BEFORE THE TEXAS BOARD OF NURSING
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In the Matter of Nurse Anesthetist & § AGREED
Registered Nurse License Number 719462  § v
issued to JOHN CLIFFORD ALLEN § ‘ORDER
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On this day the Texas Board of Nursing, hereinafter referred to as the Board,
considered the rnatte; of JOHN CLIFFORD ALLEN, Nurse Anesthetist and Registered Nurse
License Number 719462, hereinafter referred to as Respondent. This action was taken in accordance
with Section 301.453(c), Texas Occupations Code.

Respondent waived representation by counsel, informal proceedings, notice and
hearing, and agreed to the entry of this Order.

The Board makes the following Findings of Fact and Conclusions of Law.

FINDINGS OF FACT

L. Prior to the institution of Agency proceedings, notice of the matters specified below in these
Findings of Fact was provided to Respondent and Respondent was given an opportunity to
show compliance with all requirements of the law for retention of the license(s).

2. Respondent waived representation by counsel, informal proceedings, notice and hearing, and
agreed to the entry of this Order. ‘

3. Respondent received an Associate Degree in Nursing from Samford University-AD,
Birmingham, Alabama, on May 24, 1997. Respondent received a Baccalaureate Degree in
Nursing from Samford University-AD, Birmingham, Alabama, on May 23, 1998.
Respondent received a Master’s of Science Degree with a Focus in Nurse Anesthesia from
Middle Tennessee School of Anesthesia, Madison, Tennessee, on November 3, 2011.
Respondent was licensed to practice professional nursing in the State of Texas on August 1,
2005, and became Board recognized in the State of Texas as a Nurse Anesthetist on August
19, 2005 o

4. Respondent's authorization to practice as a Nurse Anesthetist in the State of Texas and
Respondent’s license to practice professional nursing in the State of Texas are currently in
delinquent status.
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Respondent's nursing employment history is unknown.

On or about September 22, 2011, Respondent was issued a Finding of Public Emergency and
Order by the Arizona State Board of Nursing wherein Respondent's license to practice
professional nursing and Certificate to practice as a Certified Registered Nurse Anesthetist
in the State of Arizona was Summarily Suspended pending a hearing. A copy of the Finding
of Public Emergency and Order issued by the Arizona State Board of Nursing, dated
September 22, 2011, is attached and incorporated by reference as part of this order.

On or about January 26, 2012, Respondent was issued a Findings of Fact, Conclusions of
Law and Order by the Arizona State Board of Nursing wherein Respondent's license to
practice as a professional nurse and Certificate to practice as a Certified Registered Nurse
Anesthetist in the State of Arizona was Revoked. A copy of the Findings of Fact,
Conclusions of Law and Order issued by the Arizona State Board of Nursing, dated January
26, 2012, is attached and incorporated by reference as part of this order.

On or about February 15, 2013, Respondent was issued a Default Decision and Order by the
California Board of Registered Nursing wherein Respondent's license to practice as a Nurse
Anesthetist and as a Registered Nurse in the State of California were Revoked. A copy of
the Default Decision and Order issued by the California Board of Registered Nursing, dated
February 15, 2013, is attached and incorporated by reference as part of this order.

Respondent, by his signature to this Order, expresses his desire to voluntarily surrender his
license(s) to practice nursing in the State of Texas.

CONCLUSIONS OF LAW

Pursuant to Texas Occupations Code, Sections 301.451-301.555, the Board has jurisdiction
over this matter. :

Notice was served in accordance with law.

The evidence received is sufficient cause pursuant to Section 301.452(b)(8), Texas
Occupations Code, to take disciplinary action against Nurse Anesthetist and Registered Nurse
License Number 719462, heretofore issued to JOHN CLIFFORD ALLEN, 1nclud1ng

revocation of Respondent's license(s) to practice nursing in the State of Texas.

Under Section 301.453(c), Texas Occupations Code, the Board has the authority to accept
the voluntary surrender of a license.

Under Section 301.453(d), Texas Occupatlons Code, as amended, the Board may 1mpose

conditions for reinstatement of licensure.

Any subsequent reinstatement of this license will be controlled by Section 301.453(d), Texas
Occupations Code, and 22 TEX. ADMIN. CODE §213.26-.29, and any amendments thereof in
effect at the time of the reinstatement.
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ORDER

NOW, THEREFORE, IT IS AGREED and ORDERED that the VOLUNTARY
SURRENDER of Nurse Anesthetist and Registered Nurse License Number 719462, heretofore
issued to JOHN CLIFFORD ALLEN, to practice nursing in the State of Texas, is accepted by the
Texas Board of Nursing. In connecﬁon with this acceptance, the Board imposes the following

conditions:

1. RESPONDENT SHALL NOT practice as a nurse anesthetist or professional
nurse, use the title "nurse anesthetist or registered nurse" or the abbreviation
"RN" or "CRNA" or wear any insignia identifying himself as a nurse
anesthetist or registered nurse or use any designation which, directly or
indirectly, would lead any person to believe that RESPONDENT is a nurse

anesthetist or registered nurse during the period in which the license is
surrendered.

2. RESPONDENT SHALL NOT petition for reinstatement of licensure until:
one (1) year has elapsed from the date of this Order.

3. Upon petitioning for reinstatement, RESPONDENT SHALL satisfy all then
existing requirements for relicensure.

IT IS FURTHER AGREED and ORDERED that this Order SHALL be applicable
to Respondent's nurse licensure compact privileges, if any, to practice nursing in the State of Texas.
BALANCE OF THIS PAGE INTENTIONALLY LEFT BLANK.

CONTINUED ON NEXT PAGE.
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RESPONDENT'S CERTIFICATION

[ understand that I have the right to legal counsel prior to signing this Agreed Order.
I waive representation by counsel. I have reviewed this Order. I neither admit nor deny the
violation(s) alleged herein. By my signature on this Order, I agree to the Findings of Fact,
Conclusions of Law, Order, and any conditions of said Order, to avoid further disciplinary action in
this matter. I waive judicial review of this Order. I understand that this Qrder becomes final when
accepted by the Executive Director at which time the terms of this Order become effective and a

copy will be mailed to me.

7
Signed this (2 '!{day of M, 20 /4.
J Oﬁtﬁ CLIFFORD ALLEN, Respondent

-
Sworn to and subscribed before me this Q day of F‘(/WLLQA{ ,20_j4.

W Xolds woron

Notary Public in and for the State of A L

My Commission Expires 08/09/2017
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WHEREFORE, PREMISES CONSIDERED, the Executive Director on behalf of the

Texas Board of Nursing does hereby accept the voluntary surrender of Nurse Anesthetist and

Registered Nurse License Number 719462, previously issued to JOHN CLIFFORD ALLEN.

Effective this 6™ day of _February ,20_14 .
Katherine A. Thomas, MN, RN, FAAN

Executive Director on behalf
of said Board

CRNA/719462:151 -5- Cl0vs



ARIZONA STATE BOARD OF NURSING
4747 N. 7™M STREET, SUITE 200
PHOENIX ARIZONA 85014-3655

IN THE MATTER OF REGISTERED NURSE
LICENSE NO. RN159804; FINDINGS OF PUBLIC
CERTIFICATE NO. CERTIFIED REGISTERED EMERGENCY AND ORDER OF
NURSE ANESTHETIST NO. CRNA0632 SUMMARY SUSPENSION
ISSUED TO: : - NO. 1010034

JOHN CLIFFORD ALLEN

Respondent.

On September 22, 2011, the Arizona State Board of Nursing (“Board”) met at 4747
North 7% Street, Ste..200, Phoenix, Arizona 85014-3655 , to considef complaints filed against

| John Clifford Allen’s (“Respondent’s”), RN nurse license number RN159804 and Certificate

Number CRNA0632. Informaﬁon was presented to the B oard and,asa result, the Board made

|| the followmg Prehmmary Fmdmgs of Fact, Conclusions of Law and Order

PRELIMINARY FINDINGS OF FACT

1. On or about July 9, 2009 Respondent was issued RN hcensé number RN159804
| and certificate number CRNA0632. 4 |
2. On or about August 2009, Respondent began work at Sunrise Anestheéia & Pain
Management in Springerville, Arizona.
3. On or about October 21, 2010, the Board received a complaint alleging -

Respondent independently prescribed schedule I controlled substances for chronic pain

management after the Board informed him in person that he did not have such independent

allegations of misrepresentation of credentials, by advertising and/or failing to correct

advertising as a doctor in Springerville, AZ.

prescribing authority on or about March 23, 2010. The complaint contained additional |
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4, On September 24, 2009, the Board opined that it believed Respondent could
lawfully prescribe medications for chronic pain management under R4-19-516 (C) (8). On
March 23, 2010, with Respondent and his attorneys present, the Board vbted to rescind the prior
Board opinion regarding Respondent’-s scope of practice and explicitly directed Respondent to
cease ‘prescribing medications for chronic pain, as the Board determined that this was beyond
Respondent’s scope of practice as a CRNA. Nevertheless, after the Board meeting on March 24,
2010, and through June 201 l,ARespondent continued to prescribe in excess of 2730 controlled
medications, for which the majority are indicated for chronic pain management. The
prescriptions also included powder cocaine, Suboxone (indicated for opioid withdraw), and
Methaddhe. Allen has never been issued a prescribing and dispensing certificate from the
Arizona State Board of Nursing.

5. On or about April 25, 2011, the Board received a complaint from patient L.T.

alleging that Respondent a;'ssume,d her medical care in February (2010) but after her March 2010

|| visit she has been unable to get an appointment with Respondent and the office refuses to let her

speak with Respondent. She feels he has abaﬁdoned her as a patient.

6. On or about June 30, 201 l', the Board received an inquiry from Robert Mahgold,
M.D., alleging that on june 30, 2011, Respondent sent him an email in which Respondent
claimed he was, “authorized t;y the Arizona State Board of Nursing to prescribe for cl_;ronic pain
management conditions,” in contradiction to the Board’s_ March 2010 direction to Respondent
to the contrary. Based on these allegations, the Board opened an additional invesﬁgaﬁon.

7. . On June 30, 2011, Dr. William Mangold, Contractor and Medical Director for

Medicare (Noridian), informed Board staff that he received several emails from Respondent

| requesting credentialing with Medicare for the purposes of compensation for patient visits. In

Respondent’s June 29, 201 1,4 email to Mr. Mangold, Respondent miérepresented the Board’s

position regarding his ability to prescribe, stating, “I have been authorized by the Arizona State
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Board of Nursing to prescribe for chronic pain management conditions”. Dr. Mangold reported
to Board staff that Respondent never informed him that the Board had rescinded its prior opinion
over a year earlier, on March 23, 2010.

8. Respondent faﬂed to maintain a patient record for patient L.T. that accurately
reflected the nursing assessment, care, treatment, and other nursing services provided to L.T.
Specifically, Respondent failed to produce any. progress notes or office visits for L.T.

9. - From on or about 3/24/2011 - 9/3/2011, Allen exceeded his scope of practice by
prescribing medications that were not anesthetics, and §vhi1<z he was not under the direction of
and in the pfesence of a licensed physician or sufgeon, such as Phentennine‘, Amphetamine salts,
Alprazolam, Androgel, Suboxone, and methadone, etc. |

10. From on or about 3/24/2011 - 9/3/2011, Allen exceeded his scope of practice when he
prescﬁbedmedications that were not administefed by a licensed, certified or registered health
care provider pre-operatively, péSt-operativély, or as part of a procedure pérformed in a health
care facility; the office of a health care ‘provider_licenséd pursuant to A.R.S. Title 32, Chapters 7,

11,13,and 17; or in an ambulance, such as cocaine, Phentermine, Aipphetamine salts,

Alprazolam, Androgel, Suboxorie; and methadone, etc.

11 On11/5/2010, 4/27/2011, and 7/13/2011, Board staff sent Respondent and his
attorney investigative quesﬁonhaires. Réspondent partially responded by email on 11/19/2010,
4/28/2011, 4/29/2011, 5/1/2011, 5/4/2011, 7/2/2011, 7/5/2011, and email responses from his
attorney were received on 7/7/2011, 7/14/2011, 7/22/201 1, 8/18/2011. However, Respondent |
failed to vsubstantially respond to the complaints, return completed Investigati\)e Questionnaires
for all four complaints, and failed to provide complete patient files.

12. Onl 1/5/2010, and 4/27/2011, as part of the Board’s investigation, Board staff

24
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an appointment or prior notice, Respondent appeared at the Board, statiné he had 14 charts in his

car that he expected to be copied by Board Staff immediately. Staff informed him they could not
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subpoenas for complete patient records for 35 patient charts.

{{Respondent has complied with the Arizona Nurse Practice Act, related state and federal law, or

{ On 8/20/2009, Respondent notrﬁed the DEA that FA159098 was 1ssued in error and requested

copy all files in 15 minutes before the Board office closed at Spm. Respondent would not leave
the charts, and did not bring the charts back for copying, or forward the files even after Board

staff sent a second subpoena on April 27, 2011. Thus, Respondent failed to respond to the Board

13. As stated above, Respondent failed to respond to the investigative questionnaires
for Complaints 1, 3 and 4. Respondent partially responded to the Investigative Questionnaire for
complaint #2, but failed to provide the complete medical record. Due to his failure to cooperate

with relevant portions of the Boards investigation, Board staff is unable to determine if

whether the care he prov1ded to his patients otherwise met the standard of care, aside from his
abihty to prescribe.
14. On or about 7/ 14/2009 Respondent received DEA license number FA15 19098.

that it be retired. A new DEA number was issued the same day. Despite being instructed by the
DEA to discontinue the use of DEA#FA 1519098, Respondent wrote dpproximately 71 controlled
substance prescriptions between 9/2009 9/2011 using the retired DEA #FA1519098.

5.~ On 10/13/2010, 10/20/2010, 11/15/2010; 1/14/2011, _Respondent used
DEA#MA2014455 to prescribe Cocaine HCL Powder #270 “For Office use Only”, despite DEA
regulations stating that a DEA registrant (practitioner —ie. M.D., mid-level practitioner ~ i.e.
NP) should not obtain Schedule 2-5 controlled substances for the purposes of dispensing or
administering these controlled substances in an office setting. Specifically, if a practitioner or
mid-level practitioner wishes to administer or dispense a controlled substance in their office they

must obtain these controlled substances using one of two methods outhned by the DEA: 1)

ochedule 2controlled substance — must be- obtamed using a’ DEA Form 2 222 (Official Order — |
Form). Used when obtaining Schedule 2 controlled substances for dispensation. Likewise,- a

pharmacy should not fill a prescription for a practitioner to obtain controlled substances “for

-4-
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office use only” in order for the practitioner to dispense a Schedule 2 controlled substance in an
office/clinic/hospital. 2) Schedule 3-5 controlled substances can be ordered using some type Qf
sales invoice or document created either by the purchaser (the indix‘/idual receiving the éontrolled
substance) or by the supplier (the business selling the controlled substance to the purchaser).

16. Respondent was not licensed by the DEA to use controlled substances such as
cocaine for the purposes of dispensing or administering these controlled substances in an office
setting, nor was he ever authorized by the Board to dispense or independently administer these
medications. |

17. From on or about March 24, 2011 to September 3, 2011, Respondent exceeded his

scope of practice when he prescribed medications that were not administered by a licensed,

certified or registered health care provider pre-operatively, post-operatively, or as part of a

procedure performed in a health care facility; the office of a health care provider licensed

pursuant to A.R.S. Title 32, Chapters 7, 11, 13, and 17; or in an ambulance. For example, Allen

| prescribed medications such as cocaine, Phentermine, Amphetamine salts, Alprazolam,

Androgel, Suboxone, and methadone, etc.

PRELINIINARY CONCLUSIONS OF LAW

1. The Arizoha’_State Board of Nursing I(“Board”) has the authority to reguléte and

| control the practiee of nursing in the State of Arizona, pursuant to A.R.S. §§ 32-1606, 32,-

1661(a) and (b), 32-1663, 32-1664, and 41-1092.11(B). The Board also has the authority,
pursuant to A.R.S. § 32-1663 and A.R.S. § 32-1664, to impose disciplinary sanctions against

the holders of nursing licenses/certified nursing assistants for violations of the Nurse Practice

| Act, AR.S. §§ 32-1601 through 1669, A.A.C. R4-19-101 to R-19-815, R4-19-515(a).and (c), -

and R4-19-516.

-5
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2. The conduct and circumstances described in the Preliminary Findings of Fact
constitutes unprofessional conduct and grounds to take disciplinary action pursuant to A.R.S. §
32-1663 (D) as described in A.R.S. §32—l601(18) (adopted effective September 30, 2009)
18."Unprofessional conduct" includes the following whether occurring in this state or elsewhere:
(d) Any conduct or practice that is or might be harmful or dangerous to the health of a patient or
the public; (g) Willfully or repeatedly violating a provision of this chapter or a rule adopted
pursuant to this chapter; (h) Committing an act that deceives, defrauds or harms the public; and

() Violating a rule that is adopted by the board pursuant to this chapter, specifically, A.A.C. §

R4-19-403 (adopted effective January 31, 2009). 1. A pattern of failure to maintain minimum

standards of acceptable and prevailmg nursmg practice; 7. Failmg to maintain for a patient record
that accurately reflects the nursing assessment, care, treatment, and other nursing services
provided to the patient; 8.  Falsifying or making a materially incorrect, inconsistent or
unintelligible entry in any record: (b) Pertaining to obtaining, possessing, or admimstermg any

controlled substance as defined in the federal Uniform Controlled Substances Act, 21 U.S.C. 801

| et seq., or Arizona’s Uniform Controlled Substances Act, A.R.S. Title 36, Chapter 27; 9. Failing

to take appropriate action to safeguard a patient's welfare or follow policies and procedures of

the nurse's employer designed to safeguard the patient; 12. Assummg pat1ent care

I responsrbihtles that the nurse lacks the education to perform for which the nurse has failed to

maintain nursing competence, or that are outside the scope of practice of the nurse; 25. Failing

to: a. Furnish in writing a full and complete explanation of a matter reported pursuant to A.R.S. §

| 32-1664, or b Respond toa subpoena 1ssued by the Board 27. Makmg a false or rmsleadmg

statement on a nursing or health care related employment or credential applrcatron concerning

previous employment, employment experience, education, or credentials; and 3 1.Practicing in

-6-
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any other manner that gives the Board reasonable cause to believe the health of a patient or the

public may be harmed.

FINDING OF PUBLIC EMERGENCY AND ORDER

Based upon the facts and circumstances set forth in the Preliminary Findings of Fact and
Preliminary Conclusions of Law, the Board finds that the publie health safety and welfare |
imperatively requires emergency action.

IT IS THEREFORE ORDERED, pursuant to A.R.S. § 41-1092.11(B) and effeetive

immediately, that registered nurse license number RN159804 and certificate number CRNA0632

| held by John Clifford Allen 1s SUMMARILY SUSPENDED pending proceedings for

revocation and other action by the Board. A hearing in this matter shall be promptly instituted
and determined.

Dated this 22° day of September, 2011.

SEAL

Joey Ridenour, RN., M.N., F. A AN.
Exeeutive Director

COPIES mailed this 22™ day of September, 2011, by First Class Mail and Certified Mail
Receipt No. 7009 0080 0000 0430 2378 to:

R. John Lee
P.O. Box 2280
St. Johns, Arizona 85936
COPIES hand- delivered this 22™ day of September,- 2011, to:

Emma _Le,hn,@r Mamaluy

Assistant Attorney General
1275 W Washington LES Section
Phoenix AZ 85007

By: Llysia Gauntt

-




THE ARIZONA STATE BOARD OF NURSING
2 AT THE OFFICE OF ADMINISTRATIVE HEARINGS

IN THE MATTER OF REGISTERED |
s || NURSE LICENSE NO. RN159804: COMPLAINT NO. 1010034

CERTIFICATE NO. CERTIFIED | -
REGISTERED NURSE ANESTHETIST | DOCKET NO. 11A- 1010034-NUR
7 || NO. CRNAOB32

ISSUED TO: COMPLAINT AND NOTICE
8  OF HEARING
, || JOHN CLIFFORD ALLEN,
10
Respondent.
11
- L.
15 || - JURISDICTION

14 The Arizona State Board of Nursing issues this Complaint and Notice of

150 . : , '
| Hearing pursuant to A.R.S. §§ 32-1606, -1646, -1663, -1664 and §§ 41-1092
16 ~ » _

. through 41-1092.12.

18 T | , L.

19 | NOTICE OF HEARING
20 For the reasons containéd in this Complaint, the Arizona State éoard of
Nursing has requested that an Administrative Law Judge from the Office of

23 Administrative;Hearings conduct a formal hearing at 1400 West Washington,

2011, at 8:00 a.m. to determine whether grounds exist to take disciplinary

action, including suspension or revocation against John Clifford Allen, who holds

24 || Suite 101, Phoenix; Arizona 85007, (602-542-9826) on October 20-and 21, — | —




registered license number RN159804 and CRNAO632 for the practice of nursing
in the State of Arizona. At the hearing the Administrative Law Judge will hear
testimony, take evidence and produce, for the Board’s consideration,
recommended findings of fact, conclusions of law and a recommended decision
in this case.

lil.

PARTIES

1. The Arizona State Board of Nursing (“Board") has the authority to

regulate and control the practice of nursing in the State of Arizo.na, pursuant to
A.R.S. §§ 32-1606, 32-1663, and 32-1664. The Board also haé the authority to
| impose disciplinary sanctions against the holders of nursing licenses/nursing

assistant certificates for violations of the Nurse Practice Act, A;R.S. §§ 32-1601
to -1669. | |

', 2. John Clifford Allen ’(‘*Respondent”) holds Board issued regi'stered
nurse license number RN159804 and CRNAOG32 in the State of Arizona. -
IV.

FACTUAL ALLEGATIONS

1. On or about July 9, 2009 Respondent was issued RN license number.

RN159804 and certificate number CRNA0632.

2. On or about August 2009, _Respondehtr bég;1 Wor?a? STtmniseXnes:thiegla

& Pain Management in Springer\zille, Arizona.




3. Respondent has never been issued a prescribing and dispensing

certificate by the Arizona State Board of Nursing, nor is certified in Arizona

as an advanced practice nurse/nurse practitioner.

COMPLAINT #1

4. On or about October 21, 2010, the Board iniﬁated an investigation into
Respondent's practice after it received a complaint from Snell & Wilmer
Law Office, on behaif of the Arizona Society of Anesthesiologists, alleging

- that Respondent independently prescribed (Drug Enforcement Agency

| ("DEA")) Schedule Il controlled substances for chronic pain management

. after the Board, at its March 23-24 Board meeting, informed Respondent
in person and with his attorney present, that he did not have such
independent prescribing authonty. The complaint contained additional
allegations of mlsrepresentatlon of credentials, alleging that Respondent
advertlsed and/or falled to correct advertlsmg in which he was llsted as a
doctor in Sprmgerwlle AZ.

5. The Board previously opined, on September 24, 2009, that it believed

| Respondent could lawfully prescribe medications for;chronic pain
management under R4-19-516 (C) (8). However, on March 23, 2010, with

R.espenden't and his attofneys present, the Board voted to reseind the

). prior. Boar,d,op,i-niorLregatding,Resp,onden-tis,,s,oope,,of;praetice and_ |}

explicitly directed Respondent to cease prescribing medications for

chronic pain, since the Board had determined that this was beyond
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Respondent's scope of practice as a certified registered nurse anesthetist
("CRNA".

6. Nevertheless, Board staff determined that, after the Board meeting on
Marc;h 24, 2010, and through June 2011 (and beyond), Respondent
continued to prescribe in excess of 2730 controlled medications, the
majority of which are indicated for chronic pain mariagement. The
prescriptions included powder cocaine, Suboxone (indicated for opioid
withdraw), and Methadohe. (See, also, Complaint #4, below.)

7. From on or about 3/24/2011 - 9/3/201 1, Allen exceeded his scope of
practice by prescribing medications that were not anesthetics, and while.he
‘was not Qnder thé direction of or in the presence of a licensed physician or
5urgeon, such as Phentermi-ne, Amphetaminé‘salts, Alprazolam, Androgel,‘
Suboxone, and methadone, efc. | | |

8. From on or abbut 3/24/2011 - 9/3/201 1, Allen exceeded his scépe of

- practice when he prescribed medications that were not administered by a

. licensed, ’c’ertiﬁed or registered health care provider pre-operatively, post-
operatively, or as part of a procedure perfo‘rméd in a health care facility;
the office of a health care provider, licensed pursuant to A.R.S. Title 32,
Chapters 7, 11, 13, and 17; orin an ambulanCe, such as cocaine,
Phentermine, Amphetamine salts, Alprazolam, Androgel, Suboxone, and
methadone, etc. |

COMPLAINT #2

| ”9'. On or about April 25, 2011, the Board received a complaint from patient

25

26

L.T. élleging_that Respondent assumed her medical care in February

(2010) but after her March 2010 visit, she has beén unable to get an
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appointment with Respondent and the office refuses to let her speak with
Respondent. She feels he has abandoned her as a patient.

Board staff found that Respondent failed to maintain a patient record
for patient L.T. that accurately reflected the nursing assessment, care,
treatment, and other nursing services provided to L.T. Specifically,
Resbondent failed to produce any progress notes that included a physical

assessment or plan of care for L.T.

COMPLAINT #3

11. On or about June 30, 2011, the Board received an inquiry from

Robert Mangold, M.D., alleging that on June 30, 2011, Respondent sent

 him an email in which Respondent claimed he was, “authorized by the

12.

Arizona State Board of Nursing to prescribe for chronic pain management
conditions,” despite the fact that the Board, on March 23, 2010, (over a
year earlier) had directed Respohdent to cease prescribing for chronic pain
management conditions. Based on these allegafidns, the Bdér‘d opened an
additional investigation. |

~ On June 30, 2011, Dr. William Mangold, Contractor and Medical -

4Director for Medicare (Noridian), informed Board staff that he received

several emails from Respondent requesting cre’dentiali'ng with Medicare for
the purposes of compensation for patient visits. Mr. Mangold provided an |
email from Respondent, dated June 29, 2011, in which Respondent
misrepresented the Board's position regarding his ability to prescribe;

stating, “l have been authorized by the Arizona State Board of Nursing to

—24
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26

to Board staff that Respondent never informed him that the Board had

rescinded its prior opinion more than a year earlier, on March 23, 2010.

pres"cfrib'e’forchro'nic*‘p’a'inman*a*gement*conditions”t‘Drf Mangold reported—|—— ———
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COMPLAINT #4 \

13. On or about 7/14/2009, Respondent received DEA license number
FA1519098, which is a number that is designated only for physicians. On
8/20/2009, Respondent notified the DEA that #FA159098 was issued to
him in error and requested that it be retired. A new and correct DEA
‘number (DEA#MA2014455) was issued the same day. Despite being
instructed by the DEA to discontinue the use of DEA#FA1519098,
Respondent wrote approximately 67 controlled substance prescriptions

~ between 9/2009 — 9/2011 that were filled using the retired DEA
#FA1519098. | |

14, - On 10/13/2010, 10/20/2010, 11/15/2010, 1/14/2011, Respondent
used _DEA#MA2A014455 to order Cocaine HCL Powder #270 “For Office
use Only.” | | |

15.  Respondent had no authorization frorh the D'EA to use controlled
substances such as cocaine for the purposes of dispensing or
admlnlstenng these controlied substances in an office setting, nor was he |
ever authorized by the Board to dispense or independently administer
these medications. A |

16. -From on or about March 24, 2011 to September 3, 2011
Respondent exceeded his scope of practice when he prescribed
medications that were not administered by a licensed, certified or

registered health care provider pre-operatively, post-operatively, oras part

care provider licensed pu:rsuant to A.R.S. Title 32, Chapters 7,11, 13, and

17, or in an ambulance. For example, Allen prescribed medications such
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as cocaine, Phentermine, Amphetamine salts, Alprazolam, Androgel,

Suboxone, and methadone.

FAILURE TO COOPERATE WITH THE BOARD INVESTIGATION

17.

Board staff sent Respondent and his attorney investigative
questionnaires on 11/5/2010 (Complaint #1), 4/27/2011 (Complaint #2),
7/13/2011 (Complaint #3), and 9/13/2011 (Complaint #4). Respondent
partially responded to the questionnaire for Complaint #2 by email on
11/19/2010, 4/28/2011, 4/29/2011, 5/1/2011, 5/4/2011, 7/2/2011, 7/5/2011,
and email responses from his attorney were received on 7/7/2011, -
7/14/2011, 7/22/,2011,,and 8/18/2011. However, Respondent failed to

substantively respond to the questionnaires for Complaints #1, 3 and 4,

- failed to return completed Investigative Questionnaires for all four

18.

complaints, andfailed to provide complete patient records (Respondent
provided only one, incomplete record for patient L.T.).
On 11/5/2010, and 4/27/2011, as part of the Board’s investigation,

Board staff issued subpoenas toResponden"c for 35 patient records. On

| February 11, 2011, at approximately 4:45 p.m., without an appointment or |

prior hotice, Respondent appeared at the Board; stating he had 14 charts
f(patiént records) in his car that he eXpécted‘ to be cbpied by Board Staff
immediately. Staff informed him they could not copy all of the files in the
15 minutes before the Board office closed at 5pm. Respondent refused to
'Ieave the charts with Board staff, and did not bring the chaﬁs back for

copying, or otherwise produce the records, even after Board staff sent

24
25

26

failed to respond to the Board subpoenas for complete patient records for

the 35 subpoenaed patient charts.
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19.

As stated above, Respondent failed to respond to the investigative
questionnaires for Complaints #1, 3 and 4. Respondent partially responded
to the Investigative Questionnaire for complaint #2, but failed to provide a
complete medical fecord for patient L.T. Due to Respondent’s failure to
cooperate with relevant portiong of the Boards investigation, Board staff is
unable to determine whether Respondent complied with certain provi_sions
of the Arizona Nurse Practice Act, related state and federal law, and
whether the care he provided to his patients otherwise met the standard of
care, aside from Respondent's inability to prescribe as he did.

| V. -
ALLEGED LEGAL VIOLATIONS

. The Arizona State Board of Nursing (“Boar A”) has the authority to 'regulate

and control the practice of n’uféing in the State of Arizana, purSuant to the
Nurse Practice Act, A.R.S. §§ 32-1601 — 1669, and specifically 32-1606, -
32,-1661(a) and (b) (CRNA statute), 32-1663, 32-1664; and 41-
1092.11(B). The Board also has the authority, pursuant to A.R.S. § 32-
1663 and A.R.S. § 32—1664, to imposé disciplinary sanctions againstthe |
holders of nursing licenses/certified nursing assistants for violations of thé
Nurse Practice Act, A.R.S. §§ 32-1601 through 1669, and A.A.C. R4-19-

101 to R-19-815, specifically R4-19-515(a) and (c), and R4-19-516.

2.. The scope of practiée for Certified Registered N.urse Anesthetislts, such as

516 (see, below). Respondent violated the CRNA scope of practice, as

Respondent, is delineated in A.R.S. §32-1661 and A.A.C. 4-19-515 and
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delineated in paragraphs 1 — 16 of the Factual Allegations contained
- within this Complajnt. Respondent’s conduct constitutes unprofessional
conduct and grounds to take disciplinary action pursuant to A.R.S. §§ 32-
1663 and 1664.
3. AR.S. §32-1661 states:

a. Alicensed registered nurse may administer anesthetics under the
direction of and in the presence of a licensed physician or surgeon if
the nurse has completed a nationally accredited program in the
science of anesthesia

b. As used in subsection A, “presence” means within the same room
or an adjoining room or within the same surgical or obstetrical suite.

4. A.A.C. 4-19-515(C) states:

A CRNA granted prescribing authority may prescribe drugs or
medication to be administered by a licensed, certified or registered

- health care provider pre-operatively, post-operatively, or as part of a
procedure performed in a health care facility; the office of a health
care provider licensed pursuant to A.R.S. Title 32, Chapters 7, 11,
13, and 17; or in an ambulance.

5. AAC. 4-19-516(C) states:

In addition to the scope of practice permitted a registered nurse
under A.R.S. §32-1601, a registered nurse governed by this
Section may perform one or more of the following acts: .

1. Assess the health status of an individual as that status
related to the relative risks associated with anesthetic
management of an individual;

2. Obtain informed consent;

3.. Order and interpret laboratory and other diagnostic

___tests and perform those tests that the nurse is qualified |
to perform; :

4. Order and interpret radiographic imaging studies that
the nurse is qualified to order and interpret;

5. ldentify, develop, implement, and evaluate an

~ anesthetic plan of care for a patient to promote,

-9-
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maintain, and restore health;
6. Take action necessary in response to an emergency
situation;
7. Perform therapeutic procedures that the nurse is
qualified to perform; or
8. Perform additional acts that the nurse is qualified to
perform
6. The conduct and circumstances described in the Factual Allegations
(specified below) also constitutes unprofessiohal conduct and grounds to
take disciplinary action pursuant to A.R.S. §§ 32-1663 and 1664,
specifically 1663(D), as described in A.R.S. §32-1601(18)
("Un'professional conduct” includes the following whether occurring in this
- state or elsewhere)(adopted effective September 30, 2009):

a. Paragraphs 1 through 19 of the Factual Allegations constitute
unprofessional conduct pursuant to A.R.S. § 32-1601 (18)(d), (any’ :
conduct or practice that is or might be harmful or dangerous to the
health of a patient or the public).

b. Paragraphs 6 through 8, 11-19 of the Factual Allegations constitute
unprofessional conduct puréua'nt to AR.S. § 32-1601 (18)(g),

(willfully or repeatedly violating a provision of this chapter or a rule

adopted pursuént to this chapter).

unprofessional conduct pursuant to A R.S. § 32-1601(18)(h),

(committing an act that deceives, defrauds or harms the public).
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d. Paragraphs 1 through 19 of the Factual Allegations constitute

unprofessional conduct pursuant to A.R.S. § 32-1601(18)(j),

(violating a rule that is adopted by the board pursuant to this

chapter), specifically:

iv.

(Paragraphs 10, 17-19): A.A.C. R4-19-403(7), (Failing to
maintain for a patient record that accurately reflects the

nursing assessment, care, treatment, and other nursing

‘services provided to the patient

(Paragraphs 1 through 16): AA.C. R4-1 9-403(8), (Falsifying
or making a materially incorrect, inconsistent, or unintélligible
entry in any record; a. Regarding a patient; health care - |

facility, school, institution, or other work place Iocatién; or b.

| Pertaining to obtaining, possessing, or administering any
~ controlled substance as defined in the federal Uniform

Controlled Substance Act, 21 U.S.C. 801 et seq., or Arizona

Uniform Controlled Substances Act, A.R.S. Title 36, Chapter
27). |
(Paragraphs 1 through 16): A.A.C. R4-19-403(9), ( Failing to

take appropriate action to safeguard a patient’s welfare

safeguard the patient).

(Paragraphs 1 through 16): A.A.C. R4-19-403(12), (Assuming

-11-




patient care responsibilities that the nurse lacks the education

2 to perform, for which the nurse has failed to maintain nursing
z competence, or that are outside the scope of practice of the
5 nurse).
6 v. (Paragraphs 10, 17 through 19): A A.C. R4-19-403(25)(a),
7 | (Failing to: a. Furnish in writing a full and complete
’ explanation of a mafter reported pursuant to A.R.S. § 32- |
»12 1664, or b. Respond to a subpoena issued by the Board).}
1 vi. (Paragraphs 11 through 12): A.A.C. R4—19-403(27), (Making
21 ' a false or misleading stétement on a nursing or health care
B related‘ empIOYment or credential applicéﬁon concerning
i: previous employment, employment experience, educatioh, or
16 credentials). | ‘.
17 1} ~vii. (Paragraphs 1 through 16):"A’.A.C. R4-1 9—4"03(31),'»(Practicing
| 18 in any manner that gives the Board reasonable cause to
. 1: fbelieve the health of a patient or the public may be harmed).
2 - '
21 RESPONDENT IS HEREBY NOTIFIED that pursuant to A.R.S. § 32-
2 1664(l), you shall submit to the Board a written answer to the allegations
B Z# contained in this Comﬁlaint and Notice of Hearing Within thirtv (30) days .of. -
25 ||Its service. When notice is served by certified Amail, service begins the date the

- 26

notice was placed in the mail. Your written ansWer shall be made to the
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12 || action is deemed appropriate, including suspension, revocation, probation,
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18
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attention of Llysia Gauntt, Arizona State Board of Nursing, 4747 North 7" Street,

Suite 200, Phoenix AZ 85014-3655. EVEN IF YOU PREVIOUSLY

RESPONDED TO A BOARD ISSUED NOTICE OF CHARGES, YOU MUST

STILL RESPOND TO THIS COMPLAINT AND NOTICE OF HEARING. THE

ID E PON

COMPLAINT. The Board may then take any of th_e actions allowed pursuant to

A.R.S. § 32-1663 without conducting a hearing. The Board may take whatever

restitution, refusal to renew, decree of censure and/or impose an administrative

or civil penalty pursuant to A.R.S. §§ 32-1601(8), -1606, 1646, -1663, -1663.01

and -1664. For answers to questions reg’ardiing this Complaint and Notice of
Hearing, CO‘ntact""Llysia 'Garu;nt't' at (602) 771-7852. For answérs to questions
regarding this Complaint ar{d Notice of Hearing, contact Llysia Gauntt at (602)
771-7852. |
RESPONDENT IS FURTHER NOTIFIED thét you may appear with or
Without thé assistance of én attorney, on the date and at the place specified in

this Notice of Hearing, and may present testimony and argument in your

24

25

26

, dé?énse,Wﬁh 'riés&emcr:'t' to the alléged‘ violations contained in.this Complaint and

Notice of Hearing. A.R.S. §§ 32-1664 and 41-1092.07 GIVE EVERY PERSON

WHO IS A PARTY IN THIS MATTER THE RIGHT TO BE REPRESENTED BY

-13-
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hearing, the Arizona State Board of Nursing may proceed and determine this

Board does not discriminate on the basis of disability in admission to and
| participation in hearings. People with a disability may request reasonable

COUNSEL, TO SUBMIT EVIDENCE IN OPEN HEARING ON THEIR OWN

BEHALF, TO EXAMINE AND CROSS-EXAMINE WITNESSES, AND TO HAVE
SUBPOENAS ISSUED TO COMPEL ATTENDANCE OF WITNESSES AND
PRODUCTION OF EVIDENCE.

RESPONDENT IS FURTHER NOTIFIED that if you fail to appear at the

matter in your absence. After the hearing, the Administrative Law Judge will
submit the written report of his or her findings of fact and conclusions of law fo
the Arizona State Board of Nursing for its consideration in determining an
appropriafe disposition. |
Dated this 28" day of September, 2011,
SEAL |

Joey Ridenour, R.N., M.N., F.AAN.
Executive Director

- In accordance with Title Il of the Americans with Disabilities Act (ADA), this

accommodation, such as a sign language interpreter, by contacting Joey
Ridenour, Executive Director, at 602-771-7801. Requests should be made as
early as possible to allow time to arrange the accommodation.

24~

25

26

R. John Lee
P.O. Box 2280 A
St. Johns, Arizona 85936

-14-

COPIES mailed this 28" day of September, 2011, by First Class Mailand |
Certified Mail Receipt No. 7009 0080 0000 0430 2946 to:
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COPIES rhailed this 28" day of September, 2011, to:

Emma Lehner Mamaluy

| Assistant Attorney General

1275 W Washington LES Section
Phoenix AZ 85007

Case Management

Office of Administrative Hearings
1400 W Washington Ste 101
Phoenix AZ 85007

By: Llysia Gauntt

-15-




KAMALAD HARRIS

_ Attorney General of California:
KAREN B. CHAPPELLR

Supervising Deputy Attoiney. General
GEQFFREY WARD .

Deputy Aftorney General )

‘| State’Bar No. 246437 - ~--- -
" 300 So. Spring Street, Suite 1702
~ Los Angeles, CA 90013 :
Telephone: (213) 897-2660
Pacshinile: (213) 897-2804

Attorneys Jor C’omplaznant o

BEFORE THE :
BOARD OF REGISTERED NURSING ,
DEPARTMENT OF CONSUMER AFFAIRS -
STATE OF CALIFORNIA

"In the"Matter of'the AeeusationVAga_inst: - Case No {7,@ 13 - /t,'*ﬁ
JOBNCLH?FORDALLEN ACCUSATION

PME 183
.|| 4319 Atlanta HighWay
| Montgomery, AL 36109,

ered Nurse License Na. 603395
- Nurse Anesthetisf Cerﬁﬁeate No. 2874

Responuent.

Compleinuut alleges; - '

1. : Loulse R. Baﬂey, MEd, R.N. (“Complmnant") brings this Acmxsatxon solcl,y in hef .
ofﬁ01a1 capamtyas the Bxeeutwe Ofﬁoer of the Board of Reglstered Nursmg ("Board"), )
Department of Consumer Affairs, .

. 2.7 On or about August 2; 2002 the Board 1ssued Reglstered Nurse Llcense Number
'603395 to John Chfford Allen (“Respondent") The Reglstered Nurse Llcense expzred on
February 29, 2008 and has not been renewed
.3. On or about August 8, 2002 the Board issued Nurse Anesthetlst Cemﬁcatc No. 2874
to Respondcnt The Nurse Anesthetmt Certificate also expu'ed on Febmary 29, 2008 and has not

been renewed

il

" Acousation .
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JURISDICTION A.ND STATUTORY PROVISIONS

- - 4._ Scctmu 2750 of the Busmess and Professxons Code (aJl section referenccs are to thc

Busmcss and Profess:ons Code unless othcrwme mdloated) prowdes mpertment part, that the

Board may dlSClplmc eny hccnsec, mcludmg a hccnseo holdmg a tcmpora:y or an mactwc

Hoense, for any reason provxded in Artwlc 3 (commencmg w1th Code section 275 0) of thc

Nursmg Practlce Act

5.  Section 2764 provides, i m pertmont part, that thc expuatmn of e Tioerise. shall not

. dcpnvc the Board of jurisdiction to proceed thh & d1sc1phnary proceeding against thie Ticenses of
torerdera decismn imposing dxsciphne on the hcensc Under subdivision (b) of Seotton 2811 of |

the- Code the Board may renew an cxplrcd license &t any time WIﬂnn c1ght ycars aftcr the

expuation

Sectton 118 subdmswn ®): also grants the Board Junsdlcnon over suspended,
expired, forfcltsd, cancelled of surrendared hcensesu ' ) ’

. “The suspension, expiratlon, or forfeltw:e erauon of law of d lioensé .
issued by a board in the department, or its suspensign, %ﬂ&m or canceliation by -
order of the boerd or by order of & coutt of law, or its gurrendsr without the witten
consent of the boerd, shall not, during any period in which it mey be renowed, -

" restored, réisgued, or reinstated, deprive the board of its suthority to instituteor *© -
continue-g disciplinary proceeding against the licensee upon any ground provided by
lawor to ente;' an order ding or rcvohng e HanSG or otherwise tak:ng

. disczphngry action against the licensee on any such gro '

' .7. ‘In perh.nent patt, Soouon 2761 authonzes the Board to dmmplme licensees for hcouse

reyooanons o:: restncnons in other stateS' .

“Tho board may take dlsciplmary a,ction egainsta certxﬁed or hponscd
" murse ot deny an apphcauon for a certificate or license for any of the following ..

(a) Unprofessional conduct, Wthh mcludcs, but is not hmlted to, the '
folloyx?ing

} (4) Denial of hoensure, Tevocation, suspansmn, restnctxon, or any other
d:sclplmary action against a health care professional license or certificate by :
‘enother state or territory of the Unitcd States, by eny other govemnment agency, or -
by another California health care professxonal licensing board, A certified oopy of
the decision or Judgment ahall be concluswe evidence of that ac’aon »

- Accusation
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thc hcensmg aot to pay & sum not to c:xceed the reasonable costs of the mves’agatlon and

© o ~1 & ;AW

_ Anzona certlﬁed re gxstered nurse anesthetist cerhﬁcate were revoked by the Anzona State Board

“of Nursmg (“Anzona Boatd”), as follows:

' Respondent's Arizana nursing license a.nd Anzona certified fegls’oered nurse ariesthetist cernﬁcate

=

-oertified reg1stered nurse anesmetlst in Alabama for ﬁve ot six years before movmg 3] Arizona

- chmc_snutsrde ofhospltal settings.—

COST RECOVERY

8, Section 125 3 of the Code pr ovides, in pcrtmcnt part, that the Board may rcquest the

adm1mstrat1ve law Judge o dlrect a licentiate found to havc commltted a vmlauon or vmlauons of

cnforcemcnt of the cage.

CAUSE FOR DISCIPLINE

- (Disciplinary Action by the Anzona State Board of Nursmg)
A Respondent is subject to discipline pursuant to Code section 2761 subdmswn (a)(4)

on the grounds,of unprofcssmnal conduct, beca\isc his Arizona reglstcred nursing license and his

“10. Onor ahout January 26, 2012 the Anzona Board xssued en order revokmg -

in the dlsclphnary achon cntt’dod In the Magter of Regwterad Nurse chen.s'e No. RNIS 9804; ",
Cemﬁcate No. Certvied Regiatqred Nurse Anesthetist No, CRNA0632 Issuea’ to John cli ﬁ'ard
Allen. ' '
. In 1ts January 26,2012 order, the A.nzona Board found as fo]lows :
&, On or about 1992, ReSpondant was licansed asa regwtcred nurse in Alabama.
He then completed 3 program to bea oertiﬁec} regxsteted nuIse anesfhetxst He practwcd a5 s

. b. Atadate unspectﬁcd Respondent began mnning & chronic pam management.
chmc in Sprmgervillc, Arizons, a rural area, i .

"o While runmng the chmc in Spnngervﬂle, ReSpondent asked the Arizona Board
whcther he could legally mdependently presoribe medication to his chromo pain management
panents '

d. The Arizona’ Board surVGyed the pracﬁces of other states and found that some

states allowed cemﬁed registered nurse anesthetists to prescnbe medication in pain management

I4

Accusstion | _
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e. Atameeting in Septem'ben 2009,‘the Aﬁzona Board passed.a motion allowing

"Respondent 10. independenﬂy prescribe medication to his patients at thc pain manaigcment clin‘ic.

_He became the only certified registered nurse anestheust to whom the Anzona Board granted

mdcpendent presonpuon-wrlting authonty ) )
£ In September 2009, Respondent bega.n wntmg pain medxcatxon prescnptlons to

h1s patlents unsuperv1sed by any doctor

:2 ‘I‘he A.rlzona Socxcty of Anestheswloglsts complamed 1o the Anzona Board
. about Respondent’ prescnpnon witing authority.

" h, On Maich 23, 2010, the Anzona Board mct agdin to cons1der Respondent's

preser iption .wrttmg guthority, Respondent and his attorney testified at the meetmg After

’ meetxng m ‘executive session, the Anzena Board passed a motxon rescmdmg Respondent'

mdependent prescnpuon-wnung authonty It then informéd hun that he would be ofﬁcxaﬂy

.neuﬁed ofits aetnom But it failed to mail him or his attomey ofﬁetal notlﬁcahon of its deexslon

until Iuly 12, 2011. In the meantime, he continued mdependenﬂy.wndng prescnp_ﬁons to: h1s N
ettt v . e . . .
: i. From Maroh23 20100 September 22,2011, when the AnzonaBoa:d issued

an emergenoy order suspeiding h1s Anzona hcepse, Respondent wrote thousands of prescnpuons .

for controﬂcd substances, most of whlch were for pam mana,gement These meluded
preseriptions for powder eoeafne, amphetamme salts; and epioid mthdxawal medicatlens
) } On Oetpber 20-21 2011 the Anzona Board held & hearing on four complamts

- against R',espondent’s Anzona nursing hcense and oertified reglstered nurse anesﬂleust certificate.

k. After the hearing, the Anzona Board conoluded that Responident | had comritted

unprofeSsnoneI conduct by connnuing to write preseriptlons after thc Aﬁzona Board rescinded h1s
authonty to do so atits meetmg on‘March 23,2010,

. L Ttalso concluded Respondent hed committed unprofessxonal conduct by faﬂmg

o properly fespond to an inquiry and subpoenas 1t msued for his patient records ,

m. And it concluded that he had committed unprofesswnal conduct by representmg

1 to K3 physrmanmesponmble for the- stabe’s Medloare rennbursements that he ‘was still authonzed to

4 -

" Accusation




—

— —
—t [ e 20

| ‘ . . .
B8R R R BN RRBEEIE G RY

| prescribe medications (and therefore qualified to receive Medicare payments) after the date the

© 0 1o AW N

o

7 costs of the mvcsugatwn and enforcement of this’ sase, pursuant to BuSmcss and Professiods
Code Sotion 1253;6d, L g

Arizona Board had; rescinded his p"rescribin g authority.
- 12. Based on these wolatwns the Arizona Board rcvolced Respondent’s A:wona nursmg
hccnsc and COItlﬁCd rcgmtcred nurse ancsthctlst ccrtlﬁcate . . .

S130 Undcr Code Scctlon 2761, subdivision (2)(4); the revocation of Respondent’s nursmg
license and certified registéred nurse anesthetists certificate by the-Arizona Board in 2011 is.
g‘r_ound for thc_Ca11fom1a Board ta take d1sc1phnz;u;y action. '

o ' . PRAYER'
‘ - WHEREFORE, Complainant requests that a heanng be held on the matters herein allcgcd
and that followmg the he,anng, the Board of Reg1stered Nursing issue a detision:
L Revokmg or suspendmg Regwtered Nurse License Nugmber 603395 issued t0 J ohh
Chfford Allen; . - ) L
2.. Revokmg or suspondmg Nurso Anosthcust Certificate Number 2874 issued to John
Chfford Allen; - v

3 - Ordering J ohn Chfford Allen to pay the Board of Registered Nursing the reds onable

. Takmg such othar and further actxon as dccmed nécessary and proper

DATED: W %
. UISE'R, BAILEY, M.Bd,, R.N

Exeoutive Officer - .
-Board of Registered Nursmg
Departotent of Conganer
 State.of Califorpia .
- Complainant

LA2012507078
51146950, 2.docx
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