrator,

" owner, member, officer, director, associate, or partner of a licensee ag follows:

(1) Where a probationary license is issued or where an existing license is placed
on probation, this prohibition shall remain in effect for a period not to exceed five
years.

(2) Where the license is denied or revoked, the prohibition shall continue until
the license is issued or reinstated.

4 Accusation
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15.  Health and Safety Code section 11153 states in pertinent part;

(a) A prescription for a controlled substance shall only be issued for a
legitimate medica] purpose by an individual practitioner acting in the usual course
of his or her professional practice. The responsibility for the proper prescribing and
dispensing of controlled substances is upon the prescribing practitioner, but a
corresponding responsibility rests with the pharmacist who fills the prescription.

.Except as authorized by this division, the following are not legal prescriptions: (1)
an order purporting to be a prescription which is issued not in the usual course of
professional treatment or in legitimate and authorized research; or (2) an order for
an addict or habitual user of controlled substances, which is issued not in'the course
of professional treatment or as part of an authorized narcotic treatment program,
for the purpose of providing the user with controlled substances, sufficient to keep
him or her comfortable by maintaining customary use.

REGULATORY PROVISIONS:

16. Code of Federal Regulations, title 21, section 1306.04 states in pertinent part:

(a) A prescription for a controlled substance to be effective must be issued for
a legitimate medical purpose by an individual practitioner acting in the usual course

. -of his professional practice. The responsibility for the proper prescribing and

dispensing of controlled substances-is upon the prescribing practitioner, but a
corresponding responsibility rests with the pharmacist who fills the prescription. An
order purporting to be a presctiption issued not in the usual course of professional
treatment or in legitimate and authorized research is not a preseription within the
meaning and intent of section 309 of the Act (21 U.S.C. 829) and the person
knowingly filling $uch a purported prescription, as well as the person issuing it,
shall be subject to the penalties provided for violations of the provisions of law
relating to controlled substances. -

17. Code. of Federal regulations, title 21, section 1306 11 states in paﬁ:

(2) A pharmacist may dispense directly a controlled substance listed in
Schedule 11 that is a prescription drug as determined under section 503 of the Federal
Food, Drug, and Cosmetic Act (21 U.S.C. 353(b)) only pursuant to a written

prescription signed by the practitioner, except as provided in paragraph (d) of this
section. A paper prescription for a Schedule II controlled substance may be

- transmitted by the practitioner or the practitioner's agent to 2 pharmacy via facsimile

equipment, provided that the original manually signed prescription is presented to the
pharmacist for review prior to the actual dispensing of the controlled substance,
except as noted in paragraph (e), (), or (g) of this section. The original prescription
shall be maintained in accordance with §1304.04(h) of this chapter.

5 Accusation
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18. California Code of Regulations, title 16, secfion 1761 states:

(a) No pharmacist shall compound or dispense any prescription which
contains any significant error, omission, irregularity, uncertainty, ambiguity or -
dlteration. Upon receipt of any such prescription, the pharmacist shall contact the
prescriber to obtain the information needed to validate the prescription.

(b) Even after conferring with the prescriber, a pharmacist shall not
compound or dispense a controlled substance prescription where the pharmacist
knows or has gbjective reason to know that said prescription was not issued for a
legitimate medical purpose. :

" COST RECOVERY..
19. Section 125.3 of the Code prol/ides, in pertinent part, that the Board may request the
administrative law judge to direct 2 licentiate found to have committed a violation or violations of

the licensing act to pay a sum not to exceed the reasonable costs of the mnvestigation and '

‘enforcement of the case, with failure of the licentiate to comply subjecting the license to not being |

| renewed or reinstated. If a case settles, recovery of investigation and enforcement costs may be

included in a stipulated settlement,
' DRUGS -

20. Alprazolam, the éenerio name for Xanax, is a Sehedule IV controlled sobstance
pursuant to Health and Safety Code sectlon 11057, subdivision (d)(1), and a dangerous drug
pursuant to Business and Professions Code section 4022,

o 21, Acetarmnophen/codeme isa Schedule ]I controlled substance pu.rsuant to Health and
Safety Code section 11055, subdivision (b),and a dangerous drug pursuant to Busmess and
Professions Code section 4022.

22. * Clonazepam s a Schedule IV controlled substance pursuant to Health and Safety

" Code section 11057, subdivision (d)(7),. and a dangerous drug pursuant to Business and

Professions Code section 4022. It is an anti-anxiety medication in the benzodiazepine fam:ly
23. Fentanyl is the generic name for Duragesic, a Schedule II controlled substance

pursuant to Health and Safety Code section 11055(c)(8), and a dangerous drug pursuant to

Business and Professions Code section 4022.

6 Accusation
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24, Hydrocodone Bitartrate is a Schedule II controlled substance pmsuant to Health and
Safety Code secnon 11055, subdivision (b), and a dangerous drug pursuant to Busmess and
Professions Code section 4022,

25. Hydromorphone is a Schedule I coﬁh:olled .sub‘stance fnursuant to Health and Safety
Code section 11055, subdivision (b), and a dangerous drug pursuant to Business and Professions
Code sectmn 4022 | ‘ .

26. Lorazepam is a Schedule IV controlied substance pursuant to Health and Safety Code
sec‘;mn 11057, subdivision (d)(16), and a dangerous drug pursuant to Busmess and Professions
Code section 4022. . .

27. Methadone HCL is.a Schedule I controlled substance pursuant to Heaith and Safety
Code section 11055, subdivision (e), and a dangerous -drug pursuant to Business and Professions
Code section 4022. .

28. Morphme Sulfate, the generic name for MSContin and Avinza, is a Schedule I
controlled substance as designated by Health and Safety Code section 11055, subdivision
(b)(l)(L), and is a dangerous drug pursuant to Business and Professions Code section 4022.

~29. Opana is a brand name for‘oxqurphone hiydrochloride, is a Schedule II controlled
substance pursuant to Health and Safety Code section 11055, subdivision (b)(1)(N), and a
danger:ous drug pursuant to Business and Professions Code section 4022,

30 Oxycodone the generic name for Oxycontm, Roxxcodone and OxyIR, is a Schedule IT
contro]led substance pursuant to Health and Safety Code section 11055, subdivision (b)(l)(M),
and a dangerous drug pursuant to Business and Professions Code section 4022. '

31. Vicodin, Nerco, and Vicodin ES are brand names for acetaminophen and hydrocodone V
bitertrate, is a-Schedule I controlled éubstqnce pursuant to Health and: Safety 'Code section
11056, subdivision (€)(4), and a dangerous drug pursuant to Bueiness and Professions Code

section 4022.]

! As of October 6, 2014, acetaminophen and hydrocodone bitartrate has been rescheduled
under the Controlled Substance Act as a Schedule IT con‘crolled substance.

7 Accusation
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FACTUAL ALLEGATIONS
32. At all times mentioned herein and since February 25, 1986, Steven Charles CooleyA has

been the Pharmacist-in-Charge (Respondent PIC) of Sansum Clinic Pharmacy, Inc. (Respondent

Pharmacy) located in Santa Barbara, California.

33. In January 2012, the Board initiated an investigation of Respondents after discovering
that Respondents dispensed a Jarge number of controlled substance prescriptions prescribed by Dr.
J. Diaz,” who was arrested by the Drug Enforcement Agency for distributiﬁg controlled substances

without a legitimate medical purpose. Although Dr. Diaz was not a pain management specialist,

" his prescribing habits included numerous large quantities of strong pain, parcotics in combination -

with anti-anxiety drugs. The usual combination inclluded hydromorphone, hydrocodone/APAP,
oxycodone, methadone, fentanyl, Oxycontin, morp};ine sulfate, with alprazolam, clonazepain,
lorazepam, and/or diazepam. ' '

34, Inreviewing CURES’ data, thg mspector discovered that Respondents dispensed one
of the highest volumes of controlled substan;:e prescriptions written by Dr. Diaz (1,840 controlled
substance prescriptions for a total of 269,224 dosage units) despi’{e that Dr. Diaz’s éfﬁce was not |

located in' the large medical building where Respondents practiced pharmacy.*

% Dr. Diaz operated Family Medical Clinic in Santa Barbara, California. His medical license
was revoked by the California Medical Board.in 2012. Dr. Diaz was arrested by the Drug
Enforcement Agency on January 4, 2012 after being linked to eleven drug-related patient deaths
and more than 400 drug-related emergency room visits in a.two year timeframe. Dr. Diaz, who
was known by some patients as the “Candyman” because of his liberal prescribing practices,
prescribed excessive amounts of narcotics to patients, who then filled the prescriptions and sold .
them on the streets or used them. On January 9, 2015, Dr. Diaz plead guilty in federal court to
eleven federal drug trafficking charges for writing prescriptions for powerful painkillers to patients
who were drug addicts. Dr. Diaz admitted that be distributed or dispensed the narcotics “while
acting and intending to act outside the usual course of professional practice and without a
legitimate medical purpose.” C '

3 Controlled Substance Utilization Review and Bvaluation System, CUR.E.S, is a
database that contains over 100 million entries of controlled substance drugs that were dispensed
in California. CURES is part of a program developed by the California Department of Justice,
Bureau of Narcotic Enforcement, which allows access to the Prescription Drug Monitoring
Program (PDMP) system. The PDMP allows pre-registered users including licensed healthcare
prescribers eligible to prescribe controlled substances, pharmacists authorized to dispense

|l controlled substances, law enforcement, and regulatory boards to access patient controlled

substance history information. (hitp://ag.ca.gov/bne/cures.php) -
# The next highest pharmacy, a large chain pharmacy, dispensed 60 prescriptions (total of
3,906 dosage units) written by Dr. Diaz during the same timeframe. .
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35. Many of the patients that Respondents dispensed controlled substance medications to
did.not have a history of obtaining controlled substances to treat a pain or anxiety disorder prior to
seeing Dr. Diaz. However, several of those patients received large doses at the start of freatment
with Dr. Diaz. Respondents did not have access and did not utilize CURES when dispensing
controlled substances.to Dr. Diaz’s patients. Had Respondents utilized CURES, Respondents
would have discovered that many of Dr. Diaz’s paticnté were phanﬁacy and/or doctor shopping. -
Respondents also did not maintain. ﬁlés or notes to monitor patient’s pain com:rol,'excel-at fora
hardcopy of the prescription. ‘

36. Respondents diSpensed excessive controlled substances to Dr, Diaz’s patients and/or
rep eatedly dispensed duplicafe pain therapy to Dr. Diaz’s patients. After Dr. Diaz’s arrest, some
patients had prescriptions filled by' Respondents; bowever, they did ﬁo.t receive the quantity or
therapy duplication they received from Dr. Diaz. Some patients did not fill any prescriptions at

Respondent Pharmacy after Dr. Diaz’s arrest.

37. The following sa sample of patients that Respondents had filled controlled éubstance R

prescriptions without regard of their éongéponding reéponsibility to ensure that controlled
substances are dispensed foa.; a legitimate medical purpose: .

" 38. Patient JA: Patient JA saw fourteen prescribers and obtained various.controlled .
substances from Respondents from Decerdber 17, 2010 to December 20; 2012. "Mar-ly of JA’s pain
medications were prescribed by primary care physician Dr. Diaz. Prior to December 20i0, JA. did
not obtain significant amounts of contrélled substances for treatment of pain. However, once JA' |
started treatment with Dr. Diaz, JA received large starting doses of pain medicéﬁor;, including
Fentanyl 75 meg, hydromorphone 8 mg and -Oxycontﬁ 40 mg. JA had multiple addresses.’ JA
only had prescriptions dispensed at Respondent Pharmacy,

39. Between December 2010 to October.2012, Respondents repeatedly disi)ensed to JA

- excessive narcotics and duplicate pain therapy which included Fen’ganyl, hydromorphone,

Oxyeontin, oXycodone, and morphine sulfate. For example, on December 29, 2011, Respondents

5 The address on JA’s patient profile did not match the address on Respondents’
prescription backers; in fact, there were at least three separate addresses for JA.
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dispensed six narcotic pain medications, including fentanyl, hydromorphone HCL, mnrphine
sulfate, oxycodone .H.CL, Oxycontin 40 mg and _Oxycontin 80 mg, to JA on the same day.

40.  In addition, Respondents dispensed early. refills of controlled substance
prescriptions to JA as follows:

a. OnJ apuary 6, 2011 (and ten days early), Résponden’cs dispensed 15 doses of
Fentanyl 75 meg to JA, even though JA had received a thjrty day supniy of Fentanyl 75 mg from
Respondenis on December 17, 2010, just twenty days prior. |

b. On October 10, 2011 (and five days early), Respondents dlspensed 1o JA, 15 doses
of Fentanyl 75 mcg, 120 tablets of hydromorphone, 90 tablets of Oxycontin 40 mg and 90 tablets |
of Oxycontin 80 mg, even though JA had received a thlrty day supply of all four of these

medications from Respondents on September 15, 201 1, just twenty-five days prior.

c. On November 2, 2011 (and seven days early), Respondents dispensed 90 tablets of
Oxycontin 40 mg to JA, even though JA had received a thirty day supply of Oxygontin 40 mg from
Réspondents on October 10, 2011, just twenty-three dsys prior.

d. On November :75, 2011 (and six days early), Resnondents dispensed 90 tablets of
Oxycontin 80 mg to JA, even tnough JA had received a thirty day supply of Oxycontin 80 mg from
Respondents on October 11, 2011, just twenty-four days prior. .

e. ' OnDecember 29, 2011 (and-seven days early), Respondents dispensed 15 doses of
Fentanyl 75-mog to JA, even though JA had received a thirty day supply of Fentanyl from

' Respondents on December 6, 2011, just twenty—three days prior.

£ On Septemmber 21, 2012 (and ﬁve days early), Respondents dlspensed 15 doses of |
Fentanyl 100 mcg (45 day supply) to JA, even though JA had received a thirty day supply of

Fentanyl from Respondents on August 27, 2012, Just twenty-five days pnor On October 25,

2012, (and eleven days early), Respondents dlspensed another 15 doses Fentanyl 100 mcg to JA
41. Patient TA: Between January 24, 2009 and December 14, 2012, patient TA saw

five prescribers and traveled to ten pharmacies to o'ntéin controlled.substances. Patient TA’s

address was in Santa Maria and he filled prescriptions for controlled substances at multiple

pharmacies, including Respondent Pharmacy, in Santa Maria, Lake Elsinore, Santa Barbara and
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Goleta. TA travelled to Santa Maria, Santa Barbara and Goleta to see his prescribers. Although
TA saw a pain specialist, TA received most of his pain medications from Dr. Diaz, his primary care
physician. Priqr to June 2009, TA did not obtain a significant amount of controlled substances for
treatment of pain. However, beginning in June 2009, JA began receiving large doses of pain
medication from Dr. Diaz, including Opana ER 40 mg and-Oxycontin 80 mg. TA was also givena
large starting dose of amuety mechcatlon dlazepam 10 mg,-even thoucrh e d1d not have any
s1gmﬁca;ut anxiety history pnor to Juoe 2009.

42.  From June 2009 to March 2012, Respondents repeatedly dispensed to TA
gxcessive narcotics and duplicate pain therapy Whmh included Fentanyl, hydromorphone
Qxycontm, oxycodone and Opana ER. For example, durmg atwo-day tnneﬁrame between July 5
and 6, 2011, Respondents dzsp ensed four narcotic pain medications to TA mcludmg Oxycodone
HCL, hydromorphone HCL, morphine sulfate and Opana.

43.  In addition, Respondents dispensed early refills of controlled substance
prescriptions to TA as follows:

a. On-April 11, 2011 (and five days early), Respondents 'disﬁensed Opana ER 40 mg to
TA, even though TA received a thirty day supply of Opana ER from Résﬁondents on March 17,
2011, just twenty-five days prior. ' ‘

b. On October 21, 2011 (and five days earlyj, Respondents dispensed Opana ER 40 mg to
TA, even thougil TA received a thirty day supply of Opana ER from _R_espoﬁdents on September
26,2011, just twenty-five days prior. |

44.  Patient GC: Patient GC saw nine prescribers and travelled to four pharmacies
from January 2009 to Dec'ember‘2_012. Respondents dispensed multiple prescriptions for
Lorazepam to GC that were Writteﬁ by several prescribers, including Dr. Diaz. From March 2009

to December 2011 Respondents repeatedly dispensed to GC excessive parcotics and duphcate

pain therapy which included hydrocodone/acetaminophen, Opana ER (vanous strengths),

hydromorphone (various strengths), methadone and oxycodone/acetaminophen. For example,

beth;eﬁ June 18 and 25, 2010, Respondents dispensed four narcotic pain medications, including
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one prescription for APAP/Hydrocodone Bitartrate 325 mg/10 mg, one prescription for
APAP/oxycodone, one prescription for hyromorphone HCL, and one prescription for Opana.

45, In addit‘ion,. Raspondedts dispensed early refills of controlled substance
prescriptions to GC as follows:

a. On May 5, 2009 (and ten days early), Resp &mdehts dispensed 60 tablets of oxyco‘done
40 mg to GC even thoucrh GC had recewed a thlrty day supply of oxycodone from Respondents on
April 15, 2009, just twenty, days prior. '

b. On June 22, 2009 (and eight days early) Respondents dispensed 100 tablets of
hydxomorphone 8 mg to GC, even though GC had received 25 day supply of hydromorphone 8 mg
from Respondents on June 5, 2009 just seventeen days pnor

c. On September 17, 2009 (and nine days early), Respoﬁdents dispensed. 180 talblets of
hydrocodone/acetammophen 10/325 mg to GC, even though GC had received a thirty day. supply
of hydrocodonc/acetmmphen 10/325 from Respondents on August 27 2009 just twenty—one
days prior.

d. On January 22, 2010 (and five days early), Respondents dispensed 120 tablets of
Hydrocodone/acetaminophep 10/325 mg to GC, even though GC had received a thirty day supply
of hydrocodone/acetaminophen 10/325 from Respondeﬁts onADecamber 28, 2009, just ‘gwanfy~ﬁve
days prior. . .

& On August 19,2010 (and six days early), ReSpondents dlspensed 180 tablets of
hyd:omorphone 8 mg to GC, even though GC had recelved a thirty day supply of hydromorphone
8 mg on July 26, 2010 from Respondents, just twenty-four days prior.

f On August 26, 2010 (and eight days early), Respondeuts d1spensed 150 tablets of
hydromorphone 8 g to GC, even though GC had received a fifteen day supply of hydromorphone
8 mg from Respondents on August 19; 2010, just seven days prior.

. On May 12, 2011 (and seven days early), Respondeuts dispensed 60 tablets of Opana _
ER 40 mg to GC, even though GC had received a thirty day supply of Opana ER 40 mg from
Réspondénts on Apr'il 19, 2011, just twanty-thxee days prior.
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46,  Patient AC: Patient AC saw three prescribers, i;ﬁchiding Dr. Diai, and travelled
to six pharmacies from February 15, 2010 to October 8, 2012. AC had no history of filling |
prescriptions for the treatment of pain or anxiety from February 2009 to February 15, 2010.
However, begiming in or around February 2010, AC began receiving prescriptioné for large
quantities of pain medications and was given a lafge starting dose of an anxiety medication,
diazepam 10 mg. From April 2010 to Dccem‘peir 2011, Respondents repeatedly dispensed to AC
duplicate péin therapy which included morphine sulfate (\-ra;.io'u's sﬁenéths), oxycodone (vérioﬁs

str.engﬂis) and hydromorphone 8 mg,. all at the same time. For example, between December 6 and

{| 9,2011, Respondents dispensed to AC one prescription for morphine sulfate and two prescriptions

for Oxycodone HGL 30 mg.

'47.  In addition, RBSpondénts dispensed early feﬁlls of c'_:ontro]led s&bstan,ce |
prescriptions to AC as follows: - ' .

a. OnMay 25, 2010 (and ﬁ\(e days éarly), Respondents dispensed 90 tablets of morphine
sulfate 30 mg and 140 tablets of oxyco.done 30 mg to AC, even though AC had received 90 tablets
“of rﬁo:phipe sulfate 30. mg (thirty day supply) and 120 tablets of oxycodone 30 mg (thirty day
supply) from Respondentspﬁ April 30; 2010, just twenty-five days prior. | '

b. On June 11, 2010 (and seven days early), Respoﬁdents dispensed 140 tablets of
oxycédéne 30 mg to AC, even though AC had received 140 tablets of oxycodoné 30 mg (twenty-
four day supply) from Réspondents on May 235, 2010, just seventeen days prior. : ' |

" ¢. On June 30, 2010 (and five days early), Respondents dispensed'140 tablets of

four aay supply) from Respondents on June 11, 2010, just nineteen days prior.

d. On August 1'1, 2010 (and five days early), Respondents. dispensed 140 tablets of
oxycodone 30 mg to AC, even though AC had received 140 tablets of oxyc;)déne 30mg (twenty-‘
four day supply) from; Respondents on July 23, 2010, just nineteen days prior.

e. On November 16, 2010 (and eight days early) Respondents dispensed 210 t’ablets of
oxycodone 30 mg to AC, even thciugh'AC had received 180 tablets of oxycodone 30 mg (tﬁj;cty

day supply) from Respondents on October 25, 2010, just twenty-two days prior.

13 - Accusation
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48. Respondents also dispensed RX Nos. 2279777 for Oxycoaone HCL 30 ﬁlg and
2279778 for Morphine ‘Sulfate 30 mg on January 6, 201 l; oneyear after the date of the
prescriptions (January 6, 2010). | .'

49, PatientEF; Patient EF saw five prescribers, including Dr. Diaz, and travelled to
cight pharmacies from January 2, 2010 to December 27, 2012. EF’S address was in Santa
Barbara; however, she saw prescnbers in Santa Barbara, San Franc1sco Goleta, and Ar]moton,

Texas and obtained controlled substances from various pharmames mcludmcr Respondent

Pharmacy, in Santa Barbara, Oxnard, and Goleta. EF had no history of taking controlled
substances for pain from February 2009 to December 2010 and no history of taking controlled

substances for anxiety prior to March 2011. However, EF was prescribed large starting doses of

pain medication inchiding methadone 10 mg and hydrocodone/APAP 10/325 mg and a large

: stafting dose of anxiety medication, alprazolam 2 mg. From December 2010 to December 2012,-

ResPOpdénts repeatedly dispensed to EF duplicate pain therapy which included methadone 10 mg
and APAP/hyd.rocodone 10/325 at the same time. | ‘

50. In addition, Respoudents dispensed early refills of controlled substance
prescriptions to EF as follows: .

a. On February 4, 2011 (and six days early), Respondents dispensed 300 tablets of '
methadone HCL 10 mg to EF, even though EF had received 300 tablets of methadone HCL 10 mg |
(thirty day supply) from Respondents on January 11, 2011, Just twenty-four days prior.

~ b. On February 25,2011 (and seven days early), Respondents dispensed 300 tableté of
APAP/Hydrocodone bitartrate 325/10 to EF, even though EF had received 300 tablets of
APAP/Hydrocodone bitartrate 325/10 (thirty day supply) from Respondents on February 3, 201 1,
just twenty-two days pribr. '

c. On February 25, 2011 (and eight days early), Respondents dispensed 300 tablets of '
methadone HCL 10 mg to EF, even though EF had received 300 tabléts of meth.adope HCL 10 mg
(thirty day supply) from Respondents on February 4, 2011, just twenty-one days prior.

d. OnMarch 7, 2012 (and sixteen days early), Respondents dispensed' 85 tablets of
APAP/Hydrocodone bitartrate 325/10 to EF, even though EF had received 115 tablets of
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A.PAP/Hydrocodone bitartrate 325/10 (twenty-three day supply) ﬁ‘om Respondents on February
28, 2012, just seven days prior.

e. On March 7, 2012 (and fifteen days early), Respondents d]Spensed 115 tablets of
methadone HCL 10 mg to EF, even though EF had received 175 tablets of methadone HCL 10 mg
(twenty-two déy supply) from Respondents on February 28, 2012, just seven days prior..

- £ OnMarch 20, ?012 (gnd nine'd”ays early), Respondents dispensed 180 tablets of
A.PAP/Hydrogodone bitartrate 325/10 to EF, eve1.1 though EF had Iegceivéd 85 tablets of
APAP/HydIocodone' 'pitartrate 325/10 (twenty-two day supply) from Respondents on March 7,
2012, just thirte;en days prior. |

g. Or April 18,2012 (and sixjeen days early), Respondents dispensed 180 tablets. éf
APAP/Hydrocodone bitartrate 325/10 to EF, even though EF had received 180 tablets of
APAP/Hydrocodone bitartrate 325/ 10 (forty-five day supply) from Respondents on March 20
20 12 Jjust twenty—nme days prior,

k. On November 30, 2012 (and ﬁve days early), Respondents dispensed 180 tablets of
APAP/Hydrocodone bitartrate 325/10 to EF, even though EF had received 180 tablets of
APAP/Hydrocodone bitartrate 325/10 (thirty day supply) from Respondents on November 5,
2012, just twenty-five days prior.

51. Respondents also dlspensed RX Nos 4564985 and 2279220 on December 16, 2010,
eventhough the prescnptlon written by Dr. D1az was mlssmg pertinent information, the
prescribing date.

- 52, Patient CF: Patient CF saw seven prescribers, including Dr. Diaz, and travelled
fo seven phannacieslfrom January 5, 2009 to J anuéry 14, 2013. CF saw prescribers in Santa

Barbara and Santa Maria and obtained controlled substances from pharmacies, including

Respondent Pharlmaoy,A in Santa Barbara and Carpentaria.

. 53.  From January 2009 to December 2011, Respondents repeatedly dispensed to CF
excessive pain narcotics and dup]icate therapy which included acetaminophen (AP)/codeine ’
300mg/60mg, hydromerphone 8 mg, methadone 10 mg, lorazepam (various strengths),

clonazepam (various strengths), alprazolam, morphine sulfate 30 mg, acetaminophen/oxycodone
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325mg{ 10 mg, and oxychone 30 mg. For example, on May 20, 2010, Respondents dispensed to
CF a total of five controlled substances (Alprazolam; Hydromorphone HCL, Methadone HCL,
Morphine Sulfate and Oxycodone HCL), four of which were narcotic pain medicat.ions.

54,  In addition, Respondents dispensed early reﬁﬂs of controlled substance

prescriptions to CF as follows:

a. On Mgrch 2, 2.(')09.('ar.1d seven days early), Respondents dispensed 186 tablets of

acetaminophen/codeine 300/60 mg to Patient CF, even though CF had fecei%zed 186 taﬁlets'(ﬂlil;ty- 4

one day supply) of acetaminophen/codeine 300/60 mg from Respondenté on February 6, 2009, just
twenty-four days prior.

b.  On April 23, 2009 (and sex.zen days early), Respondents dispensed 186 tablets of
a’cetauﬁnopheﬁ/godeine 300/60 mg to Patient CF, even though CF had received 1v86 tablets (thirty-

.one day supply) of acetaminophen/codeine 300/60 mg from Respondents on Maréh 30, 2009, just |.

twenty-four days prior. ‘

¢.  On September 8, 2009 (and twelve days early), Respondents dispenséd 120 tablets of
acetaminophen/godeine 300/60 mg to Patient CF, even though CF had received 120 tablets
(twenty day sup.ply) of acetaminophen/codeine 300/60 mg from Respondents on September 1,
2009, just.eight days prior. ' '

d. Cn December 15, 2009 (and 5 days early), Respondents dispensed 180 tablets of

. acetaminophen/codeine 300/60 mg to Patient CF, even though CF had received 120 tablets

(twenty day supply) of acetaminophen/codeine 300/60'mg fro;n Respondents on November 30,
2009, just fifteen days prior. ‘
e.  On December 28,'2010 (and nine days early), Respondents dispensed 100 tablets of

" alprazolam 2 mg to Patient CF, even though CF had received 60 tablets (thirty day supply) of

alprazelam from Respondents on December 7, 2010, just twenty-one dgys prior,
£ OnJanuary 20, 2011 (and six days early), Respondents dispensed 90 tablets of
lorazepam 1 mg to Patient CF, even though CF had received 90 tablets (thirty day supply) of

lorazepam 1 mg from Respondents on Decepber 27, 2010, just twenty-four days prior.

16 ' . Accusation
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g. On Jamuary 25, 2011 (and eight days early), Respondents dispensed 190 tablets of
methadone HCL 10 mg to Patient CF, even though CF had received 120 tablets of methadone
HCL (thirty day supply) from Respondents on Iannary 3, 2011, just twenty-two days prior. |

h.  OnMay9, 2011 (and nine days early), Respondents dispensed 120 tablets of -
acetaminophen/codeine 300/60 mg to Patient CF, even though CF had received 120 tablets (thirty
day supply) of aoe?agminophen/codeine 300/60 mg from Respondents on April 18, 2011, just |
twenty-one days prior. ' | . . . V

i" On May 30,2011 (and nine days early), Respondents dispensed 120 tablets of
acetaminophexn/codeine 300/60 mg to Patxent CF, even though CF had received 120 tablets (thn'ty
day supply) of acetaminophen/codeine 300/60 mg ﬁ"orp Respondents on May 9, 2011, just twenty-
one days prior. ' .

j. OnlJune 17 2011 (and twelve days early) Respondents dJspensed 120 tablets of
acetaminophen/codeine 300/60 mg to Patient CF, even though CF had received 120 tablets (thirty
day supply) of acetarrdnophen/codéine 300/60 mg from Respondents on May 30, 2011, just
eighteen days prior. ' |

k. bn July 11,2011 (and six days early), Respondents dispens_ed 120 tablets of
acetaminophern/codeine 300/60 mg‘ to Patient CF, even though CF had received 120 tablets (thirty
day supply) of acetaminophen/codeine 300/60 mg from Respondents on June 17, 2011, jnst
twenty-four days prior, | o .

l°  On October 18, 2011 (and seven days early), Respondents dlspensed 100 tablets of ,
~alprazola.r..n 2 mg to Patient CF, even thought CF had received 100 tablets (twenty-ﬁve day supply)
of alprazolam 2 mg from Respondents on September 30, 2011, just eighteen days prior. ’

m. ‘ On October 28, 2011 (and five days early), Respondents dispensed 120 tablets of
acetammophen/co deine 300/60 mg to Patient CF, even though CF had received 120 tablets (thirty
day supply) of acetaminophew/codeine 300/60 mg from Respondents on October 3, 2011, just
twenty -five days prior. .

n.  OnNovember 18,2011 (and nine days early) Respondents dispensed 120 tablets of
acetaminophen/codeine 300/60 mg to Patient CF, even though CF had received 120 tablets of

17 Accusation




PRSI |

10
11

12

13
14
15
16
17
18
19
20
21
2

23

24

25

26
27

- 28

O 0o ~) N W H w |38

acetaminophen/codeine 300/60 mg from Respondents on October 28, 2011, just twenty-one days
prior. |

"o0. On December 13, 2011 (and five days early), Responderits dispensed 90 tablets of
lorazepam 1 mg to Patient CF, even though CF had received 90 tablets (a thlrty day supply) of
Jorazepam 1 mg from Respondents on November 18, 2011, Just twenty five days prior.

55. ‘Patient CH: Patient CH saw elcrht prescnbers and travelled to ﬁfteen pharmacles

 from November 20, 2009 to January 9, 2013. CH’s address was mLos Angeles yet CI-I travelled

great distances to see Dr. Diaz and to have prescriptions filled at Respondent Pharmacy. CH also
saw prescribers in Rowland Heights, Sherman Oaks, Santa Barbara, Encmo, Ventura, West Hﬂls
Newbury Park and Woodland Hills and obtamed controlled substances from phannac1es n
Ventura, Los Angeles, Santa Barbara, Sacramento, Oxnard, Encmo, and Sherman Oaks. From
Novembe‘r 2009 to January 2011, CH did not obtain a significant number of controlled substances
to treat pain or anxiety disorders.' HoWever, once CH began to see Dr. Diaz, CH was prescribed
excessive amounts of narcotics. Respondents dispensed excessive amounts ol‘ controlled
substances to CH but did not know CH’s diagnosis. -

56.  From January 2011 to Deéember 2011, Respondents repeatedly dispensed to CH .
excessive duplicate pain therapy which included alprazolam, clonazepam, methadone, Inoipbjne
sulfate, APAP/Hyd:ocodone bitartrate and oxycodone, For example, on January 13,2011,
Respondents dispensed to, CH two anmety controlled substances (alprazolam and clonazepam) and
three pain narcotics (methadone HCL, morphine sulfate, and oxycodone HCL), all on the same
day. .

57.  In addition, Respondents dispensed early refills of controlled substance

prescriptions to CH as follows:

a.  OnFebruary 7, 2011 (and five days early), Respondents dispensed 120 tablets of
alprazolam 2 mg and 60 tablets of morphine sulfate 100 mg to Patient CH even though CH had
recewed a thirty day supply of alp1azolam and morphine sulfate from Respondents on hj anuary 13,
2011, just twenty-five days prior.
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' twenty-one days prior.

'hydromorphone HCL morphine sulfate, Opana, and Oxycodone HCL, all on the same day.

hydromorphone HCL 8 mg to patient ML, even though ML had received a thirty-eight day supply

. 90 tablets of morphine sulfate and 60 tablets of Opana to patient ML, even though ML had

b.. Onm March 14, 2011 (and nine days early), Respondents dispensed 240 tablets of
APAP/hydrocodone b1tartrate 325/10 mg to Patient CH, even though CH had recewed a thirty day

supply of APAP/hydrocodone bitartrate 325/10 mg from Respondents on February 21, 2011, just

c. On December 9, 2011 (and five days early), Respondents dispensed 120 tablets of
alprazolam 2 mg and 2{10 tablets of APAP/herocodone bitartrate 325/10 to Patient CH, even
though CH had received a thirty day supply of alpra'zolam ana‘APAP/nvyarocodone bitartrate .
325/10 from Respondents on November 14; 2011, just twenty-five days prior.

58.  Patient ML: Patient ML saw six prescnbers and travelled to six pharmacies from
January 2009 to January 2013. ML’s address was in Ventura, yet she saw prescriners, including
Dr. Diaz, in ‘Santa Barbara, Monterey, Véntura, Bakersﬁeld and Santa Paula and .obtained
eontrelled snbs‘cances from pharmacies in Santa Paula, Santa Barbara; and Oxnard. During the
time that ML obtained controlled substances from Respondents, ML Wes prescribed multiple
narconcs by Dr. Diaz and travelled to numerous pharmacies to obtam them. Although
Respondents repeatedly dlspensed narcotics 10 ML Respondents d1d not know the dlagnosm of
ML’s pain. ' | . '

59.  From March 2000 to December 2011, Respondents repeatedly dispensed to ML
excessive duplicate nain therapy 'which included APAP/hydIOCOdone'bitartra;e, morphine sulfate, .
fenfanyl,- hydromorphone, oxycodone, and Opana, For example, on January 7, 2011, Responglents

dispensed six pain narcotics to ML inchading APAP/hydrocodone bitartrate, fentanyl,
60. In addition, Respondents dispensed early refills of controlled substance
prescriptions to ML as follows:

a.  On October 14, 2010 (and ten days early), Respondents dispensed 280 tablets of

of hydromorphone HCL 8 mg on Septembef 16, 2016, just twenty-eight days prior.
‘b, On April 29,2011 (and five days early), Respondents dispensed-15 doses of Fentanyl,
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received a thirty day supply of all three of these medications on April 4, 2011, just twenty-five -
days prif)r. ‘ '

c.  OnOctober 24,2011 (and five days early), Respondents dispensed 15 doses of
fentanyl; 240 tablets of hydromorphone, and 90 ‘tablets of Opana to patient ML, even though ML
had received a thirty day supply of all fhree of these medications on September 29, 201 1, just
twenty-five days prior.

d.  OnNovember 18,2011 (and five days early), Respondents dispensed 90 tablets of

‘hydromorphone and 60 tablets of Opana to patient ML, even thought ML had received a thirty day

supply of these medications on October 24, 2011, just twenty-five days prior.

\ e. OnNovember2l, 2011 (and 5 days early), Respondents dispensed 60 tablets of
morphine sulfate to patient ML, even though ML had received a thirty-day supply of morphine
sulfate from Respondents on October 27, 2011, just twenty-five days prior.

61.  Patient PP: Patient PP saw six prescribers, including Dr. Diaz, and travelledto
twelve pharmacies, including Respondent Pharmacy, from J anuary.2009 to January 2013. PP’s
addres§ was in Goleta; however, she traveled to Santa Barbara, Santa Maria, and Buﬂéton to
obtain comroile.d substan;:es. During the time that PP obtained controlled substances from
Respondsnts, shg also obtained excessive amounts of pain and anxiety medications .prescrfbed by
Dr. Dia.z from several other pharmaéies. On multiple occasions, Respondents dispensed thirty day
supplies (240 tablets) of h);drqc,odone/APAP 10/500, which is the maximum dose (4000 mg or 4
grams) of acetarninophen per day. Respondent PIC did not know PP’s diagnosis when he
dispensed narcotics to her. | _ _

62.  From Jamuary 2009 to December 2012, Respondents repeatedly dispensed to PP
é;xcessive narcotics and duplicate therapy which included APAP/hydrooodone bitartrate? morphine
sulfate, oxycodone, Oxycontin, hydro codone bitartrate/Ibuprofen, fentanyl, diazepam, Aclonazepam,
alprazolam, Jorazepam, oxycodone, Percodan, and hydromorphone. For example, in an
approximately two week timeframe from November 10 to November 28, 2011, Respondents . .

dispen;sed eight pain narcotics (with six dispensed in one day on November 17, 2011) including

-AP AP/Hydrocodone, endodan, fentanyl, hydromorphone HCL, morphine sulfate, oxycodone
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HQL, oxycontin, and hydrocodone/ITbuprofen. In another example, Respondents dispensed ten '~
controlled substances, (two of which wefe anxiety medications and eight of which were pain
narcotics) in December 20141 to PP.

63. In addition, Resporndents dispensed early refills of controlled substance

prescriptions to PP as follows:

“a. OnApril 24, 2009 (and five days early) Respondents d1spensed 240 tablets of

:oxycodone HCL 30 mg to patient PP, even though PP had received a thirty day supply of

oxycodone HCL from Respondents on March 30, 2009, just twenty-five days prior.

b.  On April 29, 2009 (and seven days early), Respondents dispeﬁsed 120 tablets of
morphine sulfate 100 mg to patient PP, even though PP had received a thirty .day supply ?f
morphine sulfate 100 mg ﬁ'om Respondents on April 6, 2009, just twenty-three days prior.

¢.  On October .1, 2009 (and eight days early), Respondents dispensed 240 tablets of
APAP/hydrocodone bitartrate 500/10.mg to patient PP, even though PP had received a thirty day
supply of this medication from Respondents on September 9, 2009, just twenty-two days prior.

d On November 19, 2009 (and six days early), Respondents dispensed 120 tablets of MS
Contin, 240 tablets of oxycodone HCL, and 120 tablets of Oxycontin 80 mg to patient PP, even
thouOh PP had received thirty day supplies of all three of these drugs from Respondents on.

'October 26, 2009, just twenty-four days prior.

e. OnJamuary 7, 2010 (and eight days early), Respondents dispensed 120 tablets of MS
Contin, 240 tablets of oxycodone HCL, and 120 tablets of Oxycontin 80 mg to patient PP, even

. thotigh PP had received thirty day supplies of all three of these drugs from Respondents on

December 16, 2009, just twenty-two days prior.

f  On February 18, 2010 (and six days early), Respondents d1spensed 240 tablets of -
AP AP/hydrocodone bitartrate 500/10 mg to patient PP, even though PP had received a thirty day
supply of thls medication from Respondents on J anual"y 25, 2010, just twenty-four days prior.

g On February 22, 2010 (and six days early), Respondents dispensed 60 tablets of

alprazolam to patient PP, even though PP had received a thirty day supply of this med_ication from

Respondents on January 29, 2010, just twenty-four days prior.
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h.  OnApril 22, 2010 (and 7 days early), Respondents dispensed 120 tablets of Oxycontin
80 mg and 120 tablets of Morphine Sulfate to patient PP, even though PP received a thirty day
supply of these drugs from Respondents on March 30, 2010, jest twenty-three days prior.

i On May 17, 2010 (and five days early), Respondents dispensed 120 tablets of
morphine sulfate and 120 tablets of Oxycontin 80 mg to patient PP, even though PP received a
thirty day supply of these Fl;ggs .fross'_lﬁespondents on April 22, 2010, just twenty-five days prior. |

j- On Tune 10, 201 0 (and six days early), Respondents disbensed 120 tablets of morplii"ne.
su]fete and 120 tablets of Oxycontin 80 mg to patient PP, even though PP received a thirty day
supf)ly of these drugs from Respondents on Méy 17, 2010, just twenty-four days prior.
| k. On Jqu‘l, 2010 (and six days early), Respondents dispensed 240 tablets of
hydrocodone bitartrate/Tbuprofen 7.5/200 to patient PP, even though PP received a thirty day
supply of this' meslication from Respondents on June 7, 2010, just twenty-four days prior.

- L On August 13, 2010 (twelve days eaﬂy) Respondents dispensed 120 tablets of MS
Contm 100 mg and 180 tablets of oxycodone HCL 15 mg to patient PP, even though PP received
a thirty-day supply of these drugs from Respondents on July 26, 2010, just eighteen days prior.

m. OnAugust 18, 2010 (and seven days early), Respondents dispensed Oxycontin §0 mg
and hydrocodone bitartrate/Tbuprofen 7.5/200 to patient PP, even though PP received a thirty day
supply of these medications from Respondents on July 26, 2010, just twensy—three days prior.

_.n. OnSeptember 7, 2010 (and ten days early), Res;mndents dispensed 240 tablets of
APAP/hydrocodone 500/10 mg to patient PP, even though PP received a thirty-six day supply of
this drug from Respondents on August 12, 2010, _]L‘lSt twen‘cy-sm days prior.

0. OnOctober 4, 2010 (and six days early), Respondents chspensed 120 tablets of MS
Contin-100 mg to patient PP even though PP received a thirty day supply of MS Contm 100 mg
on September 10, 2010, just twenty-four days prior.

p.  OnOctober 8, 2010 (and six days early), Respondents dispensed 240 tablets of .
hydrocodone bitartrate/Tbuprofen 7.5/200 to patient PP, even though PP received a thirty day
supply of this drug on September 14, 2010, just twenty-four days prior.
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g OnOciober 27, 2010 (and seven days early), Respondents dispensed 120 tablets of
MS Contin 100 mg and‘120 tablets of Oxycontin 80 mg to -;t)atient PP, even thottgh PP receiVed‘a
thirty day supply of these drugs on October 4, 2010, just twenty-three days pﬁor,

I. On Novcﬁber 18, 2010 (and eight days early), Respondents dispensed 120 tablets of
MS Contin 100 mg and 120 tablets of Oxycontin 80 tng to patient PP, even though PP received a
t]_nrty glg.y suggly of these dt'ugs on Qctobct 27,_ 20t0,__ just twenty-two days prior.

s.  OnDecember 1‘3, 2010 (and five days eatly), Respondents dispensed 120 tabtets o{
MS Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient PP, even though PP rece1ved a
thirty day supply of these drugs on November 18, 2010, just twenty-five days prior.

,t. On December 28, 2010 (and five days early), Respondents dispensed 240 tablets of

hydrocodone bitartrate/Touprofen 7.5/200 to patient PP, even though PP received a thirty day

supply of this drug from Respondents on Decernber 3, 2010, just twenty-five days prior.

. On January 5,2011 (and seven days éarly)' Respondents dispensed 120 tablets of )
morphme sulfate 100 mg and 120 tablets of Oxycontm 80 mg to patient PP, even though PP
received a thirty day supply of these drugs from Respondents on December 13, 2010, just twenty-
three days prior.

v.  OnFebruary 18, 2011 (and five days early), ResPOtldents dispensed 120 tablets
hydrocodone bitartrate/Ibuprofen 7.5/2‘00 to patient PP, even though PP received a thirty day
supply ofthis drug from Respondents on January 24, 2011, just tyvsnty-ﬁve days priot.

w. OnApril 7,2011 (and thirteen days early), Respondents dispensed 120 tablets of
Oxycontin 80 mg to patient PP, even though PP received a thirty day supply of Oxycontin 80 mg
from Respondents on March 21, 2011, Just seventeen days prior. .

x.  OnMay9,2011 (and five days early), Respondents d1spensed morphme sulfate 100
mg to patient PP, even though PP received a thirty day supply of morphine sulfate 100 mg on
April 14, 2011, just twenty-five days prior.

yl On May 11, 2011 (and seven days early), Requndehts dispensed 240 tablets
hydrocodone bitartrate/Touprofen 7.5/200 to patient PP, even though PP recsived a thirty day
supply of this drug from Respondents on April 18, 2011, just twenty-three days prior. ‘
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Z.  OnMay 25, 2011 (and seven days early), Respondents dispensed 240 tablets of
APAP/nydrocedone 500/ _1‘0 mg to patient PP, even though PP received a thirty day supply of this |
drug from Respendents on May 2, 2011, just tWeuty-th.ree days prior.

aa. On May 26, 201 1'(@1 thirteen days early), Respondents dispensed 1;20 -téblets of
morphjne sulfate .1 00 mg to patient PP, even though PP received a thirty day supply of morphine
sulfate 100 mg on May 9, 2011, jns_t seventeen days prior. -

bb. OnMay 27,2011 (and seven days early), Respondents dispensed léO ;Lal.Jle.ts of
Oxycontin 80 mg to p'atien't PP, even though PP received a thirty day supply of Oxycontin 80 mg
from Respondents on May 2, 2011, just twenty-three days ’prior-..

cc.  OnJune 20,2011 (and fiye days early), Respondents dispensed 120 tablets of
morphine sulfate 100 mg to patient PP, even though PP received a thirty day supply of this drug
from Respondents on May 26, 2011, just twenty-five days prior.

dd. -On June 20, 2011 (and six daye early), Respondents disPensed 120 tablets of

» Oxycontin 80 mg to pat1ent PP even though PP recelved a t‘m:ty day supply of this drug from

Respondents on May 27, 2011, just twenty-four days pnor

ee.  OnJuly 13,2011 (and seven days early), Respondents dispensed 120 tablets of
morphine sulfate 100 mg and 120 tablets of Oxycontin 80 mg to patient PP, even thougn PP
received a thirty day supply of this drug.from Respondents on Fune 20, 2011, Tust tnventy-three
days prior. o . ‘

i On Aucrust 12,2011 (and nine days early), Respondents dlspensed 300 tablets of
APAP/hydrocodone 500/10 mg to patient PP, even though PP received a thirty-eight day supply of
this drug from Respondents on July 14, 2011. just twenty-nide days prior.

gg. On September ‘12, 2011 (and eié;ht days early), Respondents dispensed 300 tablets of
APAP/hydrocodone 500/10 mg to patient PP, even though PP received a thirty-eight day supply of|
this drug from Respondents on August 12, 2011. just thim} days prioT. . |

bh, On September 12, 2011 (and six days early), Respondents dispensed 100 tablets of
lorazepam 1 rng to patient PP, even though PP received a twentéz—ﬁve day supply of lorazepam 1 .

mg from Respondents on August 24, 2011, just nineteen days prior.
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. On October 26,2011 (and nine days early), Respondents dispensed 150 tablets of
Endodan to patient PP, even though PP received a twenty-five day supply of this medication from
Res;)ondents on October 10, 2011, just sixteen days prior. _

jjT On November 17, 2011 (and eight days early), Respondents dispensed 120 tablets of
'morphiﬁc sulfate 100 mg and-Oxycontin 80 mg to patiéht PP, even though PP received a thirty day

‘ supply of these drugs from ReSpondents on October 26, 2011, Just twenty-two days pnor

kk On December 7, 2011 (and ten days early), Respondents dispensed 300 tablets of
AP AP/hydrocodone 500/10 mg to panen‘c PP, even though PP received a thirty-eight day supply of!
this drug ﬁom Respondents on November 10, 2011, just twenty-eight days prior.

1. OnDecember 20, 2011 (and nine days ea.rly), Respondents dispensed 120 doses of
Ffantanyl to patient PP, even though PP received a thirty day supply of Fentanyl from Respondents
on November 29, -201 1, just twenty-one dayé prior. |

mm. OnlAugust 2, 2012 (and ten days earl_y), Respondents dispensed 30 tabléts of
morphine sulfate and thirty tablets of lorazepam to pati;ﬁt PP, even %hough PP received a thirty
day supply of these medications on July 12, 2012.

64. Respondents also did not maintéin prescription hardcopies for the following
prescriptions: RX 2271636 for MS Contin 100 mg; RX 2271637 f;)r oxycodone HCL 30 mg; and
RX 2271635 for Oxycontin 80 mg. ) ' |

.65“. ) Patlent UR: Panent UR saw four prescn’bers mcludmg Dr. Diaz, and travelled to

. th.ree pharmacies from Aprﬂ 20009 to July 2011, Prior to seeing Dr. Diaz, UR was not prescnbed al

sagmﬁcant amount of controlled substances for treatment of pain. However, after starting
treatment with Dr. Diéz, UR was prescribed excessive amounts of pain narcotics. From June 2909:
to July. 2011, Respondents repeatedly'dispensec_l to UR excessive duplicate pain-therapy which
includéd Opana, oxycodone, hydromorphone and morphine sulfate all at the same time.

66.  In addition, Respondents disp ensed early refills of contro]ied substance

prescriptions to UR as follows:
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a.  On February 5, 2010 (and seven days early), Réspondents dispensed 60 table{s of
oxycodone HCL to patient UR, even though UR received a thirty day supply of oxycodone HCL
from Respondents on January 13, 2010, just twenty-three days early.

b.  OnMay 11,2010 (and eight days early), Respondents dispensed 60 tablets of Opana
10 mg and 90 tablets of oxycodone HCL to patient UR, even though UR received a thirty day
supply of these drugs from Respondents on April 19, 201 0, just twenty-two days prior. |

“¢. . On August 2, 2010 (and‘_six days early), Respondents dispended 120 tablets .of :
byd:omorphone HCL 8 mg and 60 tablets of Opana 20 mg to patient UR, even though UR

received 2 thifty day supply of these drugs from Respondents-on July 9, 2010, just twenty-four

days priof. \

d - OnNovember 23, 2010 (and eight days early), Respondents dispensed 100 tablets of

 hydromorphone HCL 8 mg to patient UR, even though UR received a thirty day supply of -

hydromorphone HCL 8 mg from Respondents on November 1, 2010, just twenty-two days prior.‘

67.  Patient MS: Patient MS saw three prescribers, inchiding Dr, Diaz, and used two |,
pharmacies to fill controlled substance prescriptions between January 2010 to December 2012.
Prior to seeing Dr. Diaz, MS did not reoeive controlled substance pain medications or anme’ty
medications. However, after seeing Dr. Diaz, MS Was prescribed excessive amounts of narcotic
pam medications. MS obtained different strerigths of hydrocodone/APAP from dlﬂ'erent
pharmacles On mult1p1e occas1ons Respondents dwpensed to MS 180 tablets of
hydrocodone/APAP 7. 5/750 (30 day supply), or 4500 mg of acetammophen per day, which is over
the recommended daily dose of 4000 mg of acetaminophen per day.

68.  From March 2010 to December 2012, Respondents repeatedb} dispensed to MS

 excessive narcotics and duphoate pain therapy which included morphine sulfate, oxycodore,

Oxycontin (various strengths), Opana ER, methadone hydrocodone/APAP, and fentanyl. For
example, on December 3, 2010, Respondents dispensed to MS hydrocodone/AP AP, methadone
HCL, Opana ER, ano Oxycodone HCL. In another example on May 27, 2011, Respondents
dispensed to MS, fentaryl, methadone HCL, Opana ER, and oxycodone HCL all at the same time.
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69.  In addition, Respondenfs dispensed early refills of controlled substance

prescriptions to MS as follows:

a. On April 28, 2010 (and seven days early), Respondents dispensed 120 tablets of

Oxycontin 80 mg to patient MS, even though MS received a thirty day supply of Oxycontin 80 mg

from Réspondents on-April 5, 2010, just twenty-three days prior.

.b. On July 9, 2010 (and seven days eally) ReSpondents dlspensed 60 tablets of
Oxycontin 40 mg to patient MS, even though MS received a thirty day supply of Oxycontin 40 mg
from Respondents on June 16, 2010, just twenty—three days pnor '

¢. OnMay2,2011 (and five days early), Respondents dlspensed 180 tablets of
APAP/Hydrocodone bitartrate 750 mg/7 5 mg to patient MS, even thotigh MS received a thirty
day supply of this’ medlcatlon on Apnl 7,2011 Just twenty-ﬁve days prior.

70. Respondents also dispensed to MS dlspensed RX No. 2272921 for Oxycontin 80 mg
froma prescription ‘with an altered strength. Indeed, the original prescription appears 1o have Been‘
altered from “Oxycontin 40” to “Oxycontin 80.” '

71.  PatientJS; Patient JS° (DOB 11/20/62) saw eight prescnbers mcludmg Dr.

Diaz, and used five, phar_mames, including Respondent Pharmacy, to fill.controlled substance

prescrii:)tions between Jamuary 2009 to December 2012. JS was prescribed excessive amounts of
narcotic pain medications by Dr. Diaz. From January 2069 to August 2012, Respondents
repeatedly dispensed to JS excessive narq_q"gi_c; gnd duplicate pain therapy which included
hydromorphone, Oxycontin, methadone, oxycodone, Opana ER, hydrocodone/APAP,
clonazepam, morpline sulfate, alprazolam, and lorazepam, For example, on March 24, 2011,
Respondents dispensed to JS, hydromorphone HCL methadone HCL, morphine sulfate,
oxycodone and alprazolam, all on the same day. In another example, on December 6, 2011,
Respondents dispensed to JS, alprazolam, lorazepam, APAP/bydrocodone, methadone HCL, and

Oxycodone HCL all at the same time.

$ Because there are two patients with the initials *JS,” then- dates of birth are included in
order to differentiate between the two.
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72.  In addition, Respondents dispensed early refills of controlled substance
prescriptions to JS as follows: ‘

é. OnMarch 2, 2009 (and -sevcn dgys early), Respondents dispensed 240 tablets of
methadone HCL to patient IS, even though JS received a thirty-four day supply of methadone’
HCL from Respondents on February 3, 2009, just twenty-seven days prior.

b. . On June 1', 20'09' (?.nd ﬁve days early), Respondents dispensed 270 tablets of
methadone HCL and 240 tablets of oxycodone HCL to patient .J S, .even tﬁough IS re;:eived thzrty
day supplies ofthese drugs from Respondents on May 7, 2009, just twenty-five days prior.

c.  OnMarch 22,2010 (and five days ea.rly), Résp&ndents dispensed 120 tablets of
hydromorphone HCL to patient IS, even tho;lgh IS received a thirty da}( supply hydromorphone .
HCL fom Respondents on"Febri.lary 25, 2010, just twenty-five days prior.

d.  OnDecember 29, 2010 (and ten days ~ea‘.rly), Respo‘ndenté dispensed 120 tablets of
methadone HCL, 30 tablets of morphz:ne sulfate, and 90 tablets of oxycodone HCL to ’patient IS,

even though JS received thirty day supplies of these medications from Respondents on December

9, 2010, just twenty days prior.

e. OnMay 16,2011 (and five days early), Respondents dispensed 90 tablets of
hydromorphone HCL and 90 tablets of morphine sulfate to patient JS, even though IS received
fhirty day supplies of these drugs from Respondents on April 21, 2011 just twenty-five days prior.

,. £ . OnJune 13,2011 (and nine days early), Responc?ents dispensed 180 fabIets of
methadone HCL to patient IS, even though JS received a thirty &ay supply of methadone HCL
from Respondents on May 23, 2011, just twenty-oné days prior.

3. Patient JS:  Patient JS (1/28/53) saw tiwo prescribers, including Dr. D?'az, and
used f;mr pharmacies to fill controlled substance prescriptions between October 2009 to J anuary
2013. JS® address was in Santa Ynez; lowever, he travelled to prescribers and phanmacies in ‘
Santa Barbara and Buellton, Prior to séeing Dr. Diaz, JS did not receive controlled substances for
pain or anxiety. However, once JS started treatment with Dr. Diaz, he was preécﬁbed excessive
amounts of narcotic pain medications. From October 2009 to December 2011, Respondents

repeatedly dispensed to JS excessive narcotics and duplicate pain therapy which included
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methadone, hydrocodone/APAP, and oxycodone. For example, on May 2, 2011, Respondents
dispensed APAP/Hydrocodone 325/10 mg, methadone HCL 10 mg, and morphine sulfate 30 mg

to JS, all on the same day.

74. In addition, Respondeuts dispensed early refills .of controlled substance prescriptions
to JS as follows:’

' a On J uly 13 2010 (and twenty days early) Respondents drspensed 100 tablets of
hydrocodone/APAP to patient JS, even though JS received a twenty-five day supply of this drug
on July 8, 2010, just five days prior. .

) b.‘ On March 3, 2011 (and six days early), Respondents dispensed 200 tablets of
AP AP/hydrocodone to patient IS, even though IS received a-thirty-four day supply of this .drug on
February 3, 2011, just twenty-eight days prior.

c. * On December 6, 2011 (and nine days early), Respondents d:spensed 300 tablets of
methadone HCL and 120-tablets of oxycodone HCL to patient JS, even though JS recewed a thirty
day supply of these.drugs from Respondents on November 15, 2011, just twenty-one days prior.

75.  Patient LV Patient L'V saw eight prescribers, mcludmg Dr. Diaz, and used
thirteen pharmacies to fill controlled substance prescriptions between January 2009 to January
2013. JS’ address was in Santa Barbara; however, she travelled to prescribers in Santa Barbara,
San Francisco, Santa Maria and Lompoc to obtain controlled substances. LV traveled to various
Gifferent phermacies, including Respondent Pharmacy, in Santa Barbara, Lompoc, Ventura nd
Goleta to obtain controlled substances. Prior to seeing Dr. Diaz, LV did not have a history of
receiving alprazolam or other anxiety medications. However, Dr. Diaz started LV with a high
dose of an:uety medication, 2 mg of alprazolam. Dr. Diaz also prescribed excessive arnounts of
narcotic pam medications to LV, On multiple oceasions, Respondents dispensed to LV 180 tablets
of hydrocodone/APAP 10/325 mg (30 day supply) and 120 tablets of hydrocodone/APAP 7.5/750
mg (30 day supply), or 4950 mg of acetaminophen per dayL which is .o.\'/er the recommended daily
dose 0f 4000 mg of acetaminophen per day. Although Respondents repeatedly dispensed
controlled substances to L'V, Respondents did not know LV’s diagnosis, other than that she was

disabled.
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76. Erom October 2009 to May 2012, Respondents repeatedly dispensed to LV
excessive narcotics and duplicate pain therapy which included methadone and hydrocodone/APAP.
For examplé, between March 4 and March 5, 2009, Respondents dispensed to LV two
prescriptions for a thirty-day supply of APAP/Hydrocodone 750/7.5 mg (120 tablets in each.
prescrintion) and one prescription for 600 tablets of methadone HCL..

~ 71.  Inaddition, Resoonden’és dispensed early refills of controlled substance prescriptions
to JS as follows: o

a. .OnMarch 5, 2009 (and twenty-nine days early), Respondents dispensed 120 tablets of

‘APAP/hydrocodone 7560/7.5 mg to patient LV, even though LV received othnty day supply of

APAP/hydfocodone 750/7.5 on March 4, 2005, just the day before. |

b. On Octobe; 22,2010 (and five days early), Respondents dispensed 240 tablets of
APAP/hydrocodone 325/10 mg to patient IV, even though LV 1eceived a thirty day suloply of this

"drug from Respondents on September 27, 2010, just twenty-five days prior.

. On-January 21, 2011 (and twenty days early), Respondents dlspensed 1800 tablets of
methadone HCL 10 mg to patlent LV, even though LV received a ninety day supply (1800 tablets)

. of this med1cat1on from Respondents on Novermber 12, 2010, seventy days prior.

4 On January 28, 2011 (and five days early), Respondents dispensed 240 tablets of
AP AP/hydroco done 325/10 mg to patlent LV, even though LV received a thirty'day supply of this

drug from Respondents on January 3, 2011, just menty-ﬁve days prior.

e.  OnMarch 21,2011 (and five days early), Respondents dispensed 240 tablets of
APAP/hydrocodone 325/10 mg'to patient LV, even though LV received a thu‘ty day supply of this
drug from Respondents on Febma.ry 24,2010, just twenty-five days prior. .

£+ OnAprilll, 2011 (end 10 days early), Respondents dispensed 1800 tablets of
methiadone HCL 10 mg to patient L'V, even though LV received a ninety day supply (1800 tablets)
of this medication from Respondents' on January 21, 2011, eighty days prior.

g ‘On June 15, 2011 (and twenty-five days early), Respondents dispensed 1800 tablets of
methadone HCL, 10 mg to patient LV, even though LV received a ninety day supply (1800 tablets)
of this medioation from Respondents on-April 11, 20 1.1, sixty-five days prior.
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"tablets) of this medication from Respondents on June 15, 2011, sixty-one &ays prior.

_inclnding Dr. Diaz, between January 2009 and November 2012. SV was prescribed excessive

b, On August 15,2011 (and twenty-nine days early), Respondents disp;ansed 1800 taBlets
of methadone HCL 10 mg to patient LV, even though LV received a ninety day supply (1 860

L On Ogtobei' 27,2011 (and seventeen days early) Respondents dispensed 1800 tablets
of methadone HCL 10 mg to patient L'V, even though LV received a ninety day supply (1800
tablets) of t}ns medication from Respondents on Aucrust 15 2011, seventy~three days prior.

i On January 6, 2012 (and nineteen days early), Respoddents dispensed 140 tablets. of
methadone HCL 10 mg to patient LV, even thoucrh LV received a ninety day supply (1800 tablets)
of this med10at1on from Respondents on October 27, 2011, seventy-one days prior.

k. OnJanuary 11, 2012 (and five days egrly), Respondents dispensed 540 tablets of
methadone HCL 10 mg to patient LV, even though LV received a ten day supply of this
medication from R;aSpondents on January 6, 2012, just five days prior.

L On May 18, 2012 (and five days early), Respondents dispensed 270 tablets methadone
HCL IQ mg to-patient LV, even thqugh LV received a thirty day supply of this nﬁedicatjmn from
Respondents on April 23, 2012, twenty-five days prior. .

78.  Patient SV: Patient SV obtained controlled substances from three prescribers,

amounts of narcotic pain medications by Dr. Diaz. Frorr-1 Jammary 2009 to November 2012,
Respoﬁdents, repeatedly dispensed to SV excessive na.rgc.)tig:s and duplicate pain and anxiety
therapﬁr., Duplicate pain therapy included MS Contin, Oxycontin, oxycodone, methadone,
duragesic v(various forms and strengths), Opana ER, Percocet, hydrocodone/APAP. Duplicate
anxiety therapy included alprazolam and clonazepam. For ekample, on August 15, 2011,
Respondents d{speused to SV Fentanyl transdermal 50-meg/hr, MS Contin 100 mg and Oxycdntin
80 mg, all at the same timé. In anothér example, between July 7 and July 10, 2009, Respondents
dispensed two prescriptions for thirty day supplies of anxiety medic;ations:. alprazolam .5 mg and
clonazepam 1 mg. In yet another example, during a two day time frame between April 20 and 22,
2010, Respondents disﬁensed five paiﬁ narcotics to SV, including duragesic 50 mcg/hr, methadone

HCL, oxycodone HCL, MS Contin, and Oxycontin.
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79.  In addition, Respondents dispensed early refills of controlled substance prescriptions
to SV as follows: ' ,

a, On March 13, 2009 (and six days early), ReSpondents dlspensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patieut SV, even though SV received thirty
day supplies of these drugs from Respondents on February 17, 2009, just twenty—four days prior.

b. On Apnl 6 2009 (and six days early), Respondents dispensed 120 tablets of MS

Contm 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even thoucrh SV received Thlrty .

day supplies of these drugs from Respondents on March 13, 2009, just twenty-four days prior.

¢ On April 29, 2009 (and seven days early), Rcspond'ents dispensed 120 tablets ot: MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received thirty
day supplies of these drugs from Respondents on Aprll 6, 2009, just twenty-three days prior.

4. OnJuly 17,2009 (and seven days ea:ly) Respondents dispensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received thirty
day supplies of these drugs from Respondents on June .24, 2009, just twenty-three days prior.

e.  On September 4, 2009 (and seven days early), Respondents dispensed 120 tablets of :
MS Contin le0 g and 120 tablets of Oxfcontin 80 mg to patient-SV, even though SV received
thirty day supplies of these drugs from Respondents on August 12, 2009, just twenty-three days
prior. ' o

= f .. .On December 18, 2009 (and seygr;.da@ie;a;ly)? PteSPO.ndeuts dispensed 120 tablets of
MS Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received
thirty day supplies of these drugs from Respondents on November 25, 2009, just twenty-three
days prior.

g OnJanuary 12, 2010 (and five days early), Respondents dispensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxjconﬁn 80 mg to patient SV, even though SV received.thirty
day supplies of these drugs from Respondents on Decensber 18, 2009, just twenty-five days pn'ér.

h.  OnMarch 4, 2010 (and six days early), Respondents diSpehsed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received thirty

day supplies of these drugs from Respondents on February 9, 2010, just twenty-four days prior. = .
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i On April 22, 2010 (and seven days early), Respondents dispensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to i:atient SV, even though SV received thirty
day supplies of these drugs from Respondents on March 30, 2010, just twenty-three days prior.

J. On May 17, 2010 (and five aays_ early), Respondents dispensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received thirty
dgy s_qp.pﬁef of th?,se drugs ﬁgw{n Resppqdegts on April 22,2010; jusf twenty-five days prior.

k. On Jﬁne, 10, 2010 (and six days early), Respondents diSpenséd 1é0 tablété ofMS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received thirty
day supplies of these drugs from Reépondents on May 17, 2010, just twenty-four days prior.

L OnJuly 1, 2010 (and nine qays early), Respondents dispensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received thirty
day supplies of these drugs from Respondents on June 19, 2010, just twenty-one days-priof.

m.  OnJuly 26, 2010 (and five days early), Respondents djépensed 120 tablets of MS
Contin 100 mg and 120-tab}ets of Oxycontin 80 mg to patient SV, even though SV received thirty
day supplies 10f these drugs from Respondents on July 1, 20.10, just twenty-five days priér. ‘

n.  On August 18, 201() (and seven days early), Respondents dispensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received thirty
day supplies of these drugs ffom Respondents on July 26, 2010, juét twenty-three days prior.. .

0. .On Septémber 10, 2010 (and seven days earl;_lj,_ Respondents dispensed 120 tablets of
MS Contin 100 mg and 120 tablets of Oxycontin 80 mg to patignt SV, even though SV received
thirty day supplies of these drugs from Respondents on August 18, 2010, just twenty-three days
prior.

P On October 4, 2010 (and six days early), Respondents dispensed 120 tablets of MS
Contin 100 mg and 120 tablets of Oxycontm 80 mg to patient-SV, even though SV received thirty
day supplies of these dmgs‘ from Respondents on September 10, 2010, just twenty-four days prior.

g OnOctober 27, 2010 (and seven days early.)', Respondents dispensed 120 tablets of
MS Coritin 100 mg and 120 tablets of Oxycontin 80 mgto patient SV, even though SV received
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thirtf/ day supplies of tﬁese drugs from Respondents on Octobezi 4, 261 0, just twenty-three days
prior. | ’
I. On November 19, 2010 (and seven days early), Respondents diSpensed 120 tablets of

MS Contin 100 mg and 120 tablets of Oxycontin 80 mg to p.atient‘ SV, even fhoﬁgh SV received
thirty day suppﬁés of these drugs from Respondents on October 27, 2010, just %\Nenty-three days
prior. . .

"s. _ On December 1'4, 2010 (and five days early), Resp'ondents dispensed 120 tablets of )
MS-Contin 100 mg and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received

thirty day supplieé of these drugs from Respondents on Novermber 19, 2010, just twenty-five days

prior.

t. On February 4, 2011 (and seven days early), Respondents dispensed 1'20'tabvlets of MS
Contin 100 mg and 120 tablets of Oxycontin 80 mg fo patieﬁt SV,~ even though SV received thirty
day supplies of these drugs from ReSpéndents on January 12,2011, just twenty-tﬁree days prior.

1. OnMarch 28, 2011 (and six days early), Respondents dispensed 120 tablets of

| ‘Oxycontin 80 mg to patient SV, even though SV received a thirty. day supply of this drug from

Respondents on March 4, 2011, just twenty-four days prior.

v.  QnApril 20, 2011 (and seven 'days early), Respondents dispensed 120 tablets of
Oxycontin 80 mg to patient SV even though SV recewed a th1rty day supply of this drug from
Respondents on March 28,201 1 Jjust twenty-three days prior. ) ,

w.  OnMay 13,2011 (and seven days early), Responden_ts dispensed 120 tablets of
Oxycontin 80 mg to patient SV, even though SV received a thirty day suppljf of tﬁis drag from
Respondents on April 20, 2011, just twenty-three déys prior. '

x.  OnJune 6, 2011 (and six days early), Respondents dispensed 120 tablets of Oxycontin
80 mg to patient SV, even though SV received a thirty day supply of this drug from Respondents
on May 13, 2011, just twenty-four days prior,

"y, OnJune 29,2011 (and seven days early), Respondents dispensed 90 tablets of MS

Contin and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received a thirty day

supply of these drugs from Respondents on June 6, 2011, just twenty~th;ee days prior.
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z.  Onluly 22,2011 (and seven days early), Respondents dispensed 90 tablets of MS
Contin and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received a thirty day
supply-of these drugs from Respondents on June 29, 2011, just twenty-three days prior.

aa.  On August 15,2011 (and six days early), Respondents dispensed 90 tablets of MS
Contin and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received a thirty day
supply. of these drucs from Respondents on J’uly 22 201 1 Just twenty-four days prior.

bb. . On August 15 2011 (and five days early), Respondents dlspensed 10 doses ot‘ fentanyl .
transdermal 50 meg/hr to patient SV, even though SV received a t].urty day supply of fentanyl from
Respondents on July 21, 2011, just twenty-ﬁve days prior.

cc. On September 7, 2011 (and seven days early), Respondents dispensed 90 tablets of
MS Contin and 120 tablets of Oxycontin 80 mg. to patient SV, even though SV received a thirty
day supply of these drugs from Respondents on August 15, 2011, just twenty-three days prior.

dd. On September 30, 2011 '(and seven days early), Respondents dispensed 90 tablets of

~MS Contin and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received a ﬂ:n-ty

day supply of these drucs from Respondents on September 7, 2011, just twenty-three days prior.

ee. On October 24,2011 (and six days early), Respondents dispensed 90 tablets of MS
Contin and 120 tablets of Oxycontin 80 mg to patient SV, even though SV received a thirty day
supply of tnese drugs from Respondents on September 30, 2011, just tWenty—four days prior.

__ff __ OnNovember 16, 2011 (and seven days early), Respondents dispensed 120 tablets of

Oxycontin 80 mg to patient SV, even though SV received a thirty day supply of this drug from
Respondents on October 24, 2011, just twenty-three days prior.

gg. OnDecember 9, 2011 (and six days early), Respondents dispensed 120 tablets of
Oxycontin 80 mg to patient SV, even though SV teceiv,e,d a thirty day supply of this drug from

Respondents on November 16, 20 11, just twenty-four days prior.

‘ hh, On December 29, 2011 (and seven days early), Respondents dispensed 120 tablets of
Opana ER to patient SV, even though SV received-a thirty day supply of Opana ER from
Respondents on December 6, 2011, just twenty-three days prior.
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80.  Patient AW: Patient AW saw six prescribers, including Dr. Diaz, and travelled to
ten pharmacies inchiding Respondent Phaxmacy, to obtain controled substances between January
2009 and December 2012, AW’s address was in Port Hueneme; however she travelled to

prescnbers in Santa Paula, Santa Barbara, San Diego and Santee and filled controlled substance

prescnptlons in Santa Paula, Santa Barbara, Vez;tura, Oxnard, and San Diego. Prior to seeing Dr.

Diaz, AW was only p:r.gscgzbe.d,:_ on average; two pain medications and one anti-anxiety medication, .
However, once AW was a patient éf Dr. Diaz, AW was prescribed three to féﬁr pain medicati(;ns
at double or triple the quantities that she was receiving before. |

© 81 F;_om May 2010 to December 2011, Respondents repeatedly dispensed to AW
excessive narcotics and duplicate pain therapy which included hydromorphone, oxycodone,
Oxycontin, énd hydrocodone/APAP. For example, on September 15, 2011 Respondents
dispensed to AW, APAP/hydrocodone 325/10 mg, hydromorphone HCI, 8 mg, oxycodone HCL
30 mg and Oxycontm 80 mg, all at the same time.

82. Im addition, Respondents dispensed early refills of controlled substance prescriptions
to AW as foﬂows: ' _

a,  OnDecember 7, 2010 (and twenty-four days early), Respondents dispensed 300
tablets of oxycodoné HCL to patient AW, even though AW received a fifty day supply of thls drug
from.Respondents on November 11, 20 iO, twenty-six c‘lays prior.’

b, . On _Febrﬁ;_ary 10,2011 (and eight dgyguqa;ly), Respondents dispensed 240 tablets of . .
hydrocodone/APAP 10/325 mg to patient AW, even though AW reéeived a thirty day ;upply of
this drug from Respondents on- January 19‘, 2011, just twenty-two days prior. |

c.  OnlJune 17,2011 (and eight days early), Respondenté dispensed 240 tablets of”
hydrocodone/APAP 10/325 mg to ioatifent AW, even though AW received a thirty day supply of -

‘this drug from Respondents on May 26, 2011, just twenty-two days pribr.

d. On September 15, 2011 (and sii days early), Respondents dispensed 30 tablets of |
Oxycé‘ntin 80 mg to patient AW,' even though AW received a thirty day supply of this drug from

Respondents on August 22,2011, just twenty-four days prior.
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e.  On October }0, 2011 (and five days early), Respondents dispensed 240 tablets of
hydro codone/APAP 10/325 mg to patient AW, even though AW received a thirty day supply of
this drug from Respondents on September 15, 2011, just twenty-five days prior.

£ . On November 3, 2011 (and six days early), Respondents dispensed 240 tablets of
hydrocodone/APAP 10/325 mg to patlent AW, even though AW received a thirty day supply of

this drg from Respondents on Q_ctober 10, 2011, just twenty—four days prior.

83.  Respondents also did not maintain the hardcopy of the following prescriptions
dispensed to AW: RX No. 2283429 for hydromorphdn; HCL 8 mg; RX No.~2283428 for
oxyco&one HCL 30 mg; RX No. 2283427 for Oxycontin 80 mg; RX No. 2285659 for
hyc’homorphone HCL 8 mg; RX No. 2285661 for oxycodone HCL 30 mg‘ and RX No. 4574179
for APAP/hydrocodone 325/ 10 mg.’ .

84. Respondents also dispensed RX No. 2285121 to patient AW on August 22, 2011 even
though the prescﬁpﬁon was missing requiréd information, the date that it was written.

85.  Patient CW; Patient CW’s address was in Port Hueneme and she travelled

approximately forty miles to Santa Barbara to see Dr. Diaz. She also travelled to four different

pharmacies, including Respoﬁdent Pharmacy, in Santa Barbara and Oxnard to obtain controlled

substances between February 2009 and December 2011. Asa paﬁer'lt. of Dr. Diaz, CW was

prescribed excessive amounts of controlled substances. Although Respondents did not know

CW’s diagnosis, ReSp ondents dispensed controlled subs’gancgs to CW.

.86.  From February 2009 to December 2011, Respondents repeatedly dispensed to CW
excessive narcotics and duplicéte pain therapy which included hydromorphone, oxycodone,
Oxycontin, and hyd.roéodone/APAP.- For example, on November 17, 2011, Respondénts
dispensed to AW, APAP/hydrocodone 325/10 mg, hydromorphone HCL 8 mg, ;and oxycodone
HCL 30 mg, all at the same time.

87. Inaddition, Respondents dispensed early refills of g:ontfolled sﬁbstange prescriptions

to CW as follows:
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a. OnApril 13, 2009 (and six &ays early), Resﬁondents dispensed 240 tablets of
hydromozphone HCL 8 mg to patient CW, even though CW received a thuty day supply of this
drug from Respondents on March 20, 2009, twenty—four days prior,

b.  On April 13, 2009 (and eleven days early), Respondents d1spensed 280 tablets of .
oxycodone HCL 30.mg to patient CW, even though CW received a thirty-five day supply of this
dmg‘f"r_qm Respondents on March 20, 2009, twenty-four days prior.

¢.  On June 18, 2010 (and eight days early), Respondents ziispensed 200 tablets of
hydromorphone HCL 8 mg to patient CW, even though CW received a thirty day supply of this ‘_
drug from R'espo1'1dents on May 27, 2011, twenty-two days prior.

d. On August 8, 2011 (and six days early), Respondents dispensed 60 tablets of
hydromorphone HCL 8 mg to patient CW even though CW received a thirty day supply of this
drug from Respondents on July 15, 2011, twenty-four days prior.

e.. On September 2, 2011 (and five days early), Respondents dlspensed 120 tablets of
APAP/Hydrocodone 325/10 mg to patient CW, even though CW received a thxrty day supply of
this drug on Auvust 8, 2011, twenty- ﬁve days prior.

£ On October 24, 2011 (and six days early), Respondents dispensed 120 tablets of

~hydrombrphone HCL 8 mg to patient CW, even though CW received a thirty day supply of this

drug from Respondents on September 30, 2011, twenty-four days prior.
...On November, 17, 2011 (and six days early), Respondents dlspensed 120 tablets of
hydromorphone HCL 8 mg to patient CW, even though CW received a thirty day supply of this

- drug from Respondents on October 24, 2011, twenty-four days pnor

h.  OnDecember 12, 2011 (and five days early), Respondents dispensed 120 .tablets of
hydromorphone HCL 8 mg to patient CW, even though CW received a thirty day supply of this

drug from Respondents on November 17, 2011, twenty-five days prior.
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88. In Jamuary 2014, the Board opéned an additioual investigation against Respondents
after receiving notification that Respondents settled a civil case against them regarding i 1mproper
management and dispensing of controlied substances to patient AM.”

89, AM saw four prescribers, including Dr. Diaz, and travelled to eight pharmacies,
including Respondent Pharmacy, to obtain confro]led substances. AM’s address was in Solvang;
however, he saw prescnbers m Santa Barbara Solvang, and She]l Beach, and had prescnpncms

filled in Santa Barbara, Lompoc and Solvang. Respondents did not evaluate the totahty of the

circumstances before dispensing excessive narcotics to AM, including accessing CURES or

contacting Dr, Diaz to discuss AM’s therapy or history. Respondents dispeﬁsed multiple pain
narcotics to AM with high dosages. For example, Respondents dispensed oxycodone with
instructions to take 60-90 mg every 4 to 6 hours, even though the.nonnal dosage ins’trucﬁans are
to takeQS-ls mg every 4 t0 6 houré: On multiple occasions, Respondents also received aﬁd
dispensed off of two prescription hardcopies for the same drug but with two different directions.
For e};ample, on January 4, 2010, Respondents dispensed RX 2270900 for 180 tablets of
oxycodone 30 mg with directions of “one every six hours” and RX 2270899 for 60 tablets of

| oxycodone 30 mg with directions of “two- every six hours.” Respondents did not question the

legitimacy of the following controlled subsfances prescribed by Dr. Diaz prior to dispensing them -

to AM: )
Date RX No. . Drug -
10/23/2009 | 44551315 - ------ | Alprazolam 2 mg #120 1q6h°
10/23/2009 - | 2269174 Oxycodone 30 mg #120 2q6h
10/23/2009 | 2269175 . Hydromorphone 8 mg #120 2g6h
1/4/2010 2270901 Hydromorphone 8 mg #180 2q6h
1/4/2010 2270900 Oxycodone 30 mg #180 1g6h
1/4/2010. 2270899 Oxycodone 30 mg #60 2q6h
1/4/2010 2270898 © - Hydromorphone 8 mg #60 1-2g6h
1/4/2010 4553651 Diazepam #60 1-2 gd prn’
2/1/2010 2271583 Oxycodone 30 mg #60 2g4-6h

7 AM died of an overdose from controlled substances in late 2011. . ‘
8 “Alprazolam 2 mg #120 1q6h” means 120 tablets of Alprazolam 2 mg with instructions to
take ong tablet every six hours. i
’ “Diazepam #60 1-2 qd pro” means 60 tablets of Diazepam with mstrucﬁons to take 1-2
tablets daily as needed for pain.
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2/1/2010 2271584 Hydromorphone 8 mg #60 1q2-4h

| 2/1/2010 2271585 Methadone 10 mg #90 3qd
2/23/2010 2272071 Methadone 10 #120 2big’°
2/23/2010 2272073 Oxycodone 30 mg #60 2q46h
2/23/2010 2272072 Hydromorphone 8 mg #60 1g2-4h
3/18/2010 2272673 Hydromorphone 8 mig #60 1g2-4h
3/18/2010 2272672, Oxycodone 30 mg #60 2q46h
3/18/2010 2272671 Oxycodone CR 80 mg #20 1hs"’
3/18/2010 2272670 Methadone 10 mg 2bid #120

| 4/14/2010 2273286... . .| Methadone 10 mg 2q12 h #120.

4/14/2010 4557095 Alprazolam 2 mg #120 1q6h
4/14/2010 2273282 Oxycontin 80 mg #60 1q12h
4/14/2010 2273283 Oxycodone 30 mg #60 2q4-6h
4/14/2010 2273284 Hydromorphorne 8 mg #60 2q4-6h
5/7/2010 2273868 Oxycontin 80 mg #60 1g12h -
5/7/2010 2273867 Oxycodone 30 mg #60 1-2g2-4h-
5/7/2010 - 2273869 Hydromorphone 8 mg #60 1-2q2-4h
6/3/2010 2274485 Hydromorphone 8 mg #60 2q4-6h
6/3/2010 2274486 - Oxycodone 30 mg #60 2q4-6h
7/21/2010 2275677 Methadone 10 mg 1g12h
7/21/2010 2275678 Hydromorphone 8 mg # 60 1g6h
7/21/2010 .} 2275679 Oxycodone 30 mg # 60 1g6h
8/27/2010 4561483 Alprazolam 2 mg #120 1qgid"”
8/27/2010 2276582 Methadone 10 mg #90 3gd
9/17/2010 _ 2277055 Hydromorphone 8 mg #60 2g4-6h .
9/17/2010 2277056 Oxycodone 30 mg #60 2q4-6h
5/17/2010 2277057 Methadone 10 mg 2g12h
10/14/2010 2277702 . Methylphenidate 20 mg #30 1qd
10/14/2010 | 2277704 Hydromorphone 8 mg 2q3-4h #60
10/14/2010 2277703 Oxycodone 30 mg 2g 3-4h #60
11/11/2010 | 2278331 Hydromorphone 8 mg #60 2g4-6h
11/11/2010 2278332 Oxycodone 30 mg #60 2q4-6h
-11/11/2010 2278333 Methadone 10 mg #120 2q12h-
11/11/2010 2278334 .| Fentanyl 1600mcg 1qdprn pain
12/9/2010 2279024 Opana ER #60 1g12h
12/9/2010. 2279025 Oxycodone 30 mg #180 2-3g4-6h
12/9/2010 2279026 Hydromorphone 8 mg #180 2-3g4-4h
12/10/2010 4564772 Alprazolam 2 mg #120 1g6h
12/10/2010 2279067 Hydromorphone 8 mg #180 2-3g4-6h
12/10/2010 2279068 Oxycodone 30 mg #180 2-3q6h
12/10/2010 2279069 Methadone 10 mg #120 2 bid

19 «obid” means the instructions are to take two tablets twice per day.
) «]hs” means the instructions are to take 1 tablet at night/at bedtime.
12 «]qid” means the instructions are to take 1 tablet four times per day.
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| Pharmacist License No. RPH 28548 is placed'on probation or until Pharmacist License Number

. 90. Respondent PIC admitted that he did not maintain any records or notes with respect to
patient AM and that he never offered AM counseling for opioid addiction. In addition,
Respondent PIC admitted Respondents excessively dispensed drugs to AM, when it dispensed 940
tablets of oxycodone in 76 days to AM .

OTHER MATTERS

. 91. Pursuant to Code scctiqn‘43 07, if discipline is iﬁnposed on Pharmacy Permit Number
PHY 32685, issued to Sansum Clinic Pharmacy, Inc., it shall be ;;rohibiteci ﬁ;ort;_l s;a.win.g-; asa
manager, administrator, owrer, member, officer, director, associate, or partner of a licensee for
five years if Pharmacy Permit Number PHY 32685 is placed on probation or until Pharmacy .
Permit Number PHY 32685 is reinstated if it is re‘voked.

92. Pursuant fo Code section 4307, if discipline is imposed on Pharmacist License No.

RPH 28548, issued to Steven Charles Cooley, he shall be prohibited from serving as a manager;

administrator, owner, member, officer, director, associate, or partner of a licensee for five years if

RPH 285438 is reinstated if it is revoked.

FIRST CAUSE FOR DISCIPLINE

(Unprofessional Conduct - Failure to Implement Corresponding Responsibility)

93. Respondents are subject to disciplinary action for unprofessional conduct under Code |
section 4301, spbdiyisio;l."(j)z fq: violation of Health and Safety Code sectioq 11153, subdivision
(), in that Respondents failed to comply with their corresponding respousibility to ensure that
controlled substdnces are dispensed for a legitimate medical purpose. The circumstances are that
Respondents failed to evalnate the totality of the circums.tances (information from the patient,
physician, CURES and other sources) to deternine theA prescriptions’ were issued for a legitimate
medical pu.r.pose;' in light of information showing that several patients demonstrated drug seeking
behaviors such as doctor and pharma:cy shopping, patients requested early refills of strong pain
narcotics, patients were outside the normal trade area, ﬁrescriptions were written for the same

combinations of drugs and for potentially duplicative drugs, prescriptions were written for
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unusually large quant.ities, prescﬁptions were written outside of Dr. Diaz’s specialty, among otper
th'u)gs; as set forth in parag'rﬁphs 32 through 90, which are incorporat’eé herein by reference.
| SECOND CAUSE FOR DISCIPLINE
(Unprofessional Conduct — Filling of Erroneous or Uncertain Prescriptions)

94. Respondents are subject to disciplinary action for unprofessional conduct under Code

section 4301, subdivision (o), as it relates to Cahfomla Code of Recrulatmns title 16, sectlon 1761, -
for unprofessional conduot in that Respondents dlspensed prescriptions which contained significant |

errors, irregularities, uncertainties, or ambiguities, as set forth in paragraphs 32 through 90, which

are incorporated herein by reference.
THIRD CAUSE FOR DISCIPLINE
(Unprofessional Conduct - Excessive Furnishing of Controlled Substances)
95. Respondents are éubject to discipﬁpary action for unprofessional conduct under Code

section 4301, subdivision (d), for unprofessional conduct in that Respondents clearly excessively

A ﬁ.\rmshed controlled substances to pat1ents, as set forth in paragraphs 32 through 90, wlnch are

mcorporated herein by reference.

FOURTH CAUSE FOR DISCIPLINE
(Unprofessional Conduct — Gross Negligence)
96. Respondents are subject to disciplinary acti'on'for unprofessional conduct under Code
section 4301, subdivision. (c), in that Respondents were grossly negligent in dispensing controlled

substances. The circumstances are that Respondents knew or should have known that the

.controlled substances prescribed were likely to be used for other than a legitimate medical purpose

and Respondents failed to take appropriate steps when presented with numerous prescriptions for
controlled substances from doctor/pharmacy shopping patients, patients residing outside
Respondent’s norrpal trade area, patients seeking early refills of controllec} substances, and/or
patienté seeking to fill prescriptions for duplicative therapy. Respondent failed to perform ‘
additional investigation to determine whether the prescriptions were issued for a legitimate medical
puzpose, as set forth m paragraphs 32 through 90, which are incorporated herein by reference. .
FIFTH CAUSE FOR DISCIPLINE '
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(Unprofessional Conduct — Negligence)

"97. Respondents are subject to disciplinary action for unprofessional conduct under Code
section 4301, in that Respondents were negligent in diépensing conirolled substances when
Respondents knew or should have known that the controlled substances prescribed were likely to
be used for other than a 1e_gitiméte medical purpose and Respondents failed to take appropriere
steps yvhe_n presented with numerooelprescr'rp.'ci_o'rls for controlled substances from do ctor-shopping
patients, patients residing outside Respondent’s normal trade area, parients seel.d.ng. early reﬁlls nof I
controlled substances, and/or patients seeling to fill prescriptions for duplicative therapy.
Respondents failed to perform additional investigation to determine whether the preecriptions Wwere

issued for a legitimate medical purpose, as set forth in paragraphs 32 through 90, which are

.incorporated herein by reference.

' PRAYER
‘WHEREFORE, Complainant requests that a hearihg be held on the matters herein alleged,
and that following the hearing, the Board of Pharmacy issue a demsron . o
1.  Revokingor suspendmg Pharmacy Permit Number PHY 32685, issued to Sansum
Clinic Pharmacy, Inc,;

2. . Revoking or suspending Pharmacist License Number RPH 28548, issued to Steven

- Charles Cooley,

P Prohlbrtmg Sansum Clinic Pharmacy Ing., from serving as a manager,
administrator, owner, member, officer, director, associate, or partner of a licenses for five years 1f
Pharrnacy Permit Number PHY 32685 is placed on probation or until Pharmacy Permit Number
PHY 32685 is reinstated if Pharmacy Permit Number PHY 32685 issrled to Sansum Clinic
Pharmacy, Inc., is revoked; .

4, Prohibiting Steven Charles Cooley from serving as a manager, administrator,
owner, member officer, director, associate, or partner of a licensee for five years if Pharmacrst
License Number RPH 28548 is placed on probation or untﬂ Pharmacist License Number RPH
28548 is remstated if Phan_nacast License Number RPH 28548 issued to Steven Charles Cooley is
revoked;
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5. Ordenno Respondents to pay the Board of Pharmaoy the reasonable costs of the
investigation and enforcement of this case, pursuant to Business and Professions Code section

125.3;

6.  Taking such other and further action gs deemed necessary and proper.

DATED: __ 5/7@ 715 ‘
. ot AGINIA OLD ' <
“Executive \'t figer ~ '
Board of Pharmacy

Department of Consumer Affairs

State of California
" Complainant
LA201351010651398929.C100 .
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