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SUPERIOR COURT OF THE STATE OF CALIFORNIA

COUNTY OF SACRAMENTO

GINGER CONGI, ANGIE RUBINO,
CHANDRA PETERSON-CHASTAIN AND
JESSIE PETERSON via her estate,
individually,

Plaintiffs,
V.

DIGNITY HEALTH, d/b/a MERCY SAN
JUAN MEDICAL CENTER; a division of
COMMONSPIRIT; MORTUARY SUPPORT
SERVICES OF NORTHERN CALIFORNIA
(DOE #1), LLC; DOCTOR NADEEM
MUKHTAR (DOE #2), and DOES 3-50,
inclusive,

Defendants.

Case No. 24CV015815

SECOND AMENDED VERIFIED COMPLAINT
FOR:

NEGLIGENT HANDLING OF A CORPSE;

NEGLIGENCE;

NEGLIGENT INFLICTION OF

EMOTIONAL DISTRESS;

NEGLIGENT MISREPRESENTATION;

NEGLIGENT HIRING AND SUPERVISION;

VIOLATION OF CALIFORNIA HEALTH

AND SAFETY CODE § 7100;

VIOLATION OF CALIFORNIA HEALTH

AND SAFETY CODE § 7104;

GROSS NEGLIGENCE;

INTENTIONAL INFLICTION OF

EMOTIONAL DISTRESS;

10. INTENTIONAL MISREPRESENTATION;
and

11. CONCEALMENT.

W N oukr wWhE

Plaintiffs Ginger Congi (“Ginger”), Angie Rubino (“Angie”), Chandra Peterson-Chastain

(“Chandra”) and Jessie Peterson (“Jessie”) (collectively the “Plaintiffs””) complain and allege causes of

action collectively and individually against Defendants Dignity Health, d/b/a Mercy San Juan Medical

Center, CommonSpirit (hereinafter, the hospital defendants, Dignity Health, doing business as Mercy San

Juan Medical Center, and CommonSpirit are referred to as “Dignity Health”), Mortuary Support Services
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of Northern California (“Cremations Only”), Dr. Nadeem Mukhtar (“Dr. Mukhtar”) (collectively the

“Defendants”) and Does 3-50 as follows:

INTRODUCTION

“The hospital failed to ensure the services of the Regional Morgue Office complied with
regulations and facility policies and procedures relating to family notification of patient death, timely
completion of death certificates, and processing of patient remains . . . which had the potential to
result in family distress over the perception of patients missing for prolonged periods of time when in

fact they were deceased and in storage.”!
“On 10/4/2024, the off-site morgue had 61 patient remains from the hospital, 11 patient
remains from deaths in 2022, 15 patient remains from death in 2023, and 19 patient remains from

deaths in the first half of 2024. 2

“We assumed the remains being stored did not have families.

Jessie Peterson had a family, and

Jessie Peterson deserved dignity, even in death.

I Audit Report findings of the California Department of Health and Human Services on behalf of CMS dated
10/04/2024. (Exhibit 3.) See: Nearly identical findings in the 2022 Audit Report (Exhibit 1) and 2023 Audit
Report (Exhibit 2).

2 Id.

3 Mercy San Juan Hospital President, Michael Korpiel’s quoted response to the scathing findings of the California
Department of Health and Human Services, as quoted in Exhibit 3, page 6. After the press coverage regarding
this case Mr. Korpiel announced his retirement.

2
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1. Jessie Marie Peterson (hereinafter “Jessie”) was born on August 15, 1991. Jessie grew up
in Sacramento, California along with her sisters Angie and Chandra.
Jessie was a very loving and energetic person. Jessie was diagnosed
with Type I diabetes at the early age of ten. This affected her energy
and participation in gymnastics when she was younger. Jessie was

a member of the High School Water polo team, High School Dance

team, and was a prosecuting attorney for the Placer County Peer
Court. She graduated from Roseville High School and attended

Sierra College. Since the onset of her diabetes Jessie had been in an

out of Dignity Health hospital numerous times.

2. On April 6, 2023, Jessie suffered a diabetic episode and was admitted to Mercy San Juan
Medical Center in Sacramento, California. Jessie’s medical records indicate a discharge date of April 8§,
2023. Jessie’s family was told that Jessie had been discharged against medical advice. In truth, Jessie had
died while in the care of Dignity Health. Jessie’s Certificate of Death, not completed until nearly a year
after her passing, states that she died from cardiopulmonary arrest at age 31. Because Jessie’s death was
not reported by the Defendants to her family for a year after her death, an autopsy to determine the extent
to which medical malpractice may have played a role in her death was rendered impossible.

3. Unaware that Jessie had died on April 8, 2023, Jessie’s family tirelessly tried to locate
Jessie. The Plaintiffs also filed a Missing Person’s report with the Sacramento County Sheriff’s Office.
They also posted information about Jessie on the Department of Justice website for missing persons.
Jessie’s family searched and searched for Jessie. It was not until April 2024, that Dr. Mukhtar completed
the physician certification portion of the death certificate enabling the Funeral Director at Cremations
Only to issue Jessie’s Death Certificate on April 5, 2024. (Exhibit 4.) Just one week later, on April 12,
2024, the Sacramento County Detective’s Office was able to locate Jessie’s remains and notified Jessie’s

family that Jessie had been found in “cold storage” and had been there since April 8, 2023. Cold storage
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is essentially a large storage warehouse where Dignity Health has contracted to store bodies.

4. Finally, Jessie’s family could lay
Jessie to rest after a year in the Defendants’ version
of purgatory. But because of the passage of time
Jessie’s body was so decomposed that an open f
casket funeral was not feasible, and Jessie’s
fingerprints were not even obtainable for any
keepsake. Because the hospital failed to notify

Jessie’s family of her death, they were unable to see

Jessie’s body to say goodbye and will forever live

with their last image of Jessie coming from Jessie’s medical records, as being confused and “curled up
in a ball on a stretcher” and completely alone. (Exhibit 5 at 5:12-13.) This image has and forever will
cause Plaintiffs severe emotional distress.

5. Dignity Health advertises on its website that it changed its name to “Dignity Health to
better describe what we stand for. Dignity is something everyone is born with. ‘Dignity’ means showing
respect for all people.”* In this case, no “dignity” or respect was afforded to Jessie Peterson or her family.
Dignity Health, Dr. Mukhtar, and Cremations Only (collectively the “Defendants™) failed in its most
fundamental statutory, ethical, and required standard of care for Jessie and her family. Defendants
callously stored Jessie in an off-site warehouse where she was left to decompose for nearly a year while
her family relentlessly inquired about her whereabouts.

6. While a patient that doesn’t survive may be just another lifeless body to the Defendants,
Jessie was a family member, a daughter, and a sister and her family deserved the dignity and respect the

Defendants so grossly failed to provide. Even to this day, the Defendants have not apologized to Jessie’s

4“In 2012, we changed our name to Dignity Health to better describe what we stand for. Dignity is something
that everyone is born with. To us, “dignity” means showing respect for all people by providing excellent care and
helping them lead healthy, meaningful lives.” (https://www.dignityhealth.org/about-us/press-center/about-dh)

4
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family members, nor will Jessie’s family ever know what really caused Jessie’s death.

7. Dignity Health’s callous disregard of their statutory and moral obligations with respect to
Jessie Peterson was not an accident or an act of negligence, it was a pattern and practice and was known
at the highest levels of Dignity Health’s leadership. Dignity Health’s gross misconduct and statutory
violations were known to management as early as 2022 when it was documented by the California
Department of Health in an Audit Report. (Exhibit 1.)

8. The Department of Public Health’s demand for a Plan of Correction was sent to Michael
Korpiel on April 8, 2022. (/d.) In the letter Mr. Korpiel and Dignity Health were directed that “The
deficient practices should be corrected immediately. The date shall be no more than 30 calendar days from
the date the facility was notified of the non-compliance.” (/d.)

9. Dignity Health disingenuously promised to implement a “Plan of Correction”. (I/d.) The
Department of Public Health’s 2024 audit report documents that as stated by Dignity Health’s Quality
Director, the promised Plan of Correction were never implemented. (Exhibit 3 at pp. 12-13.) Had Dignity
Health and its staff implemented the promised corrective measures Jessie Peterson may not have died, we
will never know for certain because an autopsy couldn’t be conducted once her death certificate was issued
eleven months late. Had Dignity Health and its management implemented corrective measures it promised
in 2022, Jessie Peterson’s family could have been timely informed of her death and the family could have
laid her to rest rather than spending months looking for Jessie while she was in a body bag on a shelf at
Cremations Only for eleven months, in a locker with other Dignity Health patients that lacked a death
certificate or proper notification of next of kin.

10. In the 2024 CMS Audit the president of Mercy San Juan Medical Center, Michael Korpiel,
is quoted as saying that that compliance with the statutory and procedural care for a deceased patient,
including Jessie Peterson, is his “legal and moral obligation.” (Exhibit 3 at p. 6.) He and his staff
knowingly and intentionally failed Jessie Peterson and her family. As discussed below, Mr. Korpiel and
his management team failed tens of other deceased patients and their families from 2021 through 2024. It

was only in response to this and related lawsuits, along with the involvement of the District Attorney that
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Dignity Health reluctantly started a process to allow more than sixty deceased Dignity Health patients to
finally be laid to rest.> The facts detailed in this complaint document the Defendants’ wrongful intentional
conduct. The history, documented by the California Department of Public Health, was known to
management of Dignity Health. (See: Exhibit 3.) Dignity Health hid the continuation of its misconduct by
promising to implement a “Plan of Correction” in 2022 and 2023 which, in truth, were never implemented,
as a matter of choice and financial saving by under staffing. The knowing, intentional, and repeated
misconduct by the Defendants shocks the conscious and is deserving of substantial punitive damages.

PARTIES, JURISDICTION, AND VENUE

11.  Plaintiffs are all natural persons residing in the Counties of Sacramento and Placer,
California. Ginger Congi is Jessie’s mother, Angie Rubino and Chandra Peterson-Chastain are Jessie’s
sisters. Jessie resided in Sacramento and her body was stored in Sacramento for a year after her death.

12.  Defendant Dignity Health, doing business as San Juan Medical Center (hereinafter “Mercy
San Juan”), is a not-for-profit public-benefit corporation incorporated in 1986 in California with its
principal place of business in San Francisco, California. Dignity Health is “one of the largest health
systems in the nation, with more than 400 care centers, including 41 hospitals, urgent and occupational
care, imaging and surgery centers, home health, and primary care clinics in 22 states.” In Northern
California alone, Dignity Health operates six hospitals — Mercy General Hospital, Mercy Hospital of
Folsom, Mercy San Juan Medical Center, Methodist Hospital of Sacramento, Sierra Nevada Memorial
Hospital and Woodland Memorial Hospital. Dignity Health is a defendant in a related case alleging yet
another “dignity” failure of the same defendants. (See: Walker v. CommonSprirt Health/Dignity Health,
Case No. 25CV009026, filed April 15, 2025, relating to the death of Tonya Walker on November 2, 2023,
and the delay in issuing a death certificate or notifying Ms. Walker’s family of her death.)

13. Dignity Health is a division of Defendant CommonSpirit (“CommonSpirit”).

3 “On 10/4/2024, the off-site morgue had 61 patients remains from the hospital, 11 patient remains from deaths in
2022, 15 patient remains from death in 2023, and 19 patient remains from death in the first half of 2024.”
(10/04/2024 Audit Report, Exhibit 3, p. 2.)
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CommonSpirit, based in Chicago, Illinois, operates 142 hospitals and more than 700 care sites in 21 states.
CommonSpirit is a multi-billion-dollar system that includes Dignity Health and Mercy San Juan Hospital
in Sacramento, California. In September 2024, CommonSpirit publicized that it generated Thirty Seven
Billion Dollars ($37,000,000,000) in revenues for the 2024 fiscal year, which ended on June 30, 2024.6
ProPublica reports that Dignity Health generated over Nine Billion Nine Hundred Million Dollars
($9,900,000,000) for the 2023 fiscal year.” CommonSpirit/Dignity Health pay their executives millions of
dollars in yearly compensation, e.g. CommonSpirit’s CEO is paid approximately thirty-five million dollars
($35,000,000) per year, Dignity Health’s CEO is paid $28,000,000 per year, Dignity Health’s Chief
Operating Officer is paid $6,400,000 per year, and Dignity Health’s Senior Chief Strategy Officer is paid
$4,100,000 per year.® Common Sprit is vicariously liable for the negligence, gross negligence, and
outrageous misconduct of Dignity Health, doing business as Mercy San Juan hospital.

14.  Defendant Mortuary Support Services of Northern California, LLC, doing business as
Sacramento Mortuary Transport (“SMT”), and All Seasons, and Cremations Only (collectively
“Cremations Only”) is a California limited liability company with an address of 35 Quinta Court Ste. C,
Sacramento, CA 95823. Cremations only stored Jessie Peterson for more than a year on a shelf in their
cold storage warehouse, along with other former “patients” of Dignity Health, including numerous
“patients” of Dignity Health. Mortuary Support Services is alleged herein as the true name of DOE 1.
SMT aided and abetted Dignity Health’s misconduct.

15.  Defendant Dr. Nadeem Mukhtar (“Dr. Mukhtar”) is a natural person providing medical
care to patients of Mercy San Juan, including Jessie Peterson. Dr. Mukhtar is alleged herein as the true
name of DOE 2.

16. Plaintiffs are unaware of the true names and capacities of the Defendants sued herein as

Shttps://www.commonspirit.org/news-articles/commonspirit-health-releases-fy2024-year-end-
results#:~:text=CommonSpirit%20Health%20reported%20revenues%200f,8.2%25%200ver%20the%20prior%
20year.

7 https://projects.propublica.org/nonprofits/organizations/941196203.

8 Ibid.
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Does 3 through 50, inclusive, and therefore, pursuant to Code of Civil Procedure § 474, sue these
Defendants by such fictitious names. Defendants Does 3 through 50, which may include employees or
agents of Defendants who are responsible in some manner for the activities and conduct alleged herein
and each was acting as an agent for the others. Plaintiffs will amend this Complaint to add the true names
of Does 3 through 50 when their identities and capacities are ascertained and/or they are provided with an
opportunity to resolve their liability prior to being named as a Defendant in this matter. Whenever
reference is made to Defendants, such reference shall include all Defendants, including Does 3 through
50.

17. On information and belief, each Defendant transacts substantial and significant business
and/or has agents within Sacramento County. The unlawful acts alleged herein took place in Carmichael
within the County of Sacramento. The unlawful acts alleged herein have a direct effect on Plaintiffs’
family who resides in the Counties of Sacramento and Placer.

18.  Venue s proper in this Court pursuant to California Civil Procedure Sections 395 and 395.5
since the principal place of business of Dignity Health is in the County of San Francisco, California, and
it operates multiple facilities in the County of Sacramento, California, including Defendants’ joint and
several misconduct which occurred at 6501 Coyle Avenue, in Carmichael, California, County of
Sacramento.

19. At all relevant times, each of the Defendants acted as a principal, agent, representative or
employee of each of the other Defendants, and acted within the course and scope of said agency,
representation or employment, and with the permission and ratification of each of the other Defendants.

APPLICABLE CALIFORNIA LAWS

20. In 1939, the California legislature enacted the California Health and Safety Code (“Health
& Safety Code”) to consolidate and revise the law relating to the preservation of the public health and
safety, including not only the health and safety of persons, but also the custody and disposition of dead

bodies (hereafter “human remains”).
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California Death Certificate Laws

21. Division 102 of the Health & Safety Code establishes the laws regarding the preparation
and issuance of vital records, including death certificates. Specifically, Chapter 6 of Division 102 of the
Health & Safety Code establishes the law for the preparation and issuance of death certificates, which the
law requires to be completed within eight calendar days of an individual’s death. (Cal. Health & Safety
Code § 102775.)

22. Chapter 6 establishes what a hospital is required to do to assist in the completion of the
death certification when a person dies in a hospital, which includes completing “the medical and health
section data and the time of death,” which must also be “attested to by the physician and surgeon last in
attendance.” (Health & Safety Code § 102795.) Notably, “the medical and health section data and the
physician’s or coroner’s certification must be completed by the attending physician within 15 hours after
the death.” (Health & Safety Code § 102800.)

23. Additionally, once the hospital completes the required information in the death certificate,
the hospital is required to provide it to the “funeral director, or a person acting in lieu thereof,” who is
then required to “prepare the certificate and register it with the local registrar.” (Cal. Health & Safety Code
§§ 102800, 102780.) The term “funeral director” is broadly defined under California law to include anyone
“preparing for transportation, burial or disposal” of human remains. (Cal. Business & Professions Code §
7615.) To facilitate registering a death certificate, the funeral director is also required to complete other
affirmative steps, including “obtain[ing] the required information other than medical and health section
data from the person or source best qualified to supply the information.” (Cal. Health & Safety Code §
102790.) Once the death certificate is registered with the local registrar, the police department or sheriff’s
department can then assist with finding and notifying the family of the deceased, to any extent the hospital
has not already done so pursuant to the hospital’s separate notice requirement as described in Paragraph

21 below.
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Law Requiring Notification To Families Of Decedents

24, Division 7 of the Health & Safety Code, Sections 7000-8030, establishes the law regarding
the notification requirements for those holding human remains prior to final disposition. As a threshold
matter, the person or entity holding the remains is required to use reasonable diligence to notify the family
of the decedent about the death. (Cal. Health & Safety Code § 7104.) This allows the family of the
decedent to control the disposition of the remains, which is their legal right. (Cal. Health & Safety Code
§ 7100.)

25. Additionally, pursuant to the American Medical Association’s (AMA) Principles of Ethics,
“informing a patient’s family that the patient has died is a duty that is fundamental to the patient-physician
relationship ... ordinarily, the treating physician should take responsibility for informing the family.
However, it may be appropriate to delegate the task of informing the family to another physician if the
other physician has a previous close relationship with the patient or family and the appropriate skill.”
(Exhibit 6.) Moreover, the physician has the duty to “disclose the death in a timely manner.” (/d.)

Law Related To The Storage Human Remains Prior To Final Disposition

26. To legally hold human remains for more than eight calendar days, an entity holding the
remains must obtain a permit for disposition from the local registrar in the district where the death
occurred. (Cal. Health & Safety Code § 103070.)

Law Related To Controlling The Disposition Of Human Remains

27. The parents and siblings of the deceased have a right to control the manner in which human
remains are disposed. (Cal. Health & Safety Code § 7100.)

DIGNITY HEALTH KNOWINGLY VIOLATED ITS LEGAL AND MORAL DUTIES TO (1)

NOTIFY FAMILIES OF DEATHS AND (2) COMPLETE DEATH CERTIFICATES

Dignity Health’s Disregard Of Statutory And Moral Obligations With Respect To Jessie
Peterson Was Willful, Wanton, And Reckless
28. On December 1, 2022, Ginger Congi (hereinafter “Ginger”) received a phone message

from Teresa, a social worker at Dignity Health. Teresa left a callback number. On the same day, Ginger
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also received a phone message from Gail, a case manager at Dignity Health. Gail also left a callback
number for Ginger. These phone calls concerned the hospitalization of Ginger’s daughter, Jessie.

29. On January 10, 2023, Jessie had a diabetic episode and was picked up by an ambulance.
She was admitted to Dignity Health. Jessie needed surgery due to an infection in her right foot. Jessie
eventually underwent surgery on January 14, 2023, and she was under the care of medical staff at the
hospital.

30. Jessie had suffered with Type 1 Diabetes since she was 10 years old. She had been in and
out of Dignity Health many, many times, they knew her well.

31. Jessie was readmitted to Dignity Health on April 6, 2023 and placed in the Intensive Care
Unit (ICU) due to the risk of death in her precarious condition. However, she was released from the ICU
on the morning of April 8, 2023, at substantial cost savings to the hospital.

32. On April 8, 2023 at 2:50 p.m., Jessie called her mother asking to be picked up because she
wanted to leave the hospital. Ginger responded that Jessie needed more time to heal. This turned out to be
the last time that Ginger spoke with her daughter. Approximately two hours later, at 4:27 p.m., Jessie was

pronounced dead by the staff of Dignity Health.

33. The very next day Dignity Health

[Dcasket Delivery * Decedent Placed on Shelf Number: £l &2 /7

Name of Delivery Location:

transferred Jessie to an off-site cold storage facility.

Address Delivery Location: —

Jessie was placed on Shelf Number Red 22 A and not Date of Call: [/ 1/ 2 = Time of Call

Departure: /(> Arrival; Removal: " Delivery: [

a second thought was given to her or her family.

Starting Mileage Ending Mileage

7ransport Driver: it Assisting:

34, Jessie’s family was not notified of

Comments:

nt Name/Signature:

Jessie’s passing, despite extensive previous contact e SV AL U

between the hospital and Jessie’s family, as well as the
fact that Ginger was listed as Jessie’s next of kin. Unlike prior unsuccessful calls, after Jessie died the
hospital did not leave Ginger a voicemail requesting a callback. In fact, Ginger’s phone records reveal
zero incoming calls from Dignity Health after Jessie’s passing on April 8, 2023. This is especially

shocking because the hospital was aware of Ginger’s phone number and had communicated with her on
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numerous occasions and even admitted that “Ms. Peterson’s emergency contact and which had been used
successfully to speak with Ms. Congi just eight days earlier.” (Exhibit 5 at pp. 10, 14.) It is outrageous
that despite having contact information for at least three emergency contacts, the hospital also failed to
notify or even leave a message for any of them. (/d. at p. 4; Exhibit 7 at pp. 3-4.)

35. Dignity Health was also required to report Jessie’s death in the Electronic Death
Registration System (“EDRS”). Dignity Health failed to do so.

36. Dignity Health was also obligated to notify Jessie’s next of kin. Dignity Health failed to
do so.

37. On April 11, 2023, unaware that Jessie had died, Jessie’s mother, Ginger Congi, called
Dignity Health on April 11, 2023, requesting to be transferred to Jessie’s room. Hospital staff responded
by saying that “there is no one here by that name.” After inquiring further, Ginger was then informed that
her daughter left the hospital against medical advice. This was not true. Jessie had died three days earlier
while in the care of Dignity Health and her body had been quickly transferred to cold storage.

38. After not hearing from Jessie, Jessie’s family began a relentless search campaign over the
next several months. Ginger contacted Taylor Haggerty and Robert Baldwin, both places of which Jessie
resided, and Angie filed a missing person report on behalf of the family with the Sacramento County
Sheriff's Office (Report #23-234756). (Exhibit 8.)

39. Jessie’s sister, Angie, then arranged for Jessie’s information to be posted on the Department
of Justice’s website for missing persons. Jessie’s information was posted on August 28, 2023.

40. Angie Rubino also posted flyers of Jessie. She talked to houseless individuals in the area
to ascertain whether Jessie was recently spotted.

41. On October 12, 2023, Ginger contacted the County of Sacramento Coroners’ office.
Despite leaving several messages and speaking to a person regarding the possibility of the Coroner’s office
having Jessie’s body, Ginger could not locate Jessie. Albeit, Ginger was relieved that Jessie was not with
the County Coroner and was not registered with the Coroner. Jessie’s family members drove around the

area and handed out photos to Citrus Heights Police, Fire department, and security personnel, still looking
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for Jessie. Because the Defendants never submitted the required reports to the Coroner, the Coroner was
unaware that Jessie was dead.

42. Finally, on April 3, 2024, nearly a year after Jessie’s death, Cremations Only sent an email
to Dignity Health advising that there was still no death certificate for Jessie, it stated, “I did a spot check
on the hospital holds that are approaching one year from death that we do not have a record of filling on
your behalf; patients still in our care.” Jessie was not the only person for whom death certificates had not
been issued for one year, which again shows the hospital’s reckless disregard for completing this duty and
heartless behavior towards the prolonged grief and suffering it causes families. (Exhibit 9 at CRE000005.)

43, A Death Certificate was not issued for Jessie by Defendants, until April 5, 2024, three
hundred and sixty-three (363) days after Jessie’s passing. (Exhibit 4.) The death was not formally reported
to the Coroner until April 5, 2024, (No. 24-016669). The Defendants’ gross negligence is evident on the
face of the Death Certificate, attached hereto as Exhibit 4. The date of issuance is a year after Jessie’s
death. The designation of “24” at the beginning of the Coroner’s registration number in box 108 confirms
that the registration with the Coroner did not occur until 2024. The Defendants’ failure to comply with
their statutory, ethical, moral and common law obligations is inexcusable.

44. The search for Jessie continued for months, until one day a detective with the Sacramento
County Sheriff's Office called on April 12, 2024, and informed the family that Jessie was found, but she
had died a year earlier. Following the call, Angie drove to the Sacramento County Coroner’s office, where
a staff member informed Angie that Jessie was not housed in their office. He then directed Angie to call
Dignity Health to ascertain Jessie’s whereabouts. Angie left a message to Dignity Health’s mortuary
department inquiring about her sister.

45. On April 15, 2024, Ginger called the hospital’s Decedent Affairs and spoke with an
individual who answered immediately. When Ginger inquired about the circumstances surrounding her
daughter’s death, the responding woman asked for Ginger’s number stating that she will call her from a
quieter place. Ginger never received that call. Ginger then contacted Dignity Health’s Security regarding

any belongings the hospital may have that belonged to Jessie. Security stated that there were none still
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available. Finally, that same day at 11:50 a.m., East Lawn Mortuary contacted Ginger Congi to inform her
that they had located Jessie in one of Dignity Health’s off-site storage warehouses.

46. On April 18, 2024, the family spoke with Dr. Mukhtar by phone. Dr. Mukhtar stated that
he did not remember Jessie’s death specifically because it had been too long ago. He stated that there was
a lot going on with Jessie, but it did not seem anything was life threatening. He refused to explain why it
took him and Dignity Health so long to notify them of the death of Jessie. His refusal to answer the
family’s question is documented in his own entry in Jessie’s medical records, dated April 18, 2024.

47. Because Dignity Health failed to notify Jessie’s family of her death, the family members
were unable to see Jessie’s body to say goodbye. Jessie’s family will forever live with their last image of
Jessie, coming from Jessie’s medical records, and as being awake, severely confused, and “curled in a ball
on the stretcher”. (Exhibit 5 at 5:12-13.)

48. Even after hiding Jessie’s death for over a year, Dignity Health’s extreme and outrageous
conduct continues. Dignity Health takes no accountability for failing its duties to complete death
certificates and notify families of deaths, but instead blames Jessie’s family for Dignity Health’s
misconduct. According to Dignity Health, Dignity Health failed to perform these moral and legal duties
owed to Jessie and her family, because, according to Dignity Health, Ginger didn’t answer her phone.
(Exhibit 5 at p. 18.) And if that weren’t enough, throwing salt on a wound, the hospital alleges all this was
again Ginger’s fault because her relationship with Jessie was fractured due to Jessie’s drug use. (/d.) And
while staff of Dignity Health believed it wasn’t a HIPPA violation to leave voice messages in December
2022 requesting Ginger to call back, now after Jessie had died, the Hospital claims that it did not leave a
message with Ginger requesting a call back because doing so would have been a violation of Jessie’s
HIPPA rights. (Exhibit 7 at p. 3-4.) However, Dignity Health’s Laura Lukin has testified under oath in
reference to other deceased patients that a phone message was left for family members. (See e.g. Exhibit

10 at p. 3.)°

9 Exhibit 10 contains excerpts of records filed with the Probate Court by Dignity Health. The documents filed by

Dignity Health were not redacted.
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49. And if blaming the family of the deceased weren’t enough, the hospital further claims that
now years after the COVID-19 pandemic, the hospital is still unable to perform its duties at the time of
Jessie’s death in April 2023 because of COVID. (Exhibit 5 at p. 19.)

50. On information and belief, notwithstanding CommonSpirit and Dignity Health’s billions
of dollars of revenue and having enough money to pay executives compensation in the tens of millions
annually, they have engaged in a long-standing pattern and practice of skimping on patient-centered
outcomes. Dignity Health has failed to institute procedures to ensure families are given timely notice of
patient deaths and failed to ensure death certificates are completed within the statutorily required
timeframe. While Dignity Health can pay tens of millions to executives, it claims “staffing challenges
within the defendant’s organization” contributes to the backlog in timely caring for the deceased. (Exhibit
S atpp. 14, 19-20.)

51. Finally, for Jessie’s family, the discovery of the government’s 2022-2024 audits has only
compounded their extreme grief. In addition to the audit finding that the hospital was failing its duty to
notify families of deaths, there was another audit finding relevant to Jessie’s death. An audit finding from
June 2023, in order to reduce adverse health results, required a plan of correction be implemented related
to the removal of central lines, which is a line inserted into a vein and guided to an area near the heart.
(Exhibit 3 at pp. 8-9, 11.) Jessie’s medical records revealed that Jessie’s death in April 2023 was
immediately preceded by a nurse’s removal of a central line. (Exhibit 5 at 8:9-12.)

52. On information and belief, because the hospital negligently, caused Jessie’s body to be left
in cold storage for one year prior to notifying Jessie’s family of her death, there could be no autopsy
performed to determine whether the removal of the central line from near Jessie’s heart had any role in

triggering the heart attack that preceded Jessie’s death.
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Since At Least 2022, Government Audits Have Demanded That Dignity Health To Correct
Failures to Provide Timely Notice of Death And Complete Death Certificates

53. On information and belief, as documented by the California Department of Public Health,
and Probate Court Records, Dignity Health’s denial of respect and dignity to Jessie and her family is not
an isolated incident.

54. Dignity Health’s callous, reckless, and outrageous failure of its duty to complete death
certificates and notify families of deaths has been going on for years. At least as early as April 2022, one
year before Jessie’s death, an audit by the California Department of Health found Dignity Health had
breached its duty to give timely notification of death. (Exhibit 1.)

55. The 2022 Audit found that “the facility failed to ensure a physician implemented a policy
and procedure for notifying a next-of-kin of a patient’s (Patient 1) death. The failure resulted in Patient
1’s family not being notified of Patient 1’s death for 6 weeks.” (Id. at p. 1.) Patient 1 died on 9/21/16. (Id.
at p. 4.) The CMO [Chief Medical Officer] confirmed the physician completed the Discharge Summary
note on 10/30/16, and stated ‘that was well over the 14-day period.”” (/d.)

56. In the 2022 Audit, the Chief Medical Officer is cited as saying it is “the responsibility of
the attending physician to notify family of a patient’s death.” (/d. at p. 3.) The 2022 Audit, further found
that the 2015 Medial Staff Rules and Responsibilities stated “Notifying the Next of Kin ... The Attending
Physician or his or her representative is responsible for notifying the next of kin in all cases of death.”
(1d.)

57. The plan of correction from 2022 required Dignity Health provide education to members
of the medical staff by email about (1) the location of contact information, (2) the requirement to notify
family about a death, and (3) the requirement to document notifications to family. (/d. at (adobe) p. 8.)
The plan of correction claimed these plans were completed and implemented by April 11, 2022. (1d.)

58. The plan of correction from 2022 also required Dignity Health to develop an auditing and
reporting process to evaluate the accuracy of telephone numbers listed as contacts in the medical record

and schedule a semiannual reporting of the results with a goal of 100% accuracy. (/d.) The plan of
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correction from 2022 also required Dignity Health schedule semiannual reporting of audit results with the
goal of 100%. (/d.) The plan of correction claimed these plans were completed and implemented by April
11,2022. (1d.)

59. The Audit Report documents that top management of Dignity Health was aware of this
dereliction of duty, at the latest, from its receipt of the Department of Health 2022 Audit Report.

60. Dignity Health’s Plan of Correction was submitted to the Department of Health on April
5, 2022. The Plan of Correction was approved April 8, 2022, precisely one year before the death of Jessie
Peterson.

61. Dignity Health’s Plan of Correction was to be completed by no later than April 12, 2022.

62. On information and belief, but for Dignity Health’s admitted failure to implement any part
of the 2022 Plan of Correction a timely death certificate would have been issued for patients: Jessie
Peterson, James T., Michael 1., Charles H., Herman G., Stephen O., William S.; Dianna E.; Anthony
David J., Michael W., Marc N., Brenda S., Eula R., and others. Each of these individuals are identified
fully in Probate Court filings wherein Dignity Health had to request a court ordered death certificate
because Dignity Health had failed to issue a death certificate within one year of the patient’s death. (The
patient’s last name has been redacted out of respect for the privacy of the patient’s family.)

63. Despite Dignity Health’s promise to correct it misconduct in April 2022, an additional audit
in May 2023, found Dignity Health was still failing in its duty to notify families of patient deaths. The
2023 Audit found, “The Statute is not met as evidenced by: Based on interview and record review, the
facility failed to follow their morgue (place where the deceased are kept temporarily) policy when Patient
1 expired and documentation of the location of the body was unknown. This failure resulted in Patient 1°s
son being unaware of his mother’s body whereabouts and caused family emotional distress.” (Exhibit 2 at
p. 1)

64. In addition to failing to ensure death certificates are completed and families are notified of
patient deaths, Dignity Health also failed in numerous instances to timely complete required

documentation of the storage and transportation of Jessie’s remains. This paperwork is significant because
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it would assist the morgue in having information to contact families of the deceased. The GSD (Greater
Sacramento District) Laboratories Morgue Policy And Procedure requires that “If a funeral home comes
to pick-up the body during business hours, the Pathology Department releases the body”, and “The coroner
or the funeral home representative calls the number indicated on the phone by the morgue.” The ANS
completes the Release of Body Form and the coroner or the funeral home representative will sign the book
(Log).” (Id. at p. 2.) “Prior to releasing the body to a funeral home, a completed Authorized Release and
original Release of Remains form must be presented.” (/d. at p. 3.) The Morgue Policy further requires
Dignity Health “Document in the NOD (Notification of Death) form, the date of transfer, and the name of
the storage facility. In the Morgue Log, document: the date, time and signature of the representative from
the storage facility.” (Id.)

65. Corrective action taken in 2023 stated that an education module was distributed to all
Pathology Laboratory and Administrative Nursing Supervisor staff that instructed of the requirement to
place copies of Notice of Death Forms on the shroud, locker, and be forwarded to the morgue. (/d. at p.
17.) Moreover, family contact information is routinely noted on the Notice of Death Forms that would
accompany the body from the hospital to the morgue. (See e.g. Exhibit 10 at p. 5.)

66. Two years after the 2022 audit, in 2024, another Department of Health audit, this one was
mandated by CMS. (Exhibit 3.) The Department of Health issued a scathing Report. Dignity Health was
found to continue its failure to complete death certificates and provide families timely notification of
deaths. (Exhibit 3 at pp. 1-3.) This audit specifically noted that the hospital’s breaching this duty can
“result in family distress over the perception of patients missing for prolonged periods of time when in
fact they were deceased and in storage” and these failures can “prolong distress and grief for families.”
(/d. [emphasis added]) This is precisely what the hospital did with respect to Jessie Peterson. Despite two
years passing since the 2022 audit, in 2024 the hospital’s heartless and reckless attitude was shown by the
lack of any documentation showing the hospital had implemented any of the plans of correction to ensure

families are notified of deaths. (/d. at pp. 12-13.) Incredibly, the Quality Director openly admitted to the
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Department of Health that Dignity Health didn’t bother to implement any part of the 2022 promised Plan
of Correction. (/d.)

67. The 2024 Report including findings that as of October 3, 2024, “11 bodies have been in
storage since 2022, 15 bodies have been in storage since 2023, and 19 bodies have remained in storage
from 1/1/2024 to 6/30/2024.” In total there were “61 patient remains in the off-site morgue.” (Id. at pp. 2,
7.) These bodies were from Dignity Health’s Greater Sacramento Division. (/d. at p. 3.) Obviously,
Dignity Health continued its “out of sight out of mind” disregard for patients it shipped off to Cremations
Only for storage well into 2024. It was not until Dignity Health’s dirty little secret became a matter of
public news reporting that it began to correct its statutory, ethical, and moral failures.

68. The Audit Report documents that the Sacramento Market Leader of Laboratory Services:
Lab, Cardiopulmonary, & Rehabilitation, stated that the “RMO [Regional Morgue Office] was responsible
for making three attempts to contact family once patient remains left the local hospital” and that if the
family is unable to be contacted, “the case should be forwarded to the County Public Administrator, who
would attempt to find family, and if none could be found after a diligent search, contact the coroner to
pick up the body.” (/d. at p. 4.)

69. The critical findings of the 2024 Audit is nearly identical to the findings in the 2022 Audit

Report:

a. Based on interview and document review, the hospital failed to
ensure an effective governing body legally responsible for the
conduct of the hospital for a census of 367 patients out of a hospital
bed capacity of 384 when:

b. The hospital failed to ensure the services of the Regional Morgue
Office complied with regulations and facility policies and
procedures relating to family notification of patient death, timely
completion of death certificates, and processing of patient remains .

C. These failures contributed to ongoing delays in processing death
certificates, lack of family notification of patient deaths, and
prolonged storage of patient bodies in an off-site morgue, which had
the potential to result in family distress over the perception of
patients missing for prolonged periods of time when in fact they
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were deceased and in storage: On 10/4/2024, the off-site morgue had
11 patients remains from deaths in 2022, 15 patient remains from
deaths in 2023, and 19 patient remains from deaths in the first have
0f 2024.

(2024 Audit Report, emphasis added.)

70. The Audit Report documents that Dignity Health’s staff were aware of Dignity Health’s
and its morgue’s failures related to timely processing of remains. The “Supervisor of Lab Support Services
(SLSS), SLSS stated she was aware the RMO was failing to timely process patient remains and complete
death certificate worksheets beginning in April 2023.” The SLSS also “reported [the backlog] to the
Regional Laboratory Director and Hospital President (HP) in September 2023 but “[i]t went nowhere”.
(ld.atp.5.)

71. Dignity Health’s Quality Director (“QD”) in October 3, 2024 stated, “I have not been able
to locate data for either POC.” The QD stated, “No one was working on these [POCs], there is no data
to provide implementation and tracking.” The QD further confirmed, “there was no documented
evidence the interventions in the POCs, that were dated April 2022 and July 2023 respectively, were
monitored for success and sustained compliance per hospital QAPI plan and regulatory requirements.”
(Id. at pp. 12-13.) This is incredible. Dignity Health did nothing to meet its promises to the California
Department of Health and Human Services — Nothing. In response to a scathing audit, it did nothing.

72. On information and belief, Dignity Health negligently or intentionally hid information
regarding its regulatory failures related to timely processing of human remains from its oversight board.
The “Patient Safety Program Annual Summary and Evaluation for Fiscal Year 2023, which details
categories of adverse events reported during the year, any regulatory findings, and active and completed
plans of correction submitted September 2023 to the Community Board [...] did not include
documentation of the gaps in patient notification, death certificate processing according to legal
requirements, or delay in handling patient remains. (/d. at p. 7.) Additionally, the board meeting minutes
from January-August 2024 “did not reference any concerns regarding processing patient remains. There
was no information regarding untimely completion of death certificates or lack of notification of next of
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kin of the death of a patient.” (/d. at p. 5.) Indeed, the Community Board was not aware of prior hospital
regulatory violations for failure to process patient remains. (/d. at pp. 4-5.)

73. While the Hospital President is quoted in the 2024 Audit Report that “I’m legally and
morally responsible for those in the morgue”, he also denied knowing of the problem despite the 2022
audit findings. (Id. at p. 6.) Meanwhile, the Supervisor of Lab Support Services is quoted as saying that
she reported the issue to the Regional Laboratory Director and the Hospital President, but “It went
nowhere” and no log or documents were kept for the Morgue processing until April 2024, the same month
that Dignity Health finally issued a death certificate for Jessie Peterson. (2024 Audit Report, Exhibit 3, p.
5.

74. On information and belief, a series of embarrassing news stories beginning in August 2024
has done what years of audit findings apparently couldn’t, Dignity Health finally vowed to make resolving
the dereliction of its duty to provide timely notification to families of the deceased and complete timely
death certificates a priority for the Chief Operating Officer. (/d. at pp. 5-6.)

Dignity Health’s Callous Disregard For Jessie Peterson And Her Family Was Part Of A
Pattern And Practice Of Disregard For Certain Patients After Their Death At A Dignity Health

75. Dignity Health has so far refused discovery requests to produce copies of death certificates
it issued after the statutory requirement of no later than eight days. However, Plaintiffs are aware of several
examples.

76. On information and belief, Dignity Health patient Phillip Cross died at Dignity Health on
May 27, 2023. Dignity Health didn’t issue a death certificate until January 2, 2024. Mr. Cross was stored
on a shelf at Cremations Only for “temporary envaultment” for over eight months.

77. On information and belief, Dignity Health Patient Tonya Walker died at Dignity Health on
November 2, 2023. Dignity Health didn’t issue a death certificate until April 16, 2024. Ms. Walker was
stored on a shelf at Cremations Only for “temporary envaultment” for over five months. (See: Civil

Complaint, Walker v. CommonSpirit/Dignity Health, Case No. 25CV009026.)
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78. Because Dignity Health Hospital was so flagrant in failing to prepare a death certificate, in
2024 the hospital had to seek obtain Court orders to establish the fact of death. For example, on January
9, 2025, Dignity Health/ Dignity Health Hospital filed a request for an Order Establishing Fact of Death
for Almeza Demby who had died at the hospital on December 24, 2022. The Court’s Order acknowledges
that “said death has not been registered in conformity with the provisions of law in effect at the time.”
(Exhibit 11.)

79. On information and belief, the same is true for Dignity Health Hospital patients listed
below, all of which a court ordered death certificate was necessary because Dignity Health “had not
registered the death in conformity with the provisions of law in effect at the time™:

a. Mr. James T. died at Dignity Health on May 30, 2022. A court ordered
death certificate had to be issued on or about July 19, 2024, due to Dignity
Health’s failure to timely issue a death certificate;

b. Mr. Michael 1. died at Dignity Health on June 18, 2022. A court ordered
death certificate had to be issued on or about July 10, 2024, due to Dignity
Health’s failure to timely issue a death certificate;

c. Mr. Charles H. died at Dignity Health on June 2, 2022. A court ordered
death certificate had to be issued on or about September 6, 2024 due to
Dignity Health’s failure to timely issue a death certificate;

d. Mr. Herman G. died at Dignity Health on July 9, 2022. A court ordered
death certificate had to be issued on or about July 2, 2024, due to Dignity
Health’s failure to timely issue a death certificate;

e. Mr. Stephen O. died at Dignity Health on October 21, 2022. A court ordered
death certificate had to be issued on or about July 13, 2024, due to Dignity
Health’s failure to timely issue a death certificate;

f. Mr. William S. died at Dignity Health on December 28, 2022. A court

ordered death certificate had to be issued on or about August 27, 2024, due
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80.
Laura Lukin, Dignity Health’s Regional Laboratory Support Supervisor for Pathology Services and the
Supervisor of Decedent Affairs, since 2022. (The patient’s last name has been abbreviated out of respect

for the patient’s family. The complete file was downloaded from the Probate Court’s publicly available

website.)

81.

responsible for obtaining death certificates for deceased CommonSpirit / Dignity Health patients . . .

to Dignity Health’s failure to timely issue a death certificate;

Ms. Dianna E. died at Dignity Health on March 4, 2023. A court ordered
death certificate had to be issued on or about July 19, 2024, due to Dignity
Health’s failure to timely issue a death certificate;

Mr. Anthony J. died at Dignity Health on March 14, 2023. A court ordered
death certificate had to be issued on or about October 31, 2024, due to
Dignity Health’s failure to timely issue a death certificate;

Michael W. died at Dignity Health on March 25, 2023. A court ordered
death certificate had to be issued on or about October 23, 2024, due to
Dignity Health’s failure to timely issue a death certificate;

Marc N. died at Dignity Health on March 26, 2023. A court ordered death
certificate had to be issued on or about September 20, 2024, due to Dignity
Health’s failure to timely issue a death certificate;

Brenda S. died at Dignity Health on March 28, 2023. A court ordered death
certificate had to be issued on or about September 30, 2024, due to Dignity
Health’s failure to timely issue a death certificate; and,

Eula R., died at Dignity Health on March 28, 2023. A court ordered death
certificate had to be issued on or about October 7, 2024, due to Dignity

Health’s failure to timely issue a death certificate.

With each of the above Probate Court filings Dignity Health submitted a declaration of

Ms. Lukin stated, in each and every declaration, under penalty of perjury, stating: “I am
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Further, Ms. Lukin declares that the “deceased patients who have been moved to SMT’s facility
(Cremations Only) are still considered ‘patients’ of CommonSpirit / Dignity Heath and remain within the
system’s custody and controls.”

82. Ms. Lukin’s excuse for failing to timely perform her duty to issue death certificates for,
some but not all of Dignity Health’s patients, is that there was a backlog and “associated staffing issues.”
A staffing issue is a euphemism for an unwillingness to spend money to properly staff the hospital. A
“staffing issue” does not justify Dignity Health’s pattern and practice of leaving deceased patients in cold
storage for more than a year, in some cases more than three years. (Exhibit 10 at p. 3.)

83. This inexcusable conduct was a knowing and willful dereliction of duty. Worse yet, Dignity
Health promised the Department of Public Health that it would cease its misconduct, but then did nothing
to honor that promise. What happened to Jessie Peterson was not the result of negligence — it was the
standard practice accepted by Dignity Health, Laura Lukin, Michael Korpiel.

84. On information and belief, the management of Dignity Health, including Ms. Lukin, were

07H4/2022 12:10 PM
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85. The monthly report to Dignity Health for January 24, 2025, shows the continued storage
of nine patients from 2022, nine patients from 2023, and forty patients from 2024. (/d. at SNCO001140-
1141); a sampling of the reports sent to Dignity Health by Cremations Only are attached as Exhibit 12.)

86. The Monthly Reports showed that the extended storage of bodies by Dignity Health at
Cremations Only included bodies from Dignity’s Methodist Hospital of Sacrament (/d. at SNC000053),
Mercy General Hospital (Id. at SNC000054) and Mercy Hospital of Folsom (/d. at SNC000055.)
Dignity’s mishandling of deceased patients was not limited to Mercy San Juan Medical Center, it was
companywide under the supervision of the Greater Sacramento Division of Common Spirit and the
coordination of Laura Lukin.

87. In addition to the monthly reports, Cremations Only would alert Laura Lukin at Dignity
Health when the delay in issuing a death certificate was approaching the one-year anniversary of death.
(See e.g. Exhibit 9 at CRE000005-7, a portion of which is also shown below.)

One Year Since DOD Approaching

4 messages

Jennifer Richards <jennifer@cremationsandburial.com=> Wed, Apr 3, 2024 at 11:36 AM

Teo: Laura Lurkin <laura,lukin@commonspiril.o_rg>
Cc: James Lofton <james@cremationsandburial.com=

Good morning Laura

| did a spot check on the hospital holds that are approaching one year from death that we do not have a record of filing on
your behalf; patients still in our care.

| thought it would be helpful for you and your team - please let me know if you have any questions.

Methodist:

coo

Mercy General

0Oo0
Mercy San Juan

essie Peterson DOD 4/8/2023
DOD
oD

Thank you,

# | Jennifer Richards 7
#f r!gl \:. | Chief Operations Officer, Mortuary Support Services

dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 95823
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88. Ms. Lukin asked Cremations Only to prepare a death certificate for Jessie Peterson. (/d. at
CREO000005.) Despite Dignity Health’s vast familiarity with Jessie Peterson, the draft death certificate
(especially as it relates to information on Jessie’s family) is mostly blank because none of the pertinent
information was shared with Cremations Only. (/d. at CRE000007-11.) On information and belief, Ms.
Lukins wanted to avoid having to obtain a death certificate from the Court because it would cost legal fees
and could expose the hospital’s, and her personal, dereliction of duty.

89. On information and belief, Ms. Lukin also had Cremations Only prepare a fraudulent
Application and Permit for Disposition of Human Remains. (/d. at CRE000011.) Before a deceased person
can be transported from one location to another a Permit must be obtained so that there is a record of the
location of the person. In this case, the transfer was from Dignity Health to Cremations Only, for
“temporary envaultment.” However, that transfer took place the day after Jessie Peterson died, April 9,
2023, the Application, signed by the owner of Cremations Only, falsely states that the transfer took place
on April 5, 2024. (Exhibit 12 at SNC001156.)

90. On information and belief, those who come in contact with the bereaved should show the
greatest solicitude because they have assumed a position of special trust towards the family. Dignity
Health callously over a period of years denied the family of Jessie Peterson and the families of many other
people listed above, consolation, consideration, dignity and peace of mind they deserved.

91. On information and belief, Dignity Health’s misconduct, disregard for the care of its
patients, disregard for the harm it was causing to patients’ families, and false promises to the Department
of Health are worthy of substantial punitive damages and injunctive relief. It is time that “Dignity”” Health
lives up to its self-described level of integrity and care: “In 2012, we changed our name to Dignity Health
to better describe what we stand for. Dignity is something that everyone is born with. To us, “dignity”
means showing respect for all people by providing excellent care and helping them lead healthy,

meaningful lives. (www.dignityhealth.org/about-us/press-center/about-dh)
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Dignity Health’s Violations Related To The Electronic Death Registration System
92. On information and belief, Dignity Health has also violated its statutory obligations with
respect to the Electronic Death Registration System for patients that have died in its care. Dignity Health
has repeatedly violated statutory reporting obligations that are separate and distinct from the rendering of
medical diagnosis and treatment, i.e., violation of California Health and Safety Code section 102775.
Dignity Health failed to maintain an accurate Internet-based electronic death registration system (EDRS)
for the creation, storage, and transfer of death registration information. The flagrant failure to maintain
the hospital’s EDRS system is evidence by the facts set forth in this case as well as Dignity Health’s failure
to report deaths in a timely manner, including the following examples:
a. Mr. Michael Gray died while in the care of Dignity Health Hospital/Dignity
Health on July 10, 2021, but the Death Certificate was not issued until August
13, 2021, (See: Case No. 34-2022-00315771, Exhibit 13 at 4 17);
b. Mr. Phillip Coss died while in the care of Mercy Hospital of Folsom/Dignity
Health on May 27, 2023, but the Death Certificate was not issued until
December 29, 2023 (See: Death Certificate, Exhibit 14);
c. Ms. Tanya Walker died while in the care of Mercy General Hospital/Dignity
Health on November 2, 2023, but the Death Certificate was not issued until
April 15, 2024 (See: Death Certificate, Exhibit 15); and
d. Research i1s ongoing with respect to the scope and time frame that this
misconduct has occurred. Dignity Health has so far refused to produce copies
of death certificates that were filed after the required statutorily mandated
time deadline. (Exhibit 5 at pp. 16-17).
93. On information and belief, with respect to the death of Michael Gray, Dignity Health was
named as a defendant in a lawsuit filed on March 23, 2022, in Sacramento County Superior Court, Case
No. 34-2022-00315771, relating to the failure to report the death of Michael Gray or inform Mr. Gray’s

family. At the time of Jessie Peterson’s death a year later, Dignity Health was clearly on notice that it was
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failing to accurately and timely perform statutory obligations, failing to maintain an accurate EDRS,
failing to timely inform next of kin of the death of their family member, and failing to supervise doctors
in a manner that would accomplish the timely filing of a Death Certificate. Yet the pattern of gross
negligence and repeated malfeasance continued, ultimately resulting in the failure to report the death of
Jessie Peterson.

94. On information and belief, with respect to the death of Tonya Walker, Dignity Health is
named as a defendant in a lawsuit filed on April 15, 2025, in Sacramento County Superior Court, Case
No. 25CV009026, relating to the failure to timely issue a death certificate for Ms. Walker or inform Ms.
Walker’s family.

95. On information and belief, Dignity Health has repeatedly caused harm to families of
patients that die while under their care, denying families the ability to obtain an autopsy, preventing the
families from adherence to their religious obligations in laying a family member to rest, denying the
families the option to see their family member to say goodbye or allow for an open-casket funeral and
exacerbating the families’ pain and suffering, including the recurring pain of thinking about their loved
one being held in storage for months. Dignity Health’s repeated violations of their statutory, legal, and
ethical obligations is so outrageous, egregious, repetitive, and malicious to shock the conscious.

DR. MUKHTAR’S FAILURES TO COMPLETE JESSIE’S DEATH CERTIFICATE AND

NOTIFY JESSIE’S FAMILY OF HER DEATH

96. California Health & Safety Code sections 102795 and 102800 require the attending
physician to complete the medical and health section and physician certification of a death record within
fifteen (15) hours after the person’s death.

97. In violation of Health & Safety Code sections 102795 and 102800, Dr. Mukhtar completed
the medical and health and physician certification sections of Jessie’s death record on April 4, 2024.
(Exhibit 4 at Boxes 107-118.)

98. California Health & Safety Code section 102775 requires death certificates be completed

within eight (8) days of a person’s death. Health & Safety Code sections 102780 and 102800 require the
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death certificate be provided to the local registrar. Health and Safety Code section 103785 makes it a
misdemeanor for failing to complete and register a death certificate.

99, In violation of Health & Safety Code sections 102775, 102780, and 102800, Jessie’s death
certificate was not completed and provided to the local registrar until April 5, 2024, three hundred and
sixty-three days (363) after Jessie’s passing while under Dr. Mukhtar’s care. (Exhibit 4 at Box 47.) The
Defendants’ gross negligence is evident on the face of the Death Certificate, which shows that Jessie’s
death was not reported to the Coroner until April 5, 2024 (No. 24-01669). (Id. at Box 108.) The
Defendants’ failure to comply with their statutory, ethical, moral and common law obligations is
inexcusable.

100.  California Health & Safety Code section 7104 requires reasonable diligence be exercised
in notifying family of a person’s death. This enables the family to control the disposition of the remains,
a right established in Health & Safety Code section 7100.

101.  On information and belief, the AMA’s Principles of Ethics, “informing a patient’s family
that the patient has died is a duty that is fundamental to the patient-physician relationship ... ordinarily,
the treating physician should take responsibility for informing the family.” (Exhibit 6.) Moreover, the
physician has the duty to “disclose the death in a timely manner.” (/d.)

102.  In the 2022 Audit of Dignity Health, the Chief Medical Officer is cited as saying it is “the
responsibility of the attending physician to notify family of a patient’s death.” The 2022 Audit, further
found that the 2015 Medical Staff Rules and Responsibilities stated “Notifying the Next of Kin ... The
Attending Physician or his or her representative is responsible for notifying the next of kin in all cases of
death.” (Exhibit 1 atp 1.)

103.  In violation of Health & Safety Code section 7104, AMA Ethics, and Dignity Health’s
medical staff rules, although Jessie died on April 8, 2023, Dr. Mukhtar did not notify Jessie’s family of
her death until more than one year later on April 18, 2024. When Dr. Mukhtar finally called the number
the hospital had all along for Jessie’s sister Angela Rubino, Dr. Mukhtar stated that he did not remember

Jessie’s death specifically because it had been too long ago. He stated that there was a lot going on with
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Jessie, but it did not seem that anything was life threatening. He refused to explain why it took him and
the hospital Defendants so long to notify them of Jessie’s death.

104.  On information and belief, Dr. Mukhtar also failed to sign off on death certificates for two
other patients that died under his care during the same time frame of the death of Jessie Peterson, one
death occurring on March 14, 2023 and another on March 28, 2023 at Dignity Health. Dignity Health
waited so long to prepare a death certificate that it had to ask the Probate Court, more than a year later to
issue it for these two patients of Dr. Mukhtar. (Exhibit 16 (Patient Brenda S., Probate Case No.
24PR002912); Exhibit 17 (Patient Anthony J., Probate Case No. 24PR003135).)10
CREMATIONS ONLY’S FAILURES TO COMPLETE JESSIE’S DEATH CERTIFICATE AND

NOTIFY JESSIE’S FAMILY OF HER DEATH

105.  On information and belief, Cremations Only has contracted with Dignity Health to
transport and store the bodies of individuals who die while in the care of Dignity Health. Under the
contract, Cremations Only is paid $100-$185 to transport a body and $15/day for the first 60 days to store
a body. The contract does not contain any costs to Dignity Health to store bodies at Cremations Only
beyond 60 days. (Exhibit 18 at p. 6.)

106.  California Health & Safety Code section 102775 requires death certificates be completed
within eight (8) days of a person’s death. Health & Safety Code sections 102780 and 102800 require the
death certificate be provided to the local registrar. California Health & Safety Code section 102790
requires Cremations Only and its funeral director to complete other affirmative steps in preparing the
death certificate including “obtain[ing] the required information other than medical and health section
data from the person or source best qualified to supply the information.” (Cal. Health & Safety Code §
102790.) Health and Safety Code section 103785 makes it a misdemeanor for failing to complete and

register a death certificate.

10 Exhibits 16 and 17 contain excerpts of records filed with the Probate Court by Dignity Health. The documents
filed by Dignity Health were not redacted.
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107.  In violation of Health & Safety Code sections 102775, 102780, 102790, and 102800,
Jessie’s death certificate was not completed and provided to the local registrar until April 5, 2024, three
hundred and sixty-three days (363) after Jessie’s death. (Exhibit 4 at Box 47.) The Defendants’ gross
negligence is evident on the face of the Death Certificate, which shows that Jessie’s death was not reported
to the Coroner until April 5, 2024 (No. 24-01669). (Exhibit 4 at Box 108.) The Defendants’ failure to
comply with their statutory, ethical, moral and common law obligations is inexcusable. Had Cremations
Only registered Jessie’s death record within eight days, Jessie’s family would not have searched for her
for nearly a full year.

108.  Health & Safety Code section 102775 establishes that a person’s body cannot be held more
than eight (8) calendar days after death without a permit being issued by the local registrar. (Health &
Safety Code § 103070.)

109.  Inviolation of Health & Safety Code section 102775, Dignity Health and Cremations Only
failed to obtain this permit. As a result, Jessie’s body was lost in physical purgatory, she was no longer a
patient of Dignity Health, and without the registration of a death certificate she was not found on state
vital records.

110.  California Health & Safety Code section 7104 requires the person or entity holding human
remains use exercise reasonable diligence in notifying family of a person’s death. This enables the family
to control the disposition of the remains, a right established in Health & Safety Code section 7100. Jessie’s
remains were required to remain in cold storage at Cremations Only because pursuant to Health and Safety
Code 103050, human remains cannot be disposed of until after a death certificate is registered.

111.  In violation of California Health & Safety Code section 7104, Cremations Only never
notified Jessie’s family of her death. Finding the contact information for Jessies family and providing this
notification should have been easy as the information should have been located on Dignity Health’s
“Notification of Death” form which should have accompanied Jessie’s body wherever her body was
located. (Exhibit 2 (at adobe page 9) [Notification of Death form to be placed on the shroud, locker, and

provided to the morgue]; Exhibit 19 at p. 2.) Family contact information is routinely noted on the Notice
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of Death Forms that would accompany the body from the hospital to the morgue. (See e.g. Exhibit 10 at
p.5.)

112.  On information and belief, after one year, Cremations Only cannot dispose of human
remains in its possession without a court order. On April 3, 2024 Cremations Only employee Jennifer
Richards emailed Laura Lukin, Dignity Health’s supervisor of decedent affairs, and advised that Jessie’s
one year was approaching. (Exhibit 9 at CRE000005.) This required Dignity Health complete Jessie’s
death record because pursuant to Health and Safety Code 103050, human remains cannot be disposed of
until after a death certificate is registered. That is when Dignity Health finally provided the information
for Cremations only to complete Jessie’s death record. (/d.)

113.  Laura Lukin asked Cremations Only to complete Jessie’s death record “ASAP” because “it
will be 1 year in 5 days****”_ (Id.) With the limited information provided, this death record stated any
information for Jessie’s family members, which Dignity Health had but had never provided to Cremations
Only. (/d. at CRE000007-10; Exhibit 4.)

114. On information and belief, Jessie’s death certificate was later amended to include
information for her family members.

115.  Cremations Only violated H&S Code Section 103780 by submitting a false Permit, stating
that they had the right to control the body of Jessie Peterson when in fact, under Section 7100, they did
not. (Exhibit 12 at SNC001156.)

116.  On information and belief, Cremations Only’s contract with Dignity Health states, the
bodies will be stored at Cremations Only are merely stored for Dignity Health at “Contractor’s licensed
storage facility.” According to declaration’s signed by Lukin, the bodies remain in the custody and control
of Dignity Health. Cremations Only agreed, stating, “Laura Lukin is correct that the bodies in question
were in the custody and control of the hospital and were being held at SMT’s facility because the hospital’s
own morgue has limited capacity.” (See e.g. Exhibit 20 at p. 1.) Accordingly, Phil Manning should not
have signed the affirmation on the April 9, 2023 permit stating he has the right to control disposition

pursuant to Health and Safety Code Section 7100. Phil Manning, who is a licensed funeral director of
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Cremations Only, also should not have been identified as the “Informant” in box 7A of the death record.
The informant should have been listed as Laura Lukin or someone else at Dignity Health since Dignity
Health retained custody and control of the remains. Therefore, Dignity Health, should have, but failed to
file the permit for temporary envaultment as required under section 103050 within eight days of Jessie’s
death. It was only months later, after Dignity Health informed Cremations Only that it had not done so for
Jessie and some other decedents it was holding at Cremations Only, that Cremations Only first became
aware of this and agreed to have Cremations Only file the permits and death certificates for Dignity Health.
(ld. atp.2.)

117.  On information and belief, according to the declaration of Larua Lukin, all of the deceased
patients listed above in paragraphs 77 and 78, were held at Cremations Only. Neither Dignity Health nor
Cremations Only made any effort to allow Dignity Health’s patients to be laid to rest until the filing of the
complaint in this matter and the television and newspaper coverage that followed.

ALLEGATIONS COMMON TO ALL DEFENDANTS

118.  On information and belief, failure to notify Jessie’s family of her death requires not merely
systemic failures, but collaborated breaches of duties, legal obligations, moral obligations, hospital
regulations, and human decency.

119.  First, Dr. Mukhtar (the attending physician) failed to complete the medical and health
sections of Jessie’s death record and failed to notify Jessie’s family of her death in violation of legal
obligations, medical ethics, and hospital standards.

120.  Second, Dignity Health failed to ensure its medical staff followed its policies despite years
of audit findings pointing out failures to complete death records and notify families of deaths. In
connection with this, Dignity Health hid from its oversight board year after year audit findings of these
violations.

121.  Third, Dignity Health failed to ensure its staff followed its Notification of Death policy and
documentation, a process supposedly in place to ensure compliance with the violations identified in the

audits.

33

SECOND AMENDED COMPLAINT




TUCKER ELLISLLP
Atlanta ¢ Chicago ¢ Cleveland ¢ Columbus ¢ Los Angeles ¢ Morristown, NJ ¢ Orange County ¢ San Francisco ¢ St. Louis ¢ Washington, D.C.

© 00 ~N o o bk~ w NP

S T N N N I S T R R e I S T U o o e =
© N o o~ ®W N P O © 0o ~N oo o b~ W N Rk o

122.  Fourth, Dignity Health failed to include this Notification of Death record, which would
have included the contact information for Jessie’s family with her body as it was transferred to the custody
of Cremations Only.

123.  Fifth, Cremations Only failed to complete Jessie’s death record in violation of state law.

124.  Sixth, Cremations Only failed to make reasonably diligent efforts to contact Jessie’s family
in violation of state law and their own policies.

125.  On information and belief, not until the one-year anniversary of Jessie’s death approached,
was any effort made to complete Jessie’s death record, and this was only made to avoid having to obtain
court approval for disposing of Jessie’s remains. Cremations Only didn’t care about identifying Jessie’s
family during the first 60 days of holding her body because Dignity Health pays a daily rate for storing
Jessie’s remains. Dignity Health doesn’t care about identifying Jessie’s family after these 60 days because
it costs them nothing to keep Jessie’s remains at Cremations Only after the initial 60 days.

126.  On information and belief, meanwhile, every month, Dignity Health callously disregarded
monthly reminders about Jessie Peterson and numerous others, when Cremations Only sent them emails
listing all of Dignity Health’s patients that were in body-bags in storage on shelves at Cremations Only.
For example, Dignity Health received written inventory reports that mentioned patient Jessie Peterson
more than seven times. Dignity received written inventory reports that mentioned patient William S. on
more than fifty occasions between May 2, 2023 and January 27, 2025.

127.  On information and belief, the allegations described herein were directed at Plaintiffs and
were done intentionally or in reckless disregard to the probability of causing emotional distress.

128.  Discovery is continuing and, so far, Dignity Health has failed to produce documents in
response to written discovery requests. As such, further amendments to the complaint are likely, as well

as the identification of additional plaintiffs.
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CAUSES OF ACTION

FIRST CAUSE OF ACTION

Negligent Handling of a Corpse
(Against Defendants Dignity Health, Mortuary Support Servies of Northern California, LLC, and
Does 3-50)

129.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

130.  Defendants owed a duty to Plaintiffs to exercise reasonable and ordinary care when
handling the decedent’s remains. That duty arose from, among other things, federal, state, and local laws
that require Defendants to properly and adequately handle an individual’s remains as to preserve their
dignity and honoring the right of Jessie’s family to control the disposition of Jessie’s remains.

131.  Defendants breached that duty to Plaintiffs by failing to properly care for Jessie’s remains.
Indeed, while in Defendants’ possession, Jessie was left decomposing for over a year. As a result, Jessie’s
body was so discolored that her tattoos could not be identified. Moreover, Jessie’s fingerprints were not
obtainable for any keepsake, and Jessie’s family could not say goodbye or hold an open casket funeral.
The mishandling also denied the family the option of an autopsy.

132.  As a direct and proximate result of Defendants’ failing to appropriately handle Jessie’s
body after her death, Plaintiffs were induced to believe that Jessie was still alive and searched for Jessie
for several months even though Jessie’s body was located in Dignity Health’s cold storage and have
suffered damages according to proof, but in excess of the jurisdictional minimum of this Court.

SECOND CAUSE OF ACTION

Negligence
(Against Defendants Dignity Health, Mortuary Support Servies of Northern California, LLC, Dr.
Mukhtar, and Does 3-50)
133.  Plaintiffs reallege and incorporate by reference every allegation contained in this

Complaint as if fully set forth herein.
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134.  Defendants owed a duty to Plaintiffs to exercise reasonable and ordinary care. That duty
arose from, among other things, federal, state, or local laws that require Defendants to notify decedent’s
next of kin of their death.

135.  Defendants breached that duty when they failed to notify Jessie’s family of her death for a
year. Defendants had extensive contact with Jessie’s mother, and she was also listed as her next of kin on
hospital records.

136.  Defendants failure to issue a timely Certificate of Death, failure to notify Jessie’s next of
kin, failure to allow an autopsy, and mishandling of Jessie’s remains was negligent, careless, and heartless.
Defendants violated their own promise of dignity and respect for the people in their care.

137.  Defendants interfered with Plaintiffs rights under California Health & Safety Code § 7100
which states that the control of a deceased individual’s remains vests in “the surviving competent parent
or parents of the decedent.” Defendants wrongfully retained control over Jessie’s remains for over a year
and failed to relinquish control of Jessie’s body to her family.

138.  Defendants violated California Health & Safety Code § 7104 which states “When no
provision is made by the decedent, or where the estate is insufficient to provide for interment and the duty
of interment does not devolve upon any other person residing in the state or if such person cannot after
reasonable diligence be found within the state the person who has custody of the remains may require the
coroner of the county where the decedent resided at time of death to take possession of the remains and
the coroner shall inter the remains in the manner provided for the interment of indigent dead.” Defendants
failed to make reasonable efforts to contact Jessie’s next of kin, including any of the Plaintiffs, to inform
them of Jessie’s death.

139.  The negligence per se doctrine applies because (1) the defendants violated a statute,
ordinance, or regulation of a public entity; (2) the violation proximately caused injury to a person or
property; (3) the injury resulted from an occurrence of the nature of which the statute, ordinance or
regulation was designed to prevent; and (4) the person suffering the injury to his person or property was

one of the class of persons for whose protection the statute, ordinance, or regulation was adopted.
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140.  As a direct and proximate result of Defendants’ negligence, Plaintiffs have suffered
damages according to proof, but in excess of the jurisdictional minimum of this Court.

THIRD CAUSE OF ACTION

Negligent Infliction of Emotional Distress
(Against Defendants Dignity Health, Mortuary Support Servies of Northern California, LLC, Dr.
Mukhtar, and Does 3-50)

141.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

142.  Defendants owed a duty to Plaintiffs to act as reasonable, prudent persons. This duty
includes an obligation to act in a careful, lawful, and prudent manner and in full compliance with
applicable federal, state, and local laws.

143.  Defendants’ conduct toward Plaintiffs resulted in a breach of Defendants’ duties to act as
reasonable, prudent persons.

144.  Defendants should reasonably have anticipated that their conduct would have resulted in
emotional distress. Because they failed to notify Jessie’s mother about her death, Jessie’s family continued
the search for Jessie for over a year, while suffering emotional and mental anguish for Jessie during their
search.

145.  Defendants also denied Plaintiffs the ability to have an autopsy completed to determine the
actual cause of death.

146.  As a result of Defendants breach of their duties, Plaintiffs suffered legally compensable
emotional distress damages.

147.  Defendants’ conduct towards Plaintiffs was malicious and outrageous. Defendants acted
with complete disregard for the probability that Plaintiffs would suffer severe or extreme emotional
distress by mishandling Jessie’s remains and letting her corpse decompose for a year thus rendering an
open casket funeral to be impossible, and by failing to notify Plaintiffs of her death and allowing for the

search for Jessie to continue causing emotional and mental anguish for Jessie’s family. Only the imposition
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of significant damages will deter similar mistreatment of a corpse and disregard of the rights and emotional
needs of a decedent’s family.

148.  As a direct and proximate result of Defendants’ negligent infliction of emotional distress,
Plaintiffs have suffered damages according to proof, but in excess of the jurisdictional minimum of this
Court.

FOURTH CAUSE OF ACTION

Negligent Misrepresentation
(Against Defendants Dignity Health and Does 3-50)

149.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

150.  On or about April 11, 2023, Dignity Health falsely represented to Plaintiff Ginger Congi
that Jessie had left Mercy San Juan Hospital against medical advice. In truth, Jessie had died at the Mercy
San Juan Hospital on April 8, 2023.

151.  The material assertions made by Dignity Health were made with no reasonable ground for
believing them to be true, and Dignity Health knew or should have known that the statements were untrue.

152.  Plaintiffs, at the time the misrepresentations were made, were unaware of the truth and that
Dignity Health’s misrepresentations were false. Plaintiffs, in the exercise of reasonable diligence, could
not have discovered the truth at the time the false statements were made.

153.  In making the misrepresentations, Dignity Health knew that Plaintiffs would act in reliance
on the misrepresentations.

154.  Plaintiffs justifiably relied on the representations made to them by Dignity Health.

155. As a proximate result of the misrepresentations by Dignity Health, as alleged herein,
Plaintiffs were induced to believe that Jessie was still alive and searched for Jessie for several months
even though Jessie’s body was located in Dignity Health’s cold storage and have suffered damages

according to proof, but in excess of the jurisdictional minimum of this Court.
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156.  Asadirect and proximate result of Dignity Health’s negligent misrepresentation, Plaintiffs
have suffered damages according to proof, but in excess of the jurisdictional minimum of this Court.

FIFTH CAUSE OF ACTION

Negligent Hiring and Supervision
(Against Defendants Dignity Health and Does 3-50)

157.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

158.  Dignity Health failed to use reasonable case in the hiring and supervision of Dr. Mukhtar,
the staff of Mercy San Juan and Does 3 through 10 to ensure that they adequately maintained an EDRS,
timely prepared death certificates upon the death of a patient, and used reasonable diligence in contacting
next of kin to inform them of a family member’s death.

159.  Dignity Health knew of Dr. Mukhtar and its employees incompetent performance of legal
obligations, moral obligations, and hospital policies and procedures in maintaining an EDRS, timely
prepared death certificates upon the death of a patient, and used reasonable diligence in contacting next
of kin to inform them of a family member’s death based on several years of audit findings directing Dignity
Health to correct these errors. Additionally, Dignity Health knew of these systemic failures based on
monthly communications from Cremations Only advising Dignity Health of human remains Cremations
Only was storing for Dignity Health.

160.  Plaintiffs were harmed as a direct and proximate result of Dignity Health’s failure to
supervise its employees and ensure they fulfilled legal obligations, moral obligations, and hospital policies
and procedures in maintaining an EDRS, timely prepared death certificates upon the death of a patient,
and used reasonable diligence in contacting next of kin to inform them of a family member’s death.

161.  As a direct and proximate result of Defendants Dignity Health dba Mercy San Juan,
Common Spirit, and Does 3 through 50’s negligent hiring, training, retention, discipline and supervision
of Dr. Mukhtar and Does 3 through 50, Plaintiffs suffered damages according to proof, but in excess of

the jurisdictional minimum of this Court.
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SIXTH CAUSE OF ACTION

Violation of California Health & Safety Code § 7100
(Against Defendants Dignity Health dba Mercy San Juan, Common Spirit, and Does 3-50)

162.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

163.  California Health & Safety Code § 7100 states that the control of a deceased individual’s
remains vests in “the surviving competent parent or parents of the decedent.”

164.  Defendants violated the section above by retaining control over Jessie’s remains for over a
year and failing to relinquish control of Jessie’s corpse to her family.

165.  As a direct and proximate result of Defendants Dignity Health dba Mercy San Juan,
Common Spirit, and Does 3 through 50’s violation of California Health & Safety Code § 7100, Plaintiffs
suffered damages according to proof, but in excess of the jurisdictional minimum of this Court.

SEVENTH CAUSE OF ACTION

Violation of California Health & Safety Code § 7104
(Against Defendants Dignity Health dba Mercy San Juan, Common Spirit, and Does 3-50)

166.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

167.  California Health & Safety Code § 7104 states “When no provision is made by the
decedent, or where the estate is insufficient to provide for interment and the duty of interment does not
devolve upon any other person residing in the state or if such person cannot after reasonable diligence be
found within the state the person who has custody of the remains may require the coroner of the county
where the decedent resided at time of death to take possession of the remains and the coroner shall inter
the remains in the manner provided for the interment of indigent dead.”

168.  Defendants violated the section above by failing to make a reasonable attempt to contact

Jessie’s next of kin, including any of the Plaintiffs, to inform them of Jessie’s death.
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169.  As a direct and proximate result of Defendants Dignity Health dba Mercy San Juan,
Common Spirit, and Does 3 through 50’s violation of California Health & Safety Code § 7104, Plaintiffs
suffered damages according to proof, but in excess of the jurisdictional minimum of this Court.

EIGHTH CAUSE OF ACTION

Gross Negligence
(Against Defendants Dignity Health, Mortuary Support Servies of Northern California, LLC, Dr.
Mukhtar, and Does 3-50)

170.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

171.  Defendants owed a duty to Plaintiffs to exercise reasonable and ordinary care. That duty
arose from, among other things, federal, state, or local laws that require Defendants to notify decedent’s
next of kin of their death.

172.  Defendants’ breach of that duty was due to a lack of any care or an extreme departure from
what a reasonably careful person would do in order to prevent harm to Jessie’s family. Dignity Health had
extensive contact with Jessie’s mother, and she was also listed as Jessie’s next of kin on hospital records.
Dignity Health also had contact information for Jessie’s sister who had also been listed as an emergency
contact in Jessie’s medical records. This contact information was readily available to all other Defendants.

173.  Defendants’ failure to issue a timely Certificate of Death, failure to notify Jessie’s next of
kin, failure to allow an autopsy, and mishandling of Jessie’s remains was negligent, careless, and heartless.
Defendants violated their promise of dignity and respect for the people in their care.

174.  Defendants’ conduct as described herein was oppressive and/or malicious, in that it was
despicable conduct that subjected the family to cruel and unjust hardship in conscious disregard for
Plaintiffs rights and/or was carried out with a willful and conscious disregard to the rights of the Plaintiffs.

175.  As adirect and proximate result of Defendants’ gross negligence, Plaintiffs have suffered

damages according to proof, but in excess of the jurisdictional minimum of this Court.
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NINTH CAUSE OF ACTION

Intentional Infliction of Emotional Distress
(Against Defendants Dignity Health, Mortuary Support Servies of Northern California, LLC, Dr.
Mukhtar, and Does 3-50)

176.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

177.  Defendants owed a duty to Plaintiffs to act as reasonable, prudent persons. This duty
includes an obligation to act in a careful, lawful, and prudent manner and in full compliance with
applicable federal, state, and local laws.

178.  Defendants’ conduct toward Plaintiffs resulted in a breach of Defendants’ duties to act as
reasonable, prudent person.

179.  Defendants should reasonably have anticipated that their conduct would have resulted in
emotional distress because Audit findings beginning at least as early as 2022 and continuing through 2024
have directed Dignity Health to provide timely notification of death to family members and to timely
complete death certificates. These audits had further informed Dignity Health that failure to timely notify
families could cause emotional distress. Despite this knowledge and its promised “Plan of Correction”
Dignity Health did nothing to correct its conduct.

180.  Defendants’ conduct was outrageous and exceeded the bounds of decency in a civilized
community.

181. Defendants either intended to cause Plaintiffs emotional distress, or acted with reckless
disregard of the probability that Plaintiffs would suffer emotional distress.

182.  Because Defendants failed to notify Jessie’s mother about her death, Jessie’s family
searched for Jessie for over a year, while suffering emotional and mental anguish for Jessie during their
search. As a result of Defendants breach of their duties, Plaintiffs suffered legally compensable emotional

distress damages.
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183.  Defendants’ inactions also denied Plaintiffs the ability to have an autopsy completed to
determine the actual cause of death.

184.  Defendants’ conduct towards Plaintiffs was malicious and outrageous. Defendant acted
with complete disregard for the probability that Plaintiffs would suffer severe or extreme emotional
distress by mishandling Jessie’s remains and letting her corpse decompose for a year thus rendering an
open casket funeral to be impossible, and by failing to notify Plaintiffs of her death and allowing for the
search for Jessie to continue causing emotional and mental anguish for Jessie’s family. Only the imposition
of significant damages will deter similar mistreatment of a corpse and disregard of the rights and emotional
needs of a decedent’s family.

185.  Asadirect and proximate result of Defendants’ intentional infliction of emotional distress,
Plaintiffs have suffered damages according to proof, but in excess of the jurisdictional minimum of this
Court.

TENTH CAUSE OF ACTION

Intentional Misrepresentation
(Against Defendants Dignity Health and Does 3-50)

186.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

187.  On or about April 11, 2023, Defendant Dignity Health falsely represented to Plaintiff
Ginger Congi that Jessie had left Dignity Health Hospital against medical advice. In truth, Jessie had died
at Dignity Health Hospital on April §, 2023.

188.  Dignity Health’s representation to Ginger that Jessie had left the hospital against medical
advice was made recklessly and without regard for the truth.

189.  In making the misrepresentations, Dignity Health knew that Plaintiffs would act in reliance
on the misrepresentations.

190.  Plaintiffs justifiably relied on the representations made to them by Dignity Health and

began their years long search for Jessie outside of Dignity Health.
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191.  As a proximate result of the misrepresentations by Dignity Health, as alleged herein,
Plaintiffs were induced to believe that Jessie was still alive and searched for Jessie for several months
even though Jessie’s body was located in Dignity Health’s cold storage and have suffered damages
according to proof, but in excess of the jurisdictional minimum of this Court.

192.  As a direct and proximate result of Defendants’ intentional misrepresentation, Plaintiffs
have suffered damages according to proof, but in excess of the jurisdictional minimum of this Court.

ELEVENTH CAUSE OF ACTION

Concealment
(Against Defendants Dignity Health, Mortuary Support Servies of Northern California, LLC, Dr.
Mukhtar, and Does 3-50)

193.  Plaintiffs reallege and incorporate by reference every allegation contained in this
Complaint as if fully set forth herein.

194.  Defendants have not only a legal, but also a moral obligation to notify families of deaths
and complete death certificates. But instead of fulfilling these duties, Jessie Peterson’s body was hidden
away in cold storage where only the hospital and the cold storage facility knew Jessie was deceased.

195.  Despite having the contact information in its records, Defendants failed to notify Jessie’s
(1) mom, (2) sister, or (3) friend of Jessie’s death for one year.

196.  Unaware of Jessie’s death, her family endured a year of purgatory searching, hoping, and
waiting. Days after Jessie’s death Ginger called the hospital and was not informed that Jessie had died.
The family searched for Jessie and filed missing person reports hoping the police would help locate her.

197.  Defendants (a) failure to complete Jessie’s death certificate and (b) failure to report Jessie’s
death on the Electronic Death Registration System prevented Jessie’s family and the police from learning
of Jessie’s death. Even setting aside the fact that Defendants did not call Jessie’s emergency contacts, had
the Defendants completed the death certificate or Electronic Death Registration, Jessie’s family would
have learned of her death just as they did a mere days after Mukhtar finally completed Jessie’s Death

Certificate.
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198.  Defendants intentionally withheld information and misled Plaintiffs of information related
to Jessie’s death. The Defendants had the contact information to notify Plaintiffs of Jessie’s death, but
failed to call, failed to leave any messages requesting a return call, failed to send any letters; and even
negligently and intentionally failed to inform Ginger of Jessie’s having died when Ginger called the
hospital three days after Jessie’s death.

199.  Had Plaintiffs known of Jessie’s death, they would not have endured purgatory while they
searched and waited for any information regarding their daughter, sister, and friend. The agony of the
daily searching and waiting would not have been endured for one year.

200.  Defendants’ conduct towards Plaintiffs was malicious and outrageous. Dignity Health was
well aware of the harm its negligence and knowing disregard for their statutory, moral, and procedural
obligations was causing, but continued despite warnings from the Department of Health And Human
Services. Defendants acted with complete disregard for the probability that Plaintiffs, would suffer severe
or extreme emotional distress while searching and waiting for nearly a year for any news of Jessie.
Defendants’ concealment of Jessie’s death was a substantial factor in causing Plaintiff’s severe emotional
distress. Dignity Health has known since at least 2022 that their conduct was causing harm and they
promised various corrective measures — only to disregard its own promises to the Department of Health
and Human Services. Dignity Health is guilty of knowingly, intentionally and repeatedly causing harm
that was entirely avoidable had they complied with the law, their own policies, and their promises to the
State of California and the people that end up at a Dignity Health hospital.

201.  As a direct and proximate result of Defendants’ concealment of Jessie’s death, Plaintiffs
have suffered damages according to proof, but in excess of the jurisdictional minimum of this Court.

202.  Dignity Health and Dr. Mukhtar thinks that the worst that can result is an insurance claim
for medical malpractice — they are wrong. Defendants’ universal lack of respect for the dead and the
feelings of the decedent’s survivors cannot go unpunished.

/1

/1!
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PRAYER FOR RELIEF

WHEREFORE, Plaintiffs prays for relief as follows:

1. A judgment in favor of Plaintiffs and against Defendants;

2. General damages against Defendants according to proof;

3. Special damages against Defendants according to proof;

4. Awarding reasonable attorney fees, interest and costs, to the full extent permitted by law; and

5. All such other and further relief as the Court may deem just, appropriate, and equitable.

DATED: June 4, 2025 TUCKER ELLIS LLP

By: % /

Mafc R. Greenberg -
Attorneys for Plaintiffs

DEMAND FOR JURY TRIAL

Plaintiffs demand a trial by jury on all issues triable of right by jury.

DATED: June 4, 2025 TUCKER ELLIS LLP

By: %/

Marc R. Greenberé
Attorneys for Plaintiffs
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VERIFICATION

I, Ginger Congi, declare as follows:

I am the Plaintiff in this action. I have read the Second Amended Complaint. Each of the matters
stated in the causes of action are true of my own knowledge except as to any matters where are stated on
information and belief, and as to those matters, I am informed and believe that they are true. I have
reviewed the California Department of Health And Human Services Audit Reports from 2022, 2023 and
2024, as well as Dignity Health’s signed Plan of Correction which were received in reasons to a Public
Records Act Request. I have also reviewed the Probate filings by Dignity Health seeking issuance of
death certificates because Dignity Health had not issued a death certificate within one year of the
patient’s death. These court filings are publicly available on the Probate Court’s website.

I declare under penalty of perjury under the laws of the State of California that the foregoing is
true and correct.

Executed on May 0 , 2025, at Recle| L, California.

L

Q- * cvuz./r
Ginger déngi { 0
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&8 _ California Department of Public Health
Q)CDPH

TOMAS J, ARAGON, M.D., DrPH, GAVIN NEWSOM

Director and State Public Health Officer Govemor ’
April 8, 2022
i

Stat  f California-Health ahd Human Serv| 3 Agency

Michael Korpiel, Administrator
Mercy San Juan Medical Center
6501 Coyle Ave

Carmichael, CA 95608

Dear Administrator:

FACILITY: Mercy San Juan Medical Center
COMPLAINT NUMBER: CA00511685

Enclosed is CMS 2567 Statement of Deficiencies and Plan of Correction Form, which
resulted from a recent visit to your facility. Please prepare a plan of correction, sign and
date the document, return the original to this department within ten (10} calendar days
from receipt of this CMS 2567 Statement of Deficiencies, and retain a copy for your file.

The Plan of Correction for each deficiency must contain the following: E

a)

b)

c)

d)

What corrective action(s) will be accomplished for the patient(s) identified to have
been affected by the deficient practice. '

How other patients having the potential to be affected by the same deficient
practice be identified, and what corrective action will be taken.

What immediate measures and systemic changes will be put into place to ensure
that the deficient practice does not recur.

A description of the monitoring process and positions of persons responsible for
monitoring (i.e., Administrator, Director of Nursing, or other responsible
supervisory personnel). How the facility plans to monitor its performance to
ensure corrections are achieved and sustained. The plan of correction must be
implemented, corrective action evaluated for its effectiveness, and it must be
integrated into the quality assurance system.

Dates when corrective action will be completed. The corrective action completion
date must be acceptable to the Department. The deficient practice should be
corrected immediately. This date shall be no more than 30 calendar days from
the date the facility was notified of the non-compliance.

Licensing and Certification Program, Sacramento District Office | WS
3801 Lennane Drive, Ste 210, Sacramento, CA 95834 f’ﬁ 1"'@
Telephone: (816) 263-5800 / Fax: (916} 263-5841 : p;HA!B ;
Internet Address: www.cdph.ca.gov y o




Mercy San Juan Medica enter o i

Page 2

April 8, 2022

If your Plan of Correction is unacceptable to the Department you will be notified in
writing. You are ultimately accountable for compliance, and responsibility is not
alleviated where notification of the acceptability of the plan of correction is not timely.
Your plan of correction will serve as the facility’s allegation of compliance.

If an acceptable pian of correction is not received within ten (10) calendar days from
receipt of the CMS 2567 Statement of Deficiencies, the Department will recommend to
the regional office and/or the State Medicaid Agency that remedies be imposed as soon
as the notice requirements are met.

If you have any questions, please contact Deborah Clifton, Health Facilities Evaluator
Supervisor, at (916) 263-5800.

Sincerely,
Misiam Linares, Pregram Technician Il

Fax: Lisa Bennefield
District Administrator

Enclosure (CMS 2567)
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{E 000} Initial Comments {E 000}
An off-site revisit survey was conducted on
0441212022 for all previcus deficiencies cited on
04/05/2022. All deficiencies have been correcied,
and no new noncompliance was found. The
facility is in compliance with all regulations
surveyed 04/11/2022.
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SUMMARY STATEMENT OF DEFIGIENGIES
{EACH PEFICIENCY MUST BE PRECEDED BY FilLL
REGULATORY OR LSCADENTIFYING: INFORMATIE N}

PR
Ty

1.
EFIX
AR

(BACH DORRESTIVE ACTION SHULLD BE
CROGS-REFERENCED TG THE ARRROPRIATE

N
COMPLETE
DATE

PROVIDER'S PLAN OF CORRECTION

IEFIGIENCY)

5 000

E 242

This Stalu

Iritial. Commignts-

Thefollowing feflects the findirigs ofthe Califernia
| Departinent of Publie Healih.d jhgan ,

abbreviated survay-for.the investigation of
compaint #CAQTE11 685,

Represaniting the' Depattniznt of Public Haalth:
Health Facltigs Evalustor Niitse; 38970

| The hapection was limited to'the specific
| complaint investigated and dows nat reprasent

the flndings of & fuli Inspaetion.of the hospital,

T22 DIVE CHA 4 RT3n70203(a)(2) Mediaal
Service General Raguirements

{2) Deveioping. maintaln‘lng and implementmg
PEN P
administration. Pellcle

Is appropriate.

i not met ds evldenced by

falled to ensure- abh}’&ci‘ v
and procedure for nofifying.a'rie
| patient's (Patient 1) degth.

| This failure resulted iit Patient 1 family riot being

notiflad of Patlent!'s death for 6 wagks.

Findings:

Review of a physiclan docurmiant titled History and
Phyaical, dated 9/18/16, indicated Patient 1 was

admitted to the facliity for inoreased confusian.

ng |
) approved by the -

governing body.Fracedures shall be approved by |
- thie administration-and medical staff wheresugh

E 000

E242

See attached
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. Review-of a physician note titled "Critieal
I Event/Code Blug Note/Death Note," dated
6/24/16, indicated Patient 1 went infe: cardfac
arrest and'died af 4:34-a.m. The note included an |
addendum, whioh indicated the physician made
| ar attempt 10 Aoty two-family members (FM 1
‘Péatlent-1's daath, The addendum ;
 includad-the. and. phone humbers.of FM 4 L
: ' and FM 2 The-lphyslcian indlcated the numberfor '

| "Cnilcai Eventroode--,.lslueNote/Death Noté "

During aninterview and coneurrernit record review |
with the Nursing Manager {NM).of the surgical
intensive care Lty SICU) on 3/9/22, at 10720
-a.n;, thé NV donfirmed. Pafient 1's-medicat
racord Indicatst Re wag itha SICU atthe tme of |
: hit death, When.gskedwhere & physician willd
| locate the &me ahd contact mforf _a,t_zon of a

Event/G ode Blue Note /Doatt Notel" and
conﬂrmed the two' phone numbars were dlﬁerent'
L|Oensmg arid Certrﬂcalfon Diviglon

STATE FORM 9608 TaAUN -
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(%4)1D
PREFIX |
TAG

SUMMARY STATEMENT OF.DEFIGIENCIES
(EACH DEFISIENGY MUST BE PREGEDED BY FULL
REGLLATORY OR L8CG IBENTIFYING INFORMATION)

B
PREFIX
TAG

! PROVIDER'S PLAN OF CORRECTION iy

| (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETE
' CROSS:REFERENGED TO THE APPROPRIATE DATE

! DEFIDIENGY)

E242,
i

J

E2247"

i Revieww:of the 201-5‘%Med|caj Staff Rules and

of kln i all i

Availability

. and-aythen
~dentist or pe

. This Statut

Findings:

! Physical, dated 9

Continiéd Frém page 2
inthe.order of diglts.

Durlng ar intervlaw with the Chief Medical Officer
(CMO) on 376122, at 11:12.a:m,, the CMO stated

| sha balieved it was the respeonsibliity.of the
attending physician to notify fanilly of a patlent's

' geath,

d,. "Notifylng tHie Naxt of
clait'orhils of hg
for notifying the next.

casas of daath.”

T22 DIV GH1 ART7-70761(g) Madiéal Record

(g) Medical recor

_ e stamp-ori omputer
key, in'ieu ofay hys. clan's sigrature, only whan

that physician'has placed a signed statement in
the:hospital administrative:affices to the affect

- that he Is theonly parsorrwheo:

ns Mot met as. evidenced by

and reeoid raview, the facllity
edical reterd

38k period followlhg a:
lscharge

_ j Guite
patient's (F’atlent 1)

Review.of & physiclen: dosument fitled History and |
j ted Patient 1
admitted fo the faclllty'for ingragsed confusion.

E242

| Ep247
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E2247 Continued. Fram paged E2247

I

. Reviewof the 2015 Medjeal Staff Rutes and

T aum., the BMSA-st

. required t¢ complete the-medical récord.within 14

Evenb’ de Blué Nole eath Note " dated

i’he author
| Initiated the note on 10 and completed the

. note on 10430118, which was ‘30 days after Patient
1's discharge.

"Medlaal recards must be
'oaled ar sfgned

Regulatlogs lndlcated
[

During arvinterview with the Director of Medical
-StaffAdministration {DMSAY on 879722, at 11:88

3 the Medical-Staff Rules.
and Regulatlons Indicated the physician was

e, ahd this nclidad a

days of a patient.dise
Disehiatge Summaryficte:
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PLAN OF CORRECTION
CAQ0511685

L. Verified the physician responsible: for netifying the: F’lmlly following the patlent dedtly

is no-Jonger on staff.
Completed by: Director Medical Staff Administration:

Pravided edueation to fentbers of the-medical staff by emait-abeut:
s Location of contdet information.

o The reguirement-to netify family about a death.

o The 1equnement to: daicument potificatians to family..

Canpleted hy: Chief Medical Officer

Instiueted dep%u thient.manugers to provided education in department huddles:-to
hospital staff-about:
o A desc:npt-:on ofthe dei‘cxency Glted CA{JUS 1 1(85

Gmnpl.eted-by. Q;gg;_ilri__.ty_,['ﬂ,irei;tpr

+ Developed an-auditing atrd. xeporlmg process to evaluate accuraey-of telephons
'mamb ary lnsted ﬂ_ ol | ' _

1 .._-‘
he e!ecttomc 111edlca ecoid by hospil
ractice providers that acculately match thie contact
offon of the elevtianic nedical record fitled “Patient

ugtibaof medical receords reviewed with & contact arid a contagt
phene niiinbee lisied in flie electronic health record.

o Sample: T0 per nronth, :

o Case seleetion: Patlents with.a stay-in-an intensive care unit;

o Goal = i00%

Compléted by: Quality Pragram Manager

Scheduled se}mmnmml reporting of audit resulis to the Quality Management Cominittee

gration into theestablished QAPT process, Reporting will
itive audit results.are 1009 exeluding months with no cases.

'Comp Teted 1 by Qua]:ty?togx am Manager

Response to Tag 2242 Ends Here

415122
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.

Provided oie-on-ong education about thie requirement for compietion of a discharge
summary within 14 days after discharge to-the physician responsible for the completion

of the distharge, :
Completed by: Chisf Medical ©ficer

Pro_v'i'q_:'ie'c]-f-e’ﬁucati’c"}_n 't"c's mémbél £y dF '1hé me'dica] staff by email about:

Complbtcdiﬁ sy Chief Medical Officer -

Verifi e:d A meclnmsm s m plaée io

Cemplétécl by (uahlyDnectm

Verified the auditingand reporting precessto evaluate the-fimeliness of discharge
Summaries.

Gosl > 100%
Completed by_.r Qualify-Program Manager

.-Schedureti sem;annuai 1epm tmg of auciit xcsults Lo the QuahtyManagcment Comm:ttee

C‘omp]eted by Qua.lit-y Pr ogmm Mamge;

"__‘-%Attendmg Phy "c:an G a!i pﬂtxents who e:\pue
The dlSG]lEll © summaly completed within fourteen (14) days:after the patienf's
I patients hospitalized over: foi ty=eight (48) hours,

‘rp 1F i physicmn igsuspended for acontinigiis
or failure to complete medical records,

= Number-of discharge sumnaries.completed within 14 days.
= Nuiuilige. disoharge sumiaiies conpleted evaluated.
-manth,

Response to Tag £2247 Ends Here

41122

4711422

| 4412722

411722

410/22
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State 6. alifornia—Health and Human Servié. Agency

&AL California Department of Public Health
S)CBPH

TOMAS J. ARAGON, M.D., DrP.H GAVIN NEWSOM
Director and State Public Health Officer Govemor
April 8, 2022

Michael Korpiel, Administrator
Mercy San Juan Medical Center
6501 Coyle Ave

Carmichael, CA 95608

Dear Administrator,

Your plan of correction from the abbreviated survey completed on 04/05/2022 for
complaint #CA00511685 has been accepted and you have corrected all deficiencies
noted during the survey.

If you have any questions concerning this letter, please contact Deborah Clifton, Health
Facilities Evaluator Supervisor, at (916) 263-5800.

Sincerely,
Midiam Linaves, Program Jechnician I

Fex: Lisa Bennefield
District Administrator

Licensing and Certification Program, Sacramento District Office
3901 Lennane Drive, Suite 210, Sacramento, CA 95834
PHONE (916) 263-5800 o (916) 263-5840 FAX
Internet Address: www.cdph.ca.gov




State of California-Health and Human Services Agency
x.)%@ - California Department of Public Health
QCBPH

TOMAS J. ARAGON, M.D., Dr.P.H. GAVIN NEWSOM
Director and State Public Health Officer Governor

June 30, 2023

Mr.. Michael Korpiel, Administrator
Mercy San Juan Medical Center
6501 Coyle Ave

Carmichael, CA 95608

Dear Administrator:

FACILITY: Mercy San Juan Medical Center
COMPLAINT NUMBER: CA00747251

Enclosed is CMS 2567 Statement of Deficiencies and Plan of Correction Form, which
resulted from a recent visit to your facility. Please prepare a plan of correction, sign
and date the document, return the original to this department within ten (10) calendar
days from receipt of this CMS 2567 Statement of Deficiencies, and retain a copy for
your file.

The Plan of Correction for each deficiency must contain the following:

a) What corrective action(s) will be accomplished for the patient(s) identified to
have been affected by the deficient practice.

b) How other patients having the potential to be affected by the same deficient
practice be identified, and what corrective action will be taken.

c) What immediate measures and systemic changes will be put into place to ensure
that the deficient practice does not recur.

d) A description of the monitoring process and positions of persons responsible for
monitoring (i.e., Administrator, Director of Nursing, or other responsible
supervisory personnel). How the facility plans to monitor its performance to
ensure corrections are achieved and sustained. The plan of correction must be
implemented, corrective action evaluated for its effectiveness, and it must be
integrated into the quality assurance system.

e) Dates when corrective action will be completed. The corrective action completion
date must be acceptable to the Department. The deficient practice should be
corrected immediately. This date shall be no more than 30 calendar days from
the date the facility was notified of the non-compliance.

Licensing and Certification Program, Sacramento District Office SN,
3901 Lennane Drive Ste 210 Sacramento, CA 95834 & ”e.,_
Telephone: (916) 263-5800 / Fax: (916) 263-5840 4
Internet Address: www.cdph.ca.gov



Mercy San Juan Medical Center
Page 2
June 30, 2023

If your Plan of Correction is unacceptable to the Department you will be notified in
writing. You are ultimately accountable for compliance, and responsibility is not
alleviated where notification of the acceptability of the plan of correction is not timely.
Your plan of correction will serve as the facility’s allegation of compliance.

If an acceptable plan of correction is not received within ten (10) calendar days from
receipt of the CMS 2567 Statement of Deficiencies, the Department will recommend to
the regional office and/or the State Medicaid Agency that remedies be imposed as soon
as the notice requirements are met.

If you have any questions, please contact Amber Boobar, Health Facilities Evaluator
Supervisor, at (916) 263-5800.

Sincerely,
Emily Lim Prograwm Techmicianvll
For- Daniel Schut

District Manager

Enclosure (CMS 2567)
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An off-site revisit survey was conducted on
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facility is in compliance with all regulations
surveyed 07/31/2023.
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E 000" Initial Comments E 060 POC Adeld e 12-5 5

~ The following reflects the flndings of the Caiifornia Poc. s e 719‘%/ Q3
' Department of Public Health during the (’P{"O\JLMECJ 7/%! img,g

" investigation of complaint #CAQ0747251.

. Representing the Department of Pubtic Health:
_ Health Facilities Evaluator Nurse, 42291

The inspection was limited to the specific
" complaint investigated and does not reprasent
j the findings of a full inspection of the hospital.

E 269 T22 DIV5 CH1 ART3-70213(b) Nursing Service E 269
' Policies and Procedures. .

- (b} Policies and procedures shali be based on
- current standards of nursing practice and shall be
5 consistent with the nursing process which
. includes: assessment, nursing diagnosis,
; ! planning, intervention, evaluation, and, as
, circumstances require, patient advocacy.

ThIS Statute is not met as evidenced by:

' Based on interview and record revisw, the faciiity
: failed to follow their morgue (pface where tha
" deceased are kept temporarily) poiicy when
! Patient 1 expired and documentation of the
Iocatmn of the body was unkngwn,

i

' \ This failure resuited in Panent 1's son being

i unaware of his mother's bady whereabouts and
| caused family emotional distress.

:1 Findings:

|

.+ During a raview of Patient 1's "Death Note", dated
S August 3, 2021, the "Death Note" indicatad,
. Patient 1's diagnoses included CO\'/ID 19,

Licensing and Certiffcation Division B
LABORATORY DIRECTORS OR PROVIDER.'SUPPLIER RI:FRESENTATIVE'S SIGNATURE TITLE ) {Xd) DATE
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PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL ¢ PBREEIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
. 1] |
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E269 Cortinued From page 1 E 269

wersening shortness af breath, F',neumonia, and a
‘ cardlopuImonary arrest (heart stops)

f Dunng an interview with the Emergency

- Departmant Registered Nurse (EDRN), on 5/4/23
. at 09:40 a.m., EDRN explained, bodies are taken
to the morgue by an ED Technician (EDT)...
needad, a nurse goes. During the off hours (after
- 5 p.m.), the Administrative Nurse Supervisor

* (ANS} is notified and the ANS opens the morgue.
, The log is completed by the EDT. The EDRN

| stated during the COVID epidemic there was an

i Auxiliary Morgue used.

i During an interview with the ANS, on 5/4/23 at ' "
. 10:35 a.m., ANS stated the foliowing information .
regarding body disposition: ' ;
. "During business hours the Pathoiogy
; Department s responsible for the ins and outs of
; the morgue”, and, “during off hours, the EDT
takes the body to the morgue and brings the
paperwork to the ANS office. The ANS places the
paperwork in a folder”.
"If a funeral home comas to pick-up the body .
during business hours, the Patholfogy Department i
releases the body", and, "The coroner or the
funeral home representative calls the number
! indicated on the phone by the morgue.” The ANS
completes the Release of Body Form and the
caroner or the funeral home representative will
. ? sign the book (Log) The ANS confirmed this
mformatlon is in the Morgue Pollcy

j} During a concurrent interview and record review ) : |
- with the Emergency Department Educator (EDE)
~on §/2/23 at 11:10 a.m., EDE confirmed, the

'+ margue signature page did not have a signaturs
+ or the location where Patient 1's body was taken,
i it was left blank, and the person picking up the

" body did nat sign.

Licensing and Certification Division
STATE FORM ) 4059 YE0K11 If continuation sheet 2 of 3
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E 269? Continued From page 2

" Review of the faclity policy titled "XXX
l.aborataries Morgue Policy and Procedure”,
dated 7/27/2018 indicated, ..."3. Pathology wil

- facilitate the release of the deceased to the
appropriate destination. Pathology shall
deocumaent the status of morgue activities, which

_ | includes delivery of deceased to the mergue, or

: release directly to a Mortuary ...6. Prior to
releasmg the body to a funeral horme, a
i completed Authorized Relsass and original

' Release of Remains form must be presentad."

| Continued review of the facility policy titled "XXX
| Labaratories Margue Policy and Procedure”,

| morgue cannot accommodate the number of
' deceased, the outside storage ..., will be
i contacted ...and & request will be made to
F transport the deceased te their off-site storage
_ | facility. Document in the NOD {Notification of
! Death) form, the date of transfer, and the name
! of the storage facility. In the Morgue Log,
" document: the date, time and signature of the

' datéd 7/27/2018 indicated, ..."9. In the event the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: X COMPLETED
A. BUILDING:
7 G
CAG30000127 B. WING 05/16/2023
. NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, 7ZIP CQDE
6501 COYLE AVE
MERCY SAN JUAN MEDICAL CENTER
CARMICHAEL, CA 95608
(X4) 19 SUMMARY STATEMENT OF DEFICIENCIES ! I PROVIDER'S PLAN OF CORREGTION ‘ (X5)
PREFIX ! " [EACH DEFICIENCY MUST BE PRECEDED 3Y FULL PREFIX i (EACH CORRECTIVE ACTICN SHOULD BE ' COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE i DATE
! . l BEFICIEMCY) ;
E 269 '

Licensing Aan-d Certification Division
STATE FORM

L1301}

Y60K11

If continuaticn sheat 3 of 3



TP2
Highlight


1.

oo owm

§70213. Nursing Service Policies and Procedure
(a) Written policies and procedures for patient care shall be developed, maintained
and implemented by the nursing services.
Was not met by the facility not being able fo locate a patient’s family member.

4.
5.

- PLAN OF CORRECTION
CA00747251

 Correctivé-Action - * -

.

ID Prefix Tag E 264)

Response to Tag E 265 Begins Hera

A. An education module was developed and submitted for distribution fo all Pathology
Laboratory and Administrative Nursing Supervisor staff via stand-up education. Key
points in the madule included:

At the time of death, the patisnt will continue to be cared for with dignity and
respect for histher wishes and in accordance with federal and state regulatory
requirements.

Print a copy of Notification of Death Form and face sheet and place them on
the outside of the shroud.

Staff will attach Notice of Death Form and Face Sheet outside of the focker,
and place copies in the pathology lab to be forwarded to the regional morgue
coordinator,

All deposits are documented in the morgue log book.

Access to the Morgue shall only be provided by the Pathology Department or
the ANS

Completed by: Director - Laboratory Services

B. Retrospective auditing was used to verify that patients were deposited in the morgue
with the appropriate documentation.

Numerator = Number of expired patients documented in the morgue log book.

Denominator = Number of patient mortalities.

Performance goal = 100%.

Sample = 100% of patient mortalities

Monitoring continued until three cansecutive months of goal performance was

achieved.

Completad by: Quality and Patient Safety Program Manager

Response to Tag E 269 Ends Here

" Complete
. Date- -~

06/30/2023-
07/31/2023

Ongoing
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The following reflects the findings of the
California Department of Public Health during a
complaint validation survey conducted on
9/30/2024 through 10/4/2024 for CMS Control
#CA00918214, #CA00914497, and
#CA00916965.

The investigation was limited to the specific
complaints investigated and authorized conditions
of participation, and does not represent the
findings of a full inspection of the hospital.

The census on date of entry was 367 and the
sample size was 27.

A 043 GOVERNING BODY A 043 11/25/24
CFR(s): 482.12

There must be an effective governing body that is
legally responsible for the conduct of the hospital.
If a hospital does not have an organized
governing body, the persons legally responsible
for the conduct of the hospital must carry out the
functions specified in this part that pertain to the
governing body ...

This CONDITION is not met as evidenced by:
Based on interview, and document review, the
hospital failed to ensure an effective governing
body legally responsible for the conduct of the
hospital for a census of 367 patients out of a
hospital bed capacity of 384 when:

A. The hospital failed to ensure the services of
the Regional Morgue Office complied with
regulations and facility policies and procedures
related to family notification of patient death,
timely completion of death certificates, and

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
11/13/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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processing of patient remains for a sample of
three out of 61 hospital deceased patients
(Patient 2, Patient 3, Patient 4) stored at an
off-site morgue. Refer to A-0083.

These failures contributed to ongoing delays in
processing death certificates, lack of family
notification of patient deaths, and prolonged
storage of patient bodies in an off-site morgue,
which had the potential to result in family distress
over the perception of patients missing for
prolonged periods of time when in fact they were
deceased and in storage; On 10/4/2024, the
off-site morgue had 61 patient remains from the
hospital, 11 patient remains from deaths in 2022,
15 patient remains from deaths in 2023, and 19
patient remains from deaths in the first half of
2024.

The cumulative effect of these systemic problems
resulted in the inability of the hospital to comply
with the statutorily mandated Condition of
Participation for Governing Body.

A 083 CONTRACTED SERVICES A 083 11/25/24
CFR(s): 482.12(e)

The governing body must be responsible for
services furnished in the hospital whether or not
they are furnished under contracts. The
governing body must ensure that a contractor of
services (including one for shared services and
joint ventures) furnishes services that permit the
hospital to comply with all applicable conditions of
participation and standards for the contracted
services.

This STANDARD is not met as evidenced by:
Based on interview and document review, the
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hospital failed to demonstrate the governing body
was responsible for services furnished by the
Regional Morgue Office (RMO), in the Greater
Sacramento Division (GSD), for a sample of three
out of 61 deceased patients (Patient 2, Patient 3,
and Patient 4) stored in an off-site morgue at time
of survey. The Regional Morgue Office failed to:

1. Notify the families of Patient 2, Patient 3, and
Patient 4 of their deaths, and complete death
certificates per regulatory requirements,

2. Resolve a known back-log of 61 deceased
patients stored in an off-site morgue according to
the GSD Laboratory Morgue Policy and
Procedure.

These failures resulted in a delay in completion of
death certificates, in notification to families of
patient deaths, and in handling the patients'
bodies after death. These failures had the
potential to prolong distress and grief for families.

Findings:

1. During a review of a log kept by the RMO of
patient remains in an off-site morgue, the log
indicated:

a. Patient 2 died on 10/3/2022, family had not
been found as of 9/5/2024 per the Public
Administrator (PA), the death certificate had not
been completed, and Patient 2's remains
continued to be stored at the off-site morgue;

b. Patient 3 died on 10/21/2022, on 5/23/2024 the
PA spoke with Patient 3's family member who
requested disposal of remains under county
indigent (suffering from extreme poverty) plan,
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the death certificate had not been completed, and
Patient 3's remains continue to be stored at the
off-site morgue; and

c. Patient 4 died on 12/28/2022, a note indicated
Spanish interpreter needed to proceed, the death
certificate had not been completed, and Patient
4's remains continue to be stored at the off-site
morgue.

During an interview on 10/1/2024 at 1:15 p.m.
with the Sacramento Market Leader of Laboratory
Services: Lab, Cardiopulmonary, & Rehabilitation
(SMLLSLCR), SMLLSLCR stated the RMO was
responsible for making three attempts to contact
family once patient remains left the local hospital.
SMLLSLCR stated there was no expected time
frame for the contact attempts. SMLLSLCR
stated, until recently there was no log to track the
attempts. SMLLSLCR stated, if the process fails
to yield results, the case should be forwarded to
the County Public Administrator, who would
attempt to find family, and if none could be found
after a diligent search, contact the coroner to pick
up the body. SMLLSLCR stated, the Office of the
Coroner would attempt to contact family if known
family could not be reached. SMLLSLCR stated,
records of referrals to the PA and the Coroner's
Office had not been kept until recently.
SMLLSLCR could not provide documented
evidence of referrals to the PA or Coroner.

During an interview on 10/2/2024 at 10:20 a.m.
with Chairman of the Community Board (CCB)
responsible for both the Community Board and
the Quality Committee of the Community Board
(QCCB), CCB stated the Community Board was
comprised of the Chiefs of Staff and Presidents of
the hospitals in the GSD, which included four

A 083
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hospitals. The Community Board reviewed

reports from the QCCB Committee. CCB stated
they were not aware of prior hospital regulatory
violations for failure to process patient remains.

During review of the Community Board Meeting
minutes for the period of January 2024 to August
2024 meetings, the minutes did not reference any
concerns regarding processing patient remains.
There was no information regarding untimely
completion of death certificates or lack of
notification of next of kin of the death of a patient.

2. During an interview on 10/2/2024 at 1:05 p.m.
with Supervisor of Lab Support Services (SLSS),
SLSS stated she was aware the RMO was failing
to timely process patient remains and complete
death certificate worksheets beginning in April
2023. SLSS stated, initially she tried to help more
with the process in addition to her clinical
laboratory duties. SLSS stated the backlog
continued; she reported it to the Regional
Laboratory Director and Hospital President (HP)
in September 2023. SLSS stated "It went
nowhere." SLSS stated no log or documents were
kept for the Morgue processes until April 2024.

During an interview on 10/3/2024 at 3 p.m. with
the Regional Director of Laboratory Services
(RDLS), RDLS stated he had been aware of the
RMO backlog shortly after starting his role three
months ago.

During an interview on 10/3/2024 at 3:35 p.m.
with the Chief Operating Officer (COO), the COO
stated he started in his role three and half months
ago and the lab reports to him. He was not aware
of the back-log of processing human remains
within RMO until it was a news story, in August
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2024. COO stated resolving the issues became a
priority then.

During an interview on 10/3/2024 at 4:15 p.m.
with the Hospital President (HP), the HP stated
he was legally responsible for all hospital
services. HP stated he reports to a GSD Hospital
President, but the Healthcare Organization
Governing Body had delegated the responsibility
of hospital services to him. HP stated he was
aware of the failures of the RMO to timely
process patient remains and complete the death
certificate worksheets in September 2023. HP
referred the issues to the GSD President in
September 2023. HP stated the GSD President
and legal department were working to resolve the
issue. HP stated he had not received, nor asked
for any updates on solutions. When asked to
explain this lack of oversight, HP stated the
problem would be addressed at the divisional
level; HP stated, "It is not my scope." HP stated
he was not aware of the failure to notify families.
HP stated, "We assumed the remains being
stored did not have families." HP explained the
patient populations at the hospital included high
numbers of homeless persons. HP stated he
never reported the backlog of patient remains
processing or family notifications to the
Community Board. HP stated that National Board
is only notified of regional issues from the
Community Board. HP stated "I'm legally and
morally responsible for those in the morgue". HP
stated he was not aware of previous facility
regulatory violations and plans of correction for
failure to notify families of patient deaths. HP
stated the previous QD notified him that all plans
of corrections were completed. HP stated the
previous plans of corrections did not have
ongoing monitoring. HP stated QD does not have
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a direct line of reporting to him.

In a concurrent interview and document review of
the GSD Laboratory Morgue Policy and
Procedure, approved 3/1/2022, with the SLSS on
10/3/2024 at 1 p.m., the document indicated
processes for handling abandoned bodies and
bodies with no next of kin. The document
indicated the RMO should contact the public
administrator and coroner when family could not
be reached, or found, or the next of kin did not
have resources to cremate or bury the body. The
SLSS stated there was no documented evidence
these agencies were contacted for assistance.

In a document review of the Patient Safety
Program Annual Summary and Evaluation for
Fiscal Year 2023, which details categories of
adverse events reported during the year, any
regulatory findings, and active and completed
plans of correction, submitted September 2023 to
the Community Board, the document did not
include documentation of the gaps in patient
notification, death certificate processing
according to legal requirements, or delay in
handling patient remains.

In a concurrent interview and record review of the
newly created log of patient remains in off-site
morgue storage, last updated 10/3/2024, with the
QD on 10/3/2024 at 4:45 p.m., the QD confirmed
the log indicated 11 bodies have been in storage
since 2022, 15 bodies have been in storage since
2023, and 19 bodies have remained in storage
from 1/1/2024 to 6/30/2024. The log indicated
there were 61 patient remains in the off-site
morgue on 10/3/2024.

A 263 QAPI A 263 11/25/24
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CFR(s): 482.21

The hospital must develop, implement and
maintain an effective, ongoing, hospital-wide,
data-driven quality assessment and performance
improvement program.

The hospital's governing body must ensure that
the program reflects the complexity of the
hospital's organization and services; involves all
hospital departments and services (including
those services furnished under contract or
arrangement); and focuses on indicators related
to improved health outcomes and the prevention
and reduction of medical errors.

The hospital must maintain and demonstrate
evidence of its QAPI program for review by CMS.

This CONDITION is not met as evidenced by:
Based on observation, interview and document
review, the hospital failed to develop, implement,
and maintain an effective, ongoing, hospital-wide,
data-driven quality assessment and performance
improvement (QAPI) program that reflected the
complexity of the hospital's organization and
services for a census of 367 patients in a hospital
bed capacity of 384, as evidenced by:

A. The hospital QAPI program failed to show
documented evidence of data collected to track
performance and to ensure improvements were
sustained for two plans of correction for
regulatory violations related in part to family
notification of patient death and processing of the
bodies of deceased patients, and the
implementation of a process change for central
venous catheter (a thin flexible tube that is
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CFR(s): 482.21(b)(2)(ii), (c)(1), (c)(3)

(b) Program Data

(2) [The hospital must use the data collected to -
(i) Identify opportunities for improvement and

changes that will lead to improvement.

(c) Program Activities
(1) The hospital must set priorities for its
performance improvement activities that--

(i) Focus on high-risk, high-volume, or
problem-prone areas;

(i) Consider the incidence, prevalence, and
severity of problems in those areas; and

(iii) Affect health outcomes, patient safety, and
quality of care.

(3) The hospital must take actions aimed at
performance improvement and, after
implementing those actions, the hospital must
measure its success, and track performance to
ensure that improvements are sustained.
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inserted into a vein and guided into a large vein
above the right side of the heart) removal. Refer
to A0283.
These failures resulted in regulatory
noncompliance with QAPI standards and resulted
in missed opportunities for improvement andf
ongoing failures.
The cumulative effect of these systemic problems
resulted in the inability of the Hospital to comply
with the statutorily mandated Condition of
Participation for QAPI.
A 283 QUALITY IMPROVEMENT ACTIVITIES A 283 11/25/24
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This STANDARD is not met as evidenced by:
Based on observation, interviews, and record
reviews, the hospital Quality Assessment and
Performance Improvement (QAPI) Program failed
to show documented evidence of data collected
to track performance and to ensure
improvements were sustained when there was no
documented evidence of implementation and
completion for:

1. The Plan of Correction (POC, an action plan
submitted by a hospital to a State Agency to
correct a cited regulatory violation) for intake
CA00511685, dated April 2022, indicated plans to
educate staff regarding accuracy of family contact
information in chart, timely notification of death to
next of kin by physician and physician's timely
completion of deceased patient's charts including
the summary of hospital course and discharge
summary. Additionally, the Quality Program
Manager (QPM) was responsible for verification
through chart audits and providing semiannual
reporting of audit for integration into the QAPI
process. The timeframe indicated on the POC
stated "reporting will continue until four
consecutive audit results are 100% excluding
months with no cases".

2. The POC for intake CA00747251, dated July
2023, indicated the development of an education
module for the Pathology (study of disease)
Laboratory and Administrative Nursing Supervisor
staff covering the steps to take after the death of
a patient to ensure dignity and respect, following
federal and state regulatory requirements and
including responsible staff tasks. This POC would
be verified by Quality and Patient Safety Program
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Manager (QPSPM) with chart audits meeting
measurable goals until "three consecutive months
of goal performance was achieved".

3. A performance improvement project, dated
6/8/2023, identified by the Quality Management
Committee (QMC) as a targeted area for
improvement, focused on the removal of central
venous catheters (CVC, a thin flexible tube that is
inserted into a vein and guided into a large vein
above the right side of the heart) prior to transfer
to lower level of care (intensive care unit to
medical or surgical units) to reduce the risk of
CVC related patient adverse events.

These failures resulted in regulatory
noncompliance with QAPI standards and resulted
in missed opportunities for improvement.

Findings:

1. During a review of the POC for intake
CA00511685, dated April 2022, the POC included
the following corrective actions, in part:

a. Education provided to medical staff on
contacting and documenting family notification of
death.

b. Department managers provided education to
hospital staff about the importance of accuracy of
information in the medical record, including
contact numbers.

c. Developed an auditing and reporting process to
evaluate the accuracy of telephone numbers
listed as contacts in the medical record.

d. Scheduled semiannual reporting and of audit
results to the QMC of the medical staff for
integration into the established QAPI process.

2. During a review of the POC for intake
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CA00747251, dated July 2023, the POC included
the following corrective actions, in part:

a. Development of an education module for
Pathology Laboratory and Administrative Nursing
Supervisors to include at time of death the patient
will be cared for with dignity and respect, in
accordance with federal and state regulatory
requirements, the location of Notifications of
Death Form, the documentation of deceased
patient in morgue logbook and identify who is
provided access to the morgue.

b. Retrospective chart audits performed by QPSM
to verified that patients were deposited in the
morgue with the appropriate documentation. This
audit was to continue until 3 consecutive months
of goal performance of 100% compliance was
achieved.

During a review of the hospital QAPI plans, dated
fiscal year 2023 and fiscal year 2024, the QAPI
plans did not include any documented evidence
of implementation of corrective actions identified
in the POCs or evidence of tracking of
performance improvement.

During a concurrent interview and record review
on 10/1/24, at 11:05 a.m., with the Quality
Director (QD), the QD was provided a copy of the
POCs for intakes CA00511685 and CA00747251.
After reviewing the POCs, the QD stated, "l am
not familiar with these POCs ...will research
...these were before | started and there was no
handoff to me [from previous staff]".

During an interview on 10/3/24, at 1:20 p.m., with
the QD, the QD stated, "l have not been able to
locate data for either POC". The QD stated, "No
one was working on these [POCs], there is no
data to provide implementation and tracking." The
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QD confirmed there was no documented
evidence the interventions in the POCs, that were
dated April 2022 and July 2023 respectively, were
monitored for success and sustained compliance
per hospital QAPI plan and regulatory
requirements.

3. During an interview on 10/3/24, at 11:45 a.m.,
with Critical Care Nurse Educator (CCNE), the
CCNE stated, they are working on a performance
improvement project (PIP) to remove CVC before
the patient is transferred to the medical or
surgical floor. The CCNE stated, starting in
February of 2023, the QMC started to investigate
CVC line removal before transfer to a lower level
of care as a quality indicator. The CCNE stated
the nursing staff had been educated via Pathways
(an online learning module the hospital utilizes to
educate nurses) to a new vascular (vein) access
policy, which included a skills module for vascular
access care and removal. This module was
assigned on 3/9/23 with a due date of 4/30/23.
When asked about how many patients were
being sent to the medical/surgical floor with CVC
for this PIP the CCNE stated, "We are not
tracking the data."

During a review of QMC minutes, dated June
2023, the QMC indicated the need to remove
CVCs prior to transfer to a lower level of care.

During a concurrent observation and interview of
the 5C Trauma medical surgical and telemetry
(continuous monitoring of heart activity) unit, on
10/3/24, at 10:20 a.m., with the QD, the QD
stated the unit was focused on monthly report
cards (an infographic that is posted on a bulletin
board for all staff to see). The only PIP that was
observed posted in the unit was for patient falls.
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The QD stated that she did not see evidence of a
PIP for CVC removal.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WQU911 Facility ID: CA030000127 If continuation sheet Page 14 of 14



PRINTED: 10H18/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
050516 B. WING 10/04/2024
NAME OF PROVIDER OR SUPPLIER , : STREET ADDRESS, CITY, STATE, ZIP CODE

6601 COYLE AVE

MERCY SAN JUAN MEDICAL CENTER CARMICHAEL, GA 95608

oo SUMMARY STATEMENT OF DEFICIENCIES i ID PROVIDER'S FLAN OF CORRECTION R
PREFIX : {EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘  PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) { O TAG CROSS-REFERENCED TO THEAPPROPRIATE |  DAIE
‘ DEFIGIENCY) ;
i To immediately correct CFR (s): 462.12, Goveming |
AQ00: INITIAL COMMENTS i‘ A 000 | Body, the Gommunily Board of Directors: !
E : | = Wors informed of the avents noted In this CMS !
¢ The following refiects the findings of the investigation regarding the Regional Morgue |
California Department of Public Health duringa | . mfa“:“ﬁg?e?ﬁﬁi rocess Imorovement 08/2012024
' complaint validation survey conducted on E P process Imp ,
: ; work and process changes bsing implemented !
. 9/30/2024 through 10/4/2024 for CMS Controf by the Greater Sacramento Division (GSD)
- #CADD918214, #CA00014497, and ; hospitels. These procass impravements

include documentation by RMQ of at least 3
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(Patient 2, Patient 3, Patient 4) stored at an untit 100% compliance is obtained for 4 consecutive
off-site morgue. Refer to A-0083. meetings, and biannually thereafter, Numarator
) equals the number of Community Board of
These failures contributed to ongoing delays in Directors meetings the tracker was presented at. Beginning
processing death certificates, lack of family Denominatpr equals the'number of Community 11/14/2024
notification of patient deaths, and prolonged Hoard of Directors meetings to date.
storage of patient bodies in an off-site morgue, Responsible Person: Director of Quality
which had the potential to result in family distress
over the perception of patients missing for To immediately correct CFR(s): 482.12(¢),
prolonged periods of time when in fact they were regarding the governing body’s responsibility for
deceased and in storage; On 10/4/2024, the services fu.l'nIShed‘In the hospital, the Community
off-site morgue had 61 patient remains from the Board of Directors:
hospital, 11 patient remains from deaths in 2022, s Wers informed of the events noted in this
15 patient remains from deaths in 2023, and 19 CMS Investigation regarding the Regional
P ! ! \ _ 08/20/2024
patient remains from deaths in the first half of Morgue Office (RMO) services,
2024 * Will be updated on the process improvement
) work and process changes being
, ‘ i implemented by the Greater Sacramento
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hospital failed to demonstrate the governing body
was responsible for services furnished by the
Regional Morgue Office (RMO), in the Greater
Sacramento Division (GSD), for a sample of three
out of 61 deceased patients {Patient 2, Patient 3,
and Patient 4) stored in an off-site morgue at time
of survey. The Regional Morgue Office failed to:

1. Notify the families of Patient 2, Patient 3, and
Patient 4 of their deaths, and complete death
certificates per regulatory requirements,

2. Resolve a known back-log of 61 deceased
patients stored in an off-site morgue according to
the GSD Laboratory Morgue Policy and
Procedure.

These failures resulted in a delay in completion of
death certificates, in notification to families of
patient deaths, and in handling the patients'
bodies after death. These failures had the
potential to prolong distress and grief for families.

Findings:

1. During a review of a log kept by the RMO of
patient remains in an off-site morgue, the fog
indicated:

a. Patient 2 died on 10/3/2022, family had not
been found as of 9/5/2024 per the Public
Administrator (PA), the death certificate had not
been completed, and Patient 2's remains
continued to be stored at the off-site morgue;

b. Patient 3 died on 10/21/2022, on 5/23/2024 the
PA spoke with Patient 3's family member who
requested disposal of remains under county
indigent (suffering from extreme poverty) plan,
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RMO service will be held accountable for the following
metrics and will be reported to the Community Board
of Directors monthly:

+ Timeliness of Death Certificate Completion {not
to exceed 8 days per State law)
v Timelines of body being transferred to preferred

mortuary within 8 days of death ;ragklr]g
N . e eginning
« Timeliness of Next of Kin Notification (not to
11/6/2024
exceed 8 days)
« Number of bodies at RMO >90 days (goal less
that 25%)
An annual evaluation of RMO services will be
presented to the Community Board of Directors for Process
evaluation of the quality of service. started
11/14/2024

Responsible Person: Reported to the Direcior of
Quality by RMQ Director of Laboratory

Education to
be completed

As part of the new next of kin notification process,
HIPAA compliant scripting for voicemails has been

created. This scripting includes the caller leaving a 11/22/24 and
local number for the next of kin to call back. A log will |implemented
track the date of death, date and time message left, |11/25/24

name of the deceased patient and the name of the
person who was attempted to be reached. The
Administrative Nurse Manager (ANS) can then
reference this tracker when/if the next of kin calls
back and ensure the correct information on the final
dispasition and location of the decedent is
communicated. This does not change RMO's process
of next of kin notification.

Responsible Person: VP/Chief Nursing Executive
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the death certificate had not been completed, and
Patient 3's remains continue to be stored at the
off-site morgue; and

c. Patient 4 died on 12/28/2022, a note indicated
Spanish interpreter needed to proceed, the death
certificate had not been completed, and Patient
4's remains continue to be stored at the off-site
morgue.

During an interview on 10/1/2024 at 1:15 p.m.
with the Sacramento Market Leader of Laboratory
Services: Lab, Cardiopulmonary, & Rehabilitation
(SMLLSLCR}, SMLLSLCR stated the RMO was
responsible for making three attempts to contact
family once patient remains left the local hospital.
SMLLSLCR stated there was no expected time
frame for the contact attempts. SMLLSLCR
stated, until recently there was no log to track the
attempts. SMLLSLCR stated, if the process fails
to yield results, the case should be forwarded to
the County Public Administrator, who would
attempt to find family, and if none could be found
after a diligent search, contact the coroner to pick
up the body. SMLLSLCR stated, the Office of the
Coroner would attempt to contact family if known
family could not be reached. SMLLSLCR stated,
records of referrals to the PA and the Coroner's
Office had not been kept until recently.
SMLLSLCR could not provide documented
evidence of referrals to the PA or Coroner.

During an interview on 10/2/2024 at 10:20 a.m.
with Chairman of the Community Board (CCB)
responsible for both the Community Board and
the Quality Committee of the Community Board
{QCCB), CCB stated the Community Board was
comprised of the Chiefs of Staff and Presidents of
the hospitals in the GSD, which included four
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. In order to evaluate this plan for
A 083 | Continued From page 3 A 083 P Tracking to

effectiveness and to integrate this plan infe the _
quality assurance system, cormpliance with begin
timeliness of next of kin notifications, timeliness of 11/06/2024
completed death certificates and the length of stay
of each body in the offsite morgue will be
monitored on a monthly basls until 5%
compliance for each metric is achieved for 4
consecutive months and annually thereafter.

+ Timeliness of Death Certificate: Numerator !
equals the number of hospital deceased g’;ari:f:mg to
patients overseen by RMO for at least 8 day 11?05,,202 n
whose death certificate was completed within
8 days of death / Denominator equals the
number of hospital deceased patients
transferred from hospital to RMO that remain
at RMO for at least 8 days.

» Timeliness of Next of Kin notification:

Numerator equals number of hospital g’;z?:](mg to
deceased patients, with known next of kin, 11118/2024

overseen by RMQ, whose next of kin are
notified within 8 days / Denominator equals
the number of hospital deceased patients,
with known next of kin, overseen by RMO

* Number of bodies at RMO >80 days (goal
less than 25%): Numerator equals number of | Beginning
bedies remaining at RMO >90 days over a 11114/2024
rolling 3 months / Dencminator equals
number of bodies sent to RMO over the
same roiling 3 month period. The report will
alse detail out the length of stay for each
body remaining at PML >90 days.

Responsible Person: Reported to the Director of
Quality by RMO Director of Laboratory
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with the process in addition to her clinical
ilaboratory duties. SLSS stated the backleg
continued; she reparted it to the Regional
Laboratery Director and Hospital President (HP)
in September 2023. SLSS stated "It went
nowhere." SLSS stated no log or documents were
kept for the Morgue processes until April 2024,

During an interview on 10/3/2024 at 3 p.m. with
the Regional Director of Laboratory Services
(RDLS), RDLS stated he had been aware of the
RMO backieg shortly after starting his role three
months ago.

During an interview cn 10/3/2024 at 3:35 p.m.
with the Chief Operating Officer (COQ), the COO
stated he started in his role three and half months
ago and the lab reports to him. He was not aware
of the back-log of processing human remains
within RMO until it was a news story, in August

the Quality department, Moving forward for all new
State self reported events and regulatory and
complaint surveys, the tracker will list each corrective
action and their completion dates.

The current practice of reporting all State self
reported events, as well as regulatory and complaint
survey activity per meeting to Quality Management
Committee (QMC), Quality Community Board
meeting, and Community Board of Directors meeting,
will remain the same. Current practice is to provide a
written summary that includes all reported events and
regulatory activity since the last meeting oceurred.

Responsible Person: Director of Quality
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. . d . d ensure the deficient practice does not recurthe ongoing
hospitals. The Community Board reviewe Quality Department created a tracker of all State self
reports from the QCCB Committee. CCB stated reported events, as well as regulatory and complaint
they were not aware of prior hospital regulatory surveys, that when surveyed, did not meet the statute
violations for failure to process patient remains. and were substantiated and regulatory violations were
cited dating back to 2021. This tracker includes a
, . . . summary title of the event,CA number for reference,
During review of the Community Board Meeting paity responsible for the monitoring of the PoC:
minutes fOI_' the pe“c’d. of Janulary 2024 to August metrics, details of the accepted Pol monitoring
2024 meetings, the minutes did not reference any metrics, indication if compliance has been met, then if
concerns regarding processing patient remains. not yet met, the monitoring start date and metric
There was no information regarding untimely t"ac"é”%‘;'" be °°mp'ef.ed' (ng?:;cgzrw"'zﬁ |
completion of death certificates or lack of ;Z?‘Ze;d o’:,z e’}g;gg;g‘ﬁng wlithin Byl?v?an y unless
notification of next of kin of the death of a patient. requirements) basis to the Quality Management
Committee (QMC), Quality Community Board
2. During an interview on 10/2/2024 at 1:05 p.m. meeting, and Community Board of Directors meeting.
with Supervisor of Lab Support Services (SLSS), This fep‘?”“t‘_g S*tf“f;”’% wil E”S!:fe;imeciy Direct
H1 communicaton to the Community Board ot Directors
SL.SS stated she was aware th.e RMO was failing for effective oversight of the hospital.
to timely process patient remains and complete
death certificate worksheets beginning in April The practice since April 2024 has been to track and
2023. SLSS stated, initially she tried to help more monitor completion of all survey action items within | 1114/2024
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2024. COO stated resolving the issues became a
priority then.

During an interview on 10/3/2024 at 4:15 p.m.
with the Hospital President (HP), the HP stated
he was legally responsible for all hospital
services. HP stated he reports to a GSD Hospital
President, but the Healthcare Organization
Governing Body had delegated the responsibility
of hospital services to him. HP stated he was
aware of the failures of the RMO to timely
process patient remains and complete the death
certificate worksheets in September 2023. HP
referred the issues to the GSD President in
September 2023, HP stated the GSD President
and legal department were working to resclve the
issue. HP stated he had not received, nor asked
for any updates on solutions. When asked to
explain this lack of oversight, HP stated the
problem would be addressed at the divisional
level, HP stated, "It is not my scope." HP stated
he was not aware of the failure to notify families.
HP stated, "We assumed the remains being
stored did not have families." HP explained the
patient populations at the hospital included high
numbers of homelass persons. HP stated he
never reported the backlog of patient remains
processing or family notifications to the
Community Board. HP stated that National Board
is only notified of regional issues from the
Community Board. HP statad "I'm fegally and
marally responsible for those in the maorgue". HP
stated he was not aware of previous facility
regulatory violations and plans of correction for
failure to notify families of patient deaths. HP
stated the previous QD notified him that all plans
of corrections were completed. HP stated the
previcus plans of corrections did hot have
ongoing monitoring. HP stated QD does not have

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
.PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
A 083! Continued From page 5 A Q83 |In order to evaluate this plan for

effectiveness and to integrate this plan into the
quality assurance system, escalation of the fracker to
the Community Board of Directors will be monitored
an a per meeting basis until 100% compliance is
obtained for 4 consecutive meetings, and biannually
checked thersafter. Numerator equals the number of
Community Board of Directors mestings the tracker
was presented at, Denominator equals the number Beginning
of Community Board of Directors meetings to date. 11/11/2024

Responsible Person: Director of Quality

To immediately correct Quality Improvement
Activities CFR(s}): 482.21(b}(2)(ii), (c){1}, (c}(3), and
ensure the deficient practice does not recur the
Quality Department created a tracker of all State self
reported events, as well as regulatory and complaint
surveys, that did not meet the statute and were
substantiated and regulatory violations were cited
dating back to 2021. This tracker includes a
summary titie of the event, CA number for reference,
party respansible for the menitoring of the PoC
metrics, details of the accepted PoC menitaring
metrics, indication if compliance has been met, then
if not yet met, the monitoring start date and metric
tracking will be completed. Those events without
evidence of noted compliance will he audited to
validate the current state, If compliance is not met,
metrics will be reinstated. The tracker will be
maintained on an ongoing basis with all active and
new events, and reported on a per meeting basis to
the Quality Management Committee (QMC), Quality
Community Board meeting, and Community Board of
Directors meeting. The focus of the report is to
provide a summary of current compliance and action
taken if not meeting compliance. This reporting
strugture will ensure timely cemmunication to the
Community Board of Directors for effective oversight
of the hospital,
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) In order to evaluate this plan for effectiveness and to
A 083 | Continued From page 6 A 0B3 |integrate this plan into the quality assurance system,
a direct line of reporting to him. escalation of the tracker to the Community Board of
Directors will be menitored on a per meeting basis
. ) . until 180% compliance is obtained for 4 consecutive
Ina concurrent interview and document review of meetings, and biannually checked thereafter.
the GSD Laboratory Morgue POMC_Y and Numerator equals the number of Community Board of
Procedure, approved 3/1/2022, with the SLSS on Directors meetings the tracker was presented at.
10/3/2024 at 1 p.m., the document indicated Denominator equals the number of Community Board
processes for handling abandoned bodies and of Directors meetings to date.
%%q'e?e‘g'tt?]g%n“neét ?IOIL':E Igﬁtg;iﬁgzr&tblic Responsible Person: Director of Quaiity
Ica 8
administrator and coroner when family could not Additionally, to correct and ensure the deficient
be reached, or found, or the next of kin did not practice related to the fogqs on removal of Fentral
have resources to cremate or bury the body. The ;fen;us ?itgitri:zaltr; rCrltlcraI czrﬁ ttr?::rr; \;qur tbe f
. eeducatl e nursas oriance o
SLSS Stated. there was no documented. evidence necessity evaluation for central lines. Education will be
these agencies were contacted for assistance. assigned to all ICU registered nurses {RN) via
Pathways. Effective 11/11/2024, prior to transferring
In a document review of the Patient Safety out of the iCUs, each patient with a central line
Program Annual Summary and Evaluation for (excluding cardiac surgery patients) will have the
Fiscal Year 2023, which details categories of Review of CentraI“Lme Necessity Prior to t.rar_lsfgr to
dverse events reported durind the vear. an med/surg/tele floor gomp[eted. If a neoe§5|ty indicator
a Srep ring the year, any is not met, the RN will discuss removal with the
regulatory findings, and active and completed provider. These forms will be submitted to the
lans of correction, submitted September 2023 to Manager for review, tracking and trending for potential
p - p .
the Community Board, the document did not Plwork.
include documentation of the gaps in patient . A .
notification, death certificate processing Responsible Person: Senior Director of Critical Care
accorf:llng to.legal reqylrements, or delay in tn order to evaluate this plan for effectiveness and to
handling patient remains. integrate this plan inte the quality assurance system,
ICUs will monitor the number of patients transferring
In a concurrent interview and record review of the ;?”t of th? 'd(?US to g,med"su"gfte'et_““'tt with 2 Ce"tflﬁ‘,'
newly created log of patient remains in off-site 5% of ihs patents ransfarng out of i IcU 1o &
morgue storage, last updated 10/3/2024, with the med/surg/tele unit with a central line (excluding
QD on 10/3/2024 at 4:45 p.m., the QD confirmed PICCs) will have an approved indication for use. The
the log indicated 11 bodies have been in storage data will be monitored on a monthly basis unti
since 2022, 15 bodies have been in storage since compliar:_ce 15 adt""'f"e‘* and sustained for four (4)
2023, and 19 bodies have remained in storage consecutive months.
from 1/1/2024 to 6/30/2024. The log indicated Responsible Person: VP Chief Nursing Officer
there were 61 patient remains in the off-site
morgue on 10/3/2024.
A 263 | QAPI A 263
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CFR(s): 482.21

The hospital must develop, implement and
maintain an effective, angoing, hospital-wide,
data-driven quality assessment and performance
improvement program.

The hospital's governing body must ensure that
the program reflects the complexity of the
hospital's organization and services; involves all
hospital departments and services (including
those services furnished under contract or
arrangement); and focuses on indicators related
to improved health outcomes and the prevention
and reduction of medical errors.

The hospital must maintain and demonstrate
evidence of its QAPI program for review by CMS,

This CONDITION s not met as evidenced by:
Based on observation, interview and document
review, the hospital failed to develop, implement,
and maintain an effective, ongoing, hospital-wide,
data-driven quality assessment and performance
improvement (QAPI) program that reflected the
complexity of the hospital's organization and
services for a census of 367 patients in a hospital
bed capacity of 384, as evidenced by:

A. The hospital QAPI program failed to show
documented evidence of data collected to track
performance and to ensure improvements were
sustained for two plans of correction for
regulatory violations related in part to family
notification of patient death and processing of the
bodies of deceased patients, and the
implementation of a process change for central
venous catheter (a thin flexible tube that is
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Continued From page 8

inserted into a vein and guided into a large vein
above the right side of the heart) removal. Refer
to AD283,

These failures resulted in regulatory
noncompliance with QAPI standards and resulted
in missed opportunities for improvement andf
ongoing failures.

The cumulative effect of these systemic problems
resulted in the inability of the Hospital to comply
with the statutorily mandated Condition of
Participation for QAPI.

QUALITY IMPRCVEMENT ACTIVITIES

CFR(s): 482.21(b)(2)(ii), (c}(1}, (c)(3)

{b) Program Data

{2) [The hospital must use the data collected to -
..... (i) Identify opportunities for improvement and
changes that will lead to improvement.

(c) Program Activities
(1) The hospital must set priorities for its
performance improvement activities that--

(i) Focus on high-risk, high-volume, or
problem-prone areas;

(if) Consider the incidence, prevalence, and
severity of problems in those areas; and

(iii) Affect health outcomes, patient safety, and
quality of care.

(3) The hospital must take actions aimed at
performance improvement and, after
implementing those actions, the hospital must
measure its success, and track performance to
ensure that improvements are sustained.

A 263

A 283
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This STANDARD is not met as evidenced by:
Based on observation, interviews, and record
reviews, the hospital Quality Assessment and
Performance Improvement (QAPI) Program failed
to show documented evidence of data collected
to track performance and to ensure
improvements were sustained when there was no
documented evidence of implementation and
completion for:

1. The Plan of Correction (POC, an action plan
submitted by a hospital to a State Agency to
correct a cited regulatory violation) for intake
CA00511685, dated April 2022, indicated plans to
educate staff regarding accuracy of family contact
information in chart, timely notification of death to
next of kin by physician and physician's timely
compietion of deceased patient's charts including
the summary of hospital course and discharge
summary. Additionally, the Quality Program
Manager (QFPM) was responsible for verification
through chart audits and providing semiannual
reporting of audit for integration into the QAPI
process. The timeframe indicated on the POC
stated "reporting will continue until four
consecutive audit results are 100% excluding
months with no cases".

2. The POC for intake CA00747251, dated July
2023, indicated the development of an education
module for the Pathology (study of disease)
Laboratory and Administrative Nursing Supervisor
staff covering the steps to take after the death of
a patient to ensure dignity and respect, following
federal and state regulatory requirements and
including responsible staff tasks. This POC would
be verified by Quality and Patient Safety Program

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
050516 B. WING 10/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6501 COYLE AVE
MERCY SAN JUAN MEDICAL CENTER
CARMICHAEL, CA 95608
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 283 | Continued From page 9 A283

FORM CMS-2567(02-99) Previous Versions Obsolete

Event |D: WQU211

Facility ID: CA03C000127

If continuation sheet Page 10 of 14




PRINTED: 10/18/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
050516 B. WING 10/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

6501 COYLE AVE

cY
MERCY SAN JUAN MEDICAL CENTER CARMICHAEL, CA 95608

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X85)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 283 Continued From page 10 A 283

Manager (QPSPM) with chart audits meeting
measurable geals untjl "three consecutive months
of goal performance was achieved".

3. A performance improvement project, dated
6/8/2023, identified by the Quality Management
Committee (QMC) as a targeted area for
improvement, focused on the removal of central
venous catheters (CVC, a thin flexible tube that is
inserted into a vein and guided into a large vein
above the right side of the heart) prior to transfer
to lower level of care (intensive care unit to
medical or surgical units) to reduce the risk of
CVC related patient adverse events.

These failures resulted in regulatory
noncompliance with QAPI standards and resulted
in missed opportunities for improvement.

Findings:

1. During a review of the POC for intake
CA00511685, dated April 2022, the POC included
the following corrective actions, in part:

a. Education provided to medical staff on
contacting and documenting family notification of
death.

h. Department managers provided education to
hospital staff about the importance of accuracy of
information in the medical record, including
contact numbers.

c. Developed an auditing and reporting process to
evaluate the accuracy of telephone numbers
listed as contacts in the medical record.

d. Scheduled semiannual reporting and of audit
results to the QMC of the medical staff for
integration into the established QAPI process.

2. During a review of the POC for intake
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CA00747251, dated July 2023, the POC included
the following corrective actions, in part:

a. Development of an education module for
Pathology Laboratory and Administrative Nursing
Supervisors to include at time of death the patient
will be cared for with dignity and respect, in
accordance with federal and state regulatory
requirements, the location of Notifications of
Death Form, the documentation of deceased
patient in morgue logbook and identify who is
provided access to the morgue.

b. Retrospective chart audits performed by QPSM
to verified that patients were deposited in the
morgue with the appropriate documentation. This
audit was to continue until 3 consecutive months
of goal performance of 100% compliance was
achieved.

During a review of the hospital QAPI plans, dated
fiscal year 2023 and fiscal year 2024, the QAPI
plans did not include any documented evidence
of implementation of corrective actions identified
in the POCs or evidence of tracking of
performance improvement.

During a concurrent interview and record review
on 10/1/24, at 11:05 a.m., with the Quality
Director {QD), the QD was provided a copy of the
POCs for intakes CA00511685 and CAQ0747251.
After reviewing the POCs, the QD stated, "l am
not familiar with these POCs ...will research
...these were before [ started and there was no
handoff to me [from previous staff]".

During an interview on 10/3/24, at 1:20 p.m., with
the QD, the QD stated, "l have not been able to
locate data for either POC". The QD stated, "No
one was working on these [POCs], there is no
data to provide implementation and tracking." The

A 283
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QD confirmed there was no documented
evidence the interventions in the POCs, that were
dated April 2022 and July 2023 respectively, were
monitored for success and sustained compliance
per hospital QAPI plan and regulatory
requirements.

3. During an interview on 10/3/24, at 11:45 a.m.,
with Critical Care Nurse Educator (CCNE}), the
CCNE stated, they are working on a performance
improvement project (PIP) to remove CVC before
the patient is transferred to the medical or
surgical floor. The CCNE stated, starting in
February of 2023, the QMC started to investigate
CVC line removal before transfer to a lower level
of care as a quality indicator. The CCNE stated
the nursing staff had been educated via Pathways
(an online learning module the hospital utilizes to
educate nurses) to a new vascular (vein) access
policy, which included a skills module for vascular
access care and removal. This module was
assigned on 3/9/23 with a due date of 4/30/23.
When asked about how many patients were
being sent to the medical/surgical floor with CVC
for this PIP the CCNE stated, "We are not
tracking the data."

During a review of QMC minutes, dated une
2023, the QMC indicated the need to remove
CVCs prior to transfer to a lower level of care.

During a concurrent observation and interview of
the 5C Trauma medical surgical and telemetry
(continuous monitoring of heart activity) unit, on
10/3/24, at 10:20 a.m., with the QD, the QD
stated the unit was focused on monthly report
cards (an infographic that is posted on a bulletin
board for all staff to see). The only PIP that was
observed posted in the unit was for patient falls. |
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PIP for CVC removal.

The QD stated that she did not see evidence of a
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{A 000} | INITIAL COMMENTS {A 000}

The following reflects the findings of the
California Department of Public Heaith during a
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BARRY VOGEL, STATE BAR NO. 108640
Bvogel@ljdfa.com

SCOTT W. FOLEY, STATE BAR NO. 278357
SFoley@Iljdfa.com

LA FOLLETTE, JOHNSON,

DeHAAS, FESLER & AMES

655 University Avenue, Suite 119

Sacramento, California 95825-6746

Telephone (916) 563-3100 « Facsimile (916) 565-3704

Attorneys for Defendants

COMMONSPIRIT HEALTH and DIGNITY HEALTH dba
MERCY SAN JUAN MEDICAL CENTER; A DIVISION OF
COMMON SPIRIT

SUPERIOR COURT OF THE STATE OF CALIFORNIA
COUNTY OF SACRAMENTO

GINGER CONGI, ANGIE RUBINO, CASE NO.: 24CV015815
CHANDRA PETERSON-CHASTAIN
AND JESSIE PETERSON, via her estate,
individually, DEFENDANT DIGNITY HEALTH dba
MERCY SAN JUAN MEDICAL CENTER’S
Plaintiffs, RESPONSES TO PLAINTIFF’S SPECIAL
INTERROGATORIES, SET ONE

VS.

DIGNITY HEALTH, d/b/a MERCY SAN
JUAN MEDICAL CENTER; a division of
COMMON SPIRIT and DOES 1-50,

inclusive,
Defendants. TRIAL DATE: None Set
ACTION FILED: 08/07/2024
PROPOUNDING PARTY: Plaintiff, GINGER CONGI
RESPONDING PARTY: Defendant, DIGNITY HEALTH dba MERCY SAN JUAN
MEDICAL CENTER
SET NUMBER: ONE

Defendant, DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER
(hereinafter, “Defendant”), hereby answers, objects, or otherwise responds to Plaintiff,
GINGER CONGI’S (hereinafter, “Plaintiff”) Special Interrogatories, Set One, served on
November 18, 2024, pursuant to Code of Civil Procedure section 2030.030, as follows:

111
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PRELIMINARY STATEMENT

These responses are made solely for the purpose of this action. Each answer is subject to
all objections as to competence, relevance, materiality, propriety and admissibility, and any and
all other objections and grounds which would require the exclusion of any statement herein if the
Interrogatories were asked of, or any statements contained herein were made by, a witness present
and testifying in Court, all of which objections and grounds are reserved and may be interposed
at the time of trial.

Defendant has not completed its investigation of the facts relating to this case and has not
completed its preparation for trial. The following responses are based upon information presently
available to Defendant and are made without prejudice to Plaintiff of the right to utilize
subsequently discovered facts.

Except for explicit facts admitted herein, no incidental or implied admissions are intended
hereby. The fact that Defendant has answered any interrogatories should not be taken as an
admission that Defendant accepts or admits the existence of any facts set forth or assumed by
such interrogatory, or that such response constitutes admissible evidence. The fact that
Defendant has answered part or all of any interrogatory is not intended and shall not be construed
to be a waiver by Defendant of all or any part of any objection to any interrogatory made by
Plaintiff.

Defendant objects to the Interrogatories to the extent they call for the disclosure of any
information which is protected from discovery by the attorney-client privilege and/or the attorney
work product doctrine.

The Preliminary Statement is incorporated into each of the responses set forth below.

RESPONSES TO SPECIAL INTERROGATORIES
SPECIAL INTERROGATORY NO. 1:

Describe the relationship between YOU and Mercy San Juan Medical Center.

(For this and all subsequent interrogatories, the terms “YOU” and “YOUR” refer to
defendant Dignity Health doing business as Mercy San Juan Medical Center.)
/11
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RESPONSE TO SPECIAL INTERROGATORY NO. 1:

Mercy San Juan Medical Center is a member of Dignity Health, which is a part of
CommonSpirit Health.
SPECIAL INTERROGATORY NO. 2:

Describe the relationship between YOU and COMMON SPIRIT.

(For this and all subsequent interrogatories, the term “COMMON SPIRIT” refers to
defendant Common Spirit.)
RESPONSE TO SPECIAL INTERROGATORY NO. 2:

In February 2019, Dignity Health and Catholic Health Initiatives merged as
CommonSpirit Health and created a new, nonprofit health system.
SPECIAL INTERROGATORY NO. 3:

Identify the person that removed Jessie Peterson’s center line on April 8, 2023.
RESPONSE TO SPECIAL INTERROGATORY NO. 3:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:
On April 8, 2023, Jessie Peterson attempted to remove her central line on her own and
Nurse Nicole McCarver completed the process of removing the central line.
SPECIAL INTERROGATORY NO. 4:

Identify each person that attempted to contact Ginger Congi after Jessie Peterson’s death
on April 8, 2023.
RESPONSE TO SPECIAL INTERROGATORY NO. 4:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

After making a reasonable and good faith effort to obtain the requested information,
defendant does not have personal knowledge sufficient to respond. See Exhibit 2 attached to
defendant’s answer to the complaint, which is a copy of a Call Detail Records Search report, for
documentation of the phone calls made by defendant’s employees to Ginger Congi after Jessie

Peterson’s death.
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SPECIAL INTERROGATORY NO. 5:

State the date YOU first became aware of the contact information of Jessie Peterson’s next
of kin.
RESPONSE TO SPECIAL INTERROGATORY NO. 5:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

Jessie Peterson provided defendant with emergency contact information at least as early
as 2021. However, the person Ms. Peterson identified as her emergency contact changed multiple
times between 2021 and the time of her death in April 2023. Ms. Peterson identified her mother
as her emergency contact during multiple visits to Mercy San Juan in 2021 and 2022, but changed
her emergency contact to her sister on December 2, 2022, a friend on December 28, 2022, and
back to her mother in early January 2023. Ms. Peterson’s mother was listed as her emergency
contact at the time of her death.
SPECIAL INTERROGATORY NO. 6:

Identify the person or persons responsible for the preparation of Certificates of Death at
Mercy San Juan Medical Center.
RESPONSE TO SPECIAL INTERROGATORY NO. 6:

“A funeral director, or person acting in lieu thereof, shall prepare the [death] certificate
and register it with the local registrar.” (Health & Safety Code, § 102780.) If a decedent’s next
of kin does not respond to phone calls, defendant’s employees with Decedent Affairs assist with
preparation of the death certificate. Laura Lukin is the supervisor of defendant’s Decedent
Affairs.

SPECIAL INTERROGATORY NO. 7:

Describe Jessie Peterson’s condition upon being admitted to Mercy San Juan Medical
Center on April 6, 2023.
RESPONSE TO SPECIAL INTERROGATORY NO. 7:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie

Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:
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On April 6, 2023, Jessie Peterson was taken by ambulance to Mercy San Juan Medical
Center’s emergency department. Dr. Elliott Penna assessed Ms. Peterson in the emergency
department and documented “hyperglycemia” as the chief complaint. He documented the

following under the heading “Subjective Nursing Assessment”: “pt. BIBA reporting
hyperglycemia kussmaul respirations noted bgl 477.” He documented the following under
“History of Present Illness”: “This is a 31-year-old female with history of DKA, polysubstance
abuse, type 1 diabetes and homelessness presenting today with altered mentation. Bystanders
called 911 as patient was found outside of 911 minimally responsive. Blood glucose 477 for
EMS. Patient does not reliably answer questions.” Dr. Penna’s note includes documentation of
Ms. Peterson’s vital signs at 1959, which were blood pressure 135/110, heart rate 105, respiratory
rate 17, oxygen saturations 100% on room air, and temperature 36.0° Celsius. Under the heading
“Physical Exam,” Dr. Penna documented the following: “Const: Patient curled in a ball on the
stretcher, she is awake but confused and not readily answering questions [{]] Eyes: Able to track
appropriately. Pupils appear 3-4mm [{] HENT: NCAT, patient moving neck actively with no
appeared [sic] pain or stiffness [{] CV: Tachycardic. Warm, well-perfused extremities [{] RESP:
Unlabored respiratory effort [{] GI: no distention or pain with movement [{] MSK: Diffuse
muscle wasting. Large joint range of motion intact with no obvious acute deformity [{] Skin:
Cool extremities [1] Neuro: Alert, oriented x1. Moving all 4 extremities without obvious acute
focal deficits however patient is severely confused, GCS 13 [{] Psych: Withdrawn”

SPECIAL INTERROGATORY NO. 8:

Describe the financial arrangement between Mercy San Juan and Cremations Only for the
storage of human bodies.
RESPONSE TO SPECIAL INTERROGATORY NO. 8:

Mortuary Support Services of Northern California LLC owns and operates Cremations
Only, which is a licensed funeral establishment in Sacramento, and Sacramento Mortuary
Transport (“SMT?”), which is a mortuary transport and storage company. SMT operates a facility
in which human bodies can be stored pending disposition. Defendant does not have a financial

arrangement with Cremations Only.
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SPECIAL INTERROGATORY NO. 9:

Identify the number of human bodies that Mercy San Juan current has in storage at
Cremations Only.
RESPONSE TO SPECIAL INTERROGATORY NO. 9:

Mortuary Support Services of Northern California LLC owns and operates Cremations
Only, which is a licensed funeral establishment in Sacramento, and Sacramento Mortuary
Transport (“SMT?”), which is a mortuary transport and storage company. SMT operates a facility
in which human bodies can be stored pending disposition. Defendant does not have any human
bodies stored at Cremations Only. As of January 30, 2025, there were 73 decedent bodies being
stored at SMT for defendant.
SPECIAL INTERROGATORY NO. 10:

With respect to the response to Interrogatory No. 9, identify the name of each person held
in storage at Cremations Only.
RESPONSE TO SPECIAL INTERROGATORY NO. 10:

Objection. This interrogatory seeks information that is protected by HIPAA and third
parties’ rights to privacy.
SPECIAL INTERROGATORY NO. 11:

With respect to the response to Interrogatory No. 9, identify how long each human body
has been in storage at Cremations Only.
RESPONSE TO SPECIAL INTERROGATORY NO. 11:

Objection. This interrogatory seeks information that is protected by HIPAA and third
parties’ rights to privacy.
SPECIAL INTERROGATORY NO. 12:

Describe in complete detail the circumstances surrounding Jessie Peterson’s death,
including everything that caused her death.
RESPONSE TO SPECIAL INTERROGATORY NO. 12:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie

Peterson’s right to privacy. In addition, it calls for expert opinion. Without waiving these
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objections, defendant responds as follows:

Jessie Peterson began using drugs when she was 17 years old. She continued to struggle
with illicit drug use—methamphetamines, heroin, fentanyl, and others—until her death 14 years
later. In addition, she was unhoused for at least the last 11 years of her life and had trouble
managing her insulin-dependent, type 1 diabetes. Due to the combination of being unhoused,
insulin-dependent, and addicted to recreational drugs, Ms. Peterson found herself delivered to
Mercy San Juan’s emergency department on several occasions in 2021, 2022, and 2023, often
with severe diabetic ketoacidosis. However, she typically left the hospital against medical advice
(“AMA”) once she started feeling better.

On March 30, 2023, bystanders observed Ms. Peterson on the side of the road confused
and with an altered mental status, so they called 911. An ambulance transported Ms. Peterson to
the Mercy San Juan emergency department where she was intubated due to respiratory failure.
She was found to be in diabetic ketoacidosis with elevated blood sugar levels in the 700s with
severe subcutaneous fat wasting in the orbital region and triceps as well as severe muscle wasting
of the calves, thighs, temples, clavicle, and acromion bone region. On March 31, 2023, a case
manager called Ms. Congi on the phone using the same number that was listed as Ms. Peterson’s
emergency contact at the time of her death. Ms. Congi confirmed Ms. Peterson was unhoused,
but she said she did not know much about her daughter because she had not had any contact with
her for a few months. On April 1, 2023, after extubation, Ms. Peterson left the hospital AMA
after telling a physician she felt fine and had her diabetic supplies at home.

On April 6, 2023, bystanders observed Ms. Peterson was minimally responsive and called
911. The ambulance took Ms. Peterson to the Mercy San Juan emergency department with
altered mentation, a blood glucose level of 477, and diffuse muscle wasting. The emergency
department physician placed a central venous catheter for fluids and drug administration. Blood
work revealed metabolic acidosis and severely elevated blood sugar levels consistent with
diabetic ketoacidosis. Ms. Peterson was started on diabetic ketoacidosis protocol, including an
insulin drip, and was started on vancomycin due to wounds on her feet. She was put in soft

restraints to prevent her from pulling on any lines or tubes.
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On April 7, 2023, Ms. Peterson was still very disoriented and could not hold a
conversation. A nurse called Ms. Congi on the phone but there was no answer.

On April 8, 2023, at 1243, Ms. Peterson was alert and oriented when she spoke to a social
worker, reported continuing to be unhoused, and said she had nowhere to go at discharge but was
open to going to a shelter if a bed was available. She confirmed that her mother was her
emergency contact. Later that day, a nurse noted that Ms. Peterson asked for a snack and became
upset when the nurse told her she would have to wait an hour to eat because her blood sugar level
was too high. Ms. Peterson screamed that she was going to leave AMA and said she wanted her
lines out. Ms. Peterson attempted to pull her central venous catheter out and succeeded in
removing about one-fourth of it before the nurse could get to her and safely remove it intact. Ms.
Peterson became obtunded less than five minutes later. The nurse called a code blue and CPR
was initiated, but Ms. Peterson did not survive and was pronounced dead at 1627.

Defendant does not know what caused Ms. Peterson’s death. However, the cause of death
listed on her death certificate is “cardiopulmonary arrest[,]” “metabolic vs toxic

encephalopathy[,]” *“diabetic ketoacidosis[,]” and *“insulin-dependent diabetes[.]” Other
significant conditions contributing to her death that were listed on her death certificate are
“cardiomyopathy with last known ejection fraction of 45 percent likely secondary to
methamphetamine substance abuse, protein calorie malnutrition[.]”

SPECIAL INTERROGATORY NO. 13:

Describe in complete detail the circumstances surrounding the transfer of Jessie Peterson’s
body to an offsite storage facility following her death.
RESPONSE TO SPECIAL INTERROGATORY NO. 13:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

Jessie Peterson passed away on April 8, 2023, at 1627 while a patient at Mercy San Juan
Medical Center. Her body was taken to the hospital morgue at approximately 2000 and stored
there for a day. On April 9, 2023, Mercy San Juan released Ms. Peterson’s body to Sacramento
Mortuary Transport (“SMT?) for storage at SMT’s facility.
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SPECIAL INTERROGATORY NO. 14:

IDENTIFY all offsite storage facilities where YOU stored Jessie Peterson’s body after her
death. (For this interrogatory the term “IDENTIFY” means to state the name, address, and
telephone number of the storage facility.)

RESPONSE TO SPECIAL INTERROGATORY NO. 14:

Sacramento Mortuary Transport.
SPECIAL INTERROGATORY NO. 15:

IDENTIFY all persons employed by or associated with each offsite storage facility
identified in response to Special Interrogatory No. 13 with whom YOU communicated between
April 8, 2023, to present.

(For this and all subsequent interrogatories, the terms “IDENTIFY” and “IDENTITY”
when used in connection with natural persons, means to state the name, address, phone number,
and job title of that person.)

RESPONSE TO SPECIAL INTERROGATORY NO. 15:

After making a reasonable and good faith effort to obtain the requested information,
defendant does not have personal knowledge sufficient to respond.
SPECIAL INTERROGATORY NO. 16:

Describe all COMMUNICATIONS between YOU and each person identified in response

to Special Interrogatory No. 14 related to Jessie Peterson.

(For this and all subsequent interrogatories, the terms “COMMUNICATION,”
“COMMUNICATIONS” and “COMMUNICATED” means any oral, written or electronic
transmission of information, including but not limited to meetings, discussions, conversations,
telephone calls, telegrams, memoranda, letters, telecopies, telexes, conferences, messages, notes,
or seminars.)

RESPONSE TO SPECIAL INTERROGATORY NO. 16:

The only communication defendant had with Sacramento Mortuary Transport was to
contact them (most likely by phone) to let them know that defendant had need of their services

to transport and store a decedent.
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SPECIAL INTERROGATORY NO. 17:

Describe YOUR policies and procedures related to the transfer of dead bodies to offsite
storage facilities in effect between January 1, 2019, to the present.
RESPONSE TO SPECIAL INTERROGATORY NO. 17:

See the policy attached to defendant’s response to plaintiffs’ request for production of
documents, set one, as Exhibit 5, which is titled “Greater Sacramento Division Laboratories
Morge Policy and Procedure.”

SPECIAL INTERROGATORY NO. 18:

Identify the person that reported the death of Jessie Peterson to the Coroner.
RESPONSE TO SPECIAL INTERROGATORY NO. 18:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:
Nurse Nicole McCarver.
SPECIAL INTERROGATORY NO. 19:

Describe in detail all attempts YOU made to contact Jessie Peterson’s next of kin to inform
them of Jessie Peterson’s death on or after April 8, 2023, including the IDENTITY of the person
who attempted the contact, the date of the attempted contact, and the method of the attempted
contact.

RESPONSE TO SPECIAL INTERROGATORY NO. 19:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

On April 8, 2023, a Mercy San Juan Medical Center nurse called a code blue because
Jessie Peterson became obtunded. CPR was initiated, but Ms. Peterson did not survive and was
pronounced dead at 1627. During the code blue at approximately 1545 and 1546, a chaplain
named Perry Mayforth attempted to contact Ms. Peterson’s mother, Ginger Congi, via phone by
calling the phone number listed as Ms. Peterson’s emergency contact and which had been used
successfully to speak with Ms. Congi just eight days earlier. Nurse Brenda Jensen and possibly

other unknown hospital employees attempted to contact Ms. Congi via phone on April 8, 2023,
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at 1726, 1727, 1731, 1740, 2245, and 2246 and on April 9, 2023, at 0026, 0027, 0031, and 0040
by calling the same phone number that was used by Mr. Mayforth.
SPECIAL INTERROGATORY NO. 20:

IDENTIFY the person who was responsible for ensuring that Jessie Peterson’s next of kin
was notified of her death.
RESPONSE TO SPECIAL INTERROGATORY NO. 20:

A Mercy San Juan Medical Center employee—a nurse, a chaplain, or a social worker—
or the attending physician at the time of death or his or her representative.
SPECIAL INTERROGATORY NO. 21:

Describe in detail YOUR policies and procedures as of April 8, 2023, for informing the
next of kin of a patient’s death.
RESPONSE TO SPECIAL INTERROGATORY NO. 21:

See the applicable policies attached to defendant’s response to plaintiffs’ request for
production of documents, set one, as Exhibit 5. The policies are titled “Post-Mortem Care,”
“Greater Sacramento Division Laboratories Morge Policy and Procedure,” “Death
Pronouncement,” and “Morgue Policy and Procedure.” See also “Mercy San Juan Medical
Center Medical Staff Rules and Regulations” at page 14, section VII.D.

SPECIAL INTERROGATORY NO. 22:

IDENTIFY the physician who was responsible for issuing a Certificate of Death for
Jessie Peterson in accordance with Health & Safety Code section 102800.
RESPONSE TO SPECIAL INTERROGATORY NO. 22:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:
The physician attending to Jessie Peterson at the time of her death, which was Dr. Nadeen
Mukhtar. Or, if the attending physician was unable to pronounce Ms. Peterson’s death, the
emergency department physician on shift at the time of Ms. Peterson’s death.
SPECIAL INTERROGATORY NO. 23:

Describe in complete detail YOUR policies and procedures as of April 8, 2023, for issuing
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a Certificate of Death following the death of a patient.
RESPONSE TO SPECIAL INTERROGATORY NO. 23:

See the applicable policies attached to defendant’s response to plaintiffs’ request for
production of documents, set one, as Exhibit 5. The policies are titled “Post-Mortem Care” and
“Greater Sacramento Division Laboratories Morge Policy and Procedure.” See also “Mercy San
Juan Medical Center Medical Staff Rules and Regulations” at page 15, section VII.F.
SPECIAL INTERROGATORY NO. 24:

Describe in complete detail YOUR policies and procedures as of April 8, 2023, for
reporting a patient’s death in an Electronic Death Registration System.
RESPONSE TO SPECIAL INTERROGATORY NO. 24:

See the applicable policy attached to defendant’s response to plaintiffs’ request for
production of documents, set one, as Exhibit 5. The policy is titled “Greater Sacramento Division
Laboratories Morgue Policy and Procedure.”

SPECIAL INTERROGATORY NO. 25:

State whether YOU reported Jessie Peterson’s death in an Electronic Death Registration
System.
RESPONSE TO SPECIAL INTERROGATORY NO. 25:

Yes.
SPECIAL INTERROGATORY NO. 26:

If your response to Special Interrogatory No. 24 is in the affirmative, describe all
circumstances surrounding YOUR report of Jessie Peterson’s death in the Electronic Death
Registration System, including but not limited to the date the report was made and the IDENTITY
of the person who made the report.

RESPONSE TO SPECIAL INTERROGATORY NO. 26:

After making a reasonable and good faith effort to obtain the requested information,
defendant does not have personal knowledge sufficient to respond. However, defendant believes
the report would have been done by Trish Hunt with defendant’s Decedent Affairs or a

Sacramento Mortuary Transport employee.
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SPECIAL INTERROGATORY NO. 27:
IDENTIFY the person that GINGER CONGI spoke to on April 11, 2023, as described in
paragraph 22 of the COMPLAINT.

(For this and all subsequent interrogatories, the term “GINGER CONGI” means plaintiff
Ginger Congi.)
RESPONSE TO SPECIAL INTERROGATORY NO. 27:

After making a reasonable and good faith effort to obtain the requested information,
defendant does not have personal knowledge sufficient to respond.
SPECIAL INTERROGATORY NO. 28:

State YOUR policies and procedures for recording or tracking incoming calls to Mercy
San Juan Medical Center between April 8, 2023, and April 18, 2024.
RESPONSE TO SPECIAL INTERROGATORY NO. 28:

See the applicable policy attached to defendant’s response to plaintiffs’ request for
production of documents, set one, as Exhibit 7. The policy is titled “Record Retention.”
SPECIAL INTERROGATORY NO. 29:

Explain in detail why a Certificate of Death was not issued for Jessie Peterson until
April 4, 2024,
RESPONSE TO SPECIAL INTERROGATORY NO. 29:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

While investigation of this matter by counsel for the defendant is not complete, there are
several reasons why the defendant failed to reach its goal of timely disposition of the remains of
decedent, not the least of which is the fact that it appears at this stage of litigation, prior to the
depositions of decedent's next of kin, that decedent's mother may have intentionally not
responded to 12 calls over the course of two days from the hospital to her phone, which had been
a working number for her as little as 8 days earlier, and that she did this because her relationship
with the decedent had deteriorated to the point that she wanted no involvement with the decedent,

apparently because the decedent had developed a substance abuse problem which made a normal

-13-

DEFENDANT DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER’S
RESPONSES TO PLAINTIFF’S SPECIAL INTERROGATORIES, SET ONE




LA FOLLETTE, JOHNSON, DeHAAS, FESLER & AMES

© 00 ~N o o b~ w NP

T T N N N T N T N T N O e N I T e e e =
©® N o U B~ W N P O © ©® N o o~ W N L O

mother daughter relationship unachievable. If she had answered the phone, there would not have
been the delays that ensued. As described already in response to Special Interrogatory No. 12
and described more fully in response to Special Interrogatory No. 30, decedent’s mother had
picked up the phone several times when called on the same number in the context of treatment
for decedent on January 8, 2021, November 1, 2021, November 20, 2022, January 13, 2023, and
March 31, 2023. Also, per the records, decedent informed a social worker in November 2022
and/or December 2022 that she and her mother were estranged and on March 31, 2023, a case
manager documented that the mother said she did not know much about decedent because they
had not had any contact for a few months. Regardless of whether investigation and discovery in
this matter reveals that decedent's mother did intentionally not answer the many calls made from
the hospital to her phone seeking to notify her of the death of her daughter, it appears that a severe
backlog in processing remains which began with the unprecedented surge in U.S. deaths from
COVID-19, combined with coinciding staffing challenges within the defendant's organization,
constitutes the rest of the explanation for the delay, but as already stated, fact investigation in the
context of this lawsuit is continuing.
SPECIAL INTERROGATORY NO. 30:

Describe all COMMUNICATIONS between YOU and GINGER CONGI.
RESPONSE TO SPECIAL INTERROGATORY NO. 30:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

On January 8, 2021, Nurse Joreen Yabut documented a phone conversation with Ginger
Congi related to consent for surgery on behalf of Jessie Peterson.

On November 1, 2021, Nurse Maricel Sison documented that she had spoken to Ms. Congi
on the phone and Ms. Congi said she would visit Ms. Peterson in the hospital the following day.

On November 20, 2022, a social worker named Leslie Pearson documented a phone
conversation with Ms. Congi wherein Ms. Congi “reported pt has a significant history of
substance abuse. She said she spoke to pt about a week ago as pt told her she needed glasses.

She said she speaks to pt when she is in the hospital. Mother reported that pt has been to treatment
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several times but starts feeling better and uses again. She does not think pt will want to go to
treatment. Mother said they have no control over pt and she is aware that due to pt’s lifestyle
and diabetes she is at risk of dying. She said she is not aware of pt being diagnosed with a mental
health illness, however said she feels she most likely does have a mental health illness. She said
about two years ago pt made a comment that she wanted to run into traffic. She said pt has not
had any suicide attempts and tells her she does not want to die. Mother said pt will most likely
start feeling better and leave AMA.”

On January 13, 2023, Ms. Pearson documented the following with respect to a phone
conversation with Ms. Congi: “SW spoke to pt’s mother who was aware pt was at the hospital.
She said pt is addicted to drugs and she is hopeful pt will get help, but said she is non-compliant.
Mother to come visit pt tomorrow at the hospital.”

On January 14, 2023, Nurse Ron Rodriguez documented that when he discussed the plan
of care and treatment with Ms. Peterson, Ms. Congi was present at the bedside.

On March 31, 2023, a case manager named Donna Cowin documented that she had spoken
to Ms. Congi on the phone and documented the following: “she [Ms. Congi] has not had contact
w/ pt for a few months” and Ms. Congi “states that she does not know much about her daughter
and has not had contact with her for a few months.”

SPECIAL INTERROGATORY NO. 31:

IDENTIFY each person employed by or in any way affiliated with Mercy San Juan
Medical Center with whom GINGER CONGI COMMUNICATED between April 8, 2023, to
present.

RESPONSE TO SPECIAL INTERROGATORY NO. 31:

After making a reasonable and good faith effort to obtain the requested information,
defendant does not have personal knowledge sufficient to respond. Defendant does not have any
documentation of any such communications.

SPECIAL INTERROGATORY NO. 32:

For each person identified in response to Special Interrogatory No. 30, describe in detail
each COMMUNICATION between that person and GINGER CONGI from April 8, 2023, to
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present, including but not limited to the date and substance of each COMMUNICATION.
RESPONSE TO SPECIAL INTERROGATORY NO. 32:

After making a reasonable and good faith effort to obtain the requested information,
defendant does not have personal knowledge sufficient to respond. Defendant does not have any
documentation of any such communications.

SPECIAL INTERROGATORY NO. 33:

Describe the relationship between YOU and East Lawn Mortuary.
RESPONSE TO SPECIAL INTERROGATORY NO. 33:

There is no relationship between defendant and East Lawn Mortuary.
SPECIAL INTERROGATORY NO. 34:
Describe all COMMUNICATIONS between YOU and East Lawn Mortuary related to

Jessie Peterson.
RESPONSE TO SPECIAL INTERROGATORY NO. 34:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:
Jessie Peterson’s family selected East Lawn Mortuary for release of her body. Any
communication between defendant and East Lawn would have been related to the logistics of
releasing decedent to East Lawn.
SPECIAL INTERROGATORY NO. 35:

Describe in detail all complaints received by YOU from January 1, 2019, to the present
related to the failure to timely notify the next of kin of a decedent.
RESPONSE TO SPECIAL INTERROGATORY NO. 35:

Defendant did not find any such complaints in its complaints and grievances log.
SPECIAL INTERROGATORY NO. 36:

IDENTIFY all patients who died at Mercy San Juan Medical Center between
January 1, 2019, to present for whom YOU failed to issue a Certificate of Death within 8 days
following the patient’s death.

111
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RESPONSE TO SPECIAL INTERROGATORY NO. 36:

Objection. This interrogatory seeks information that is protected by HIPAA and f rights
to privacy.
SPECIAL INTERROGATORY NO. 37:

IDENTIFY every person with whom YOU communicated about the INCIDENT.
RESPONSE TO SPECIAL INTERROGATORY NO. 37:

Objection. This interrogatory seeks information that is protected by the attorney-client
privilege, the attorney work product doctrine, and/or the patient safety work product doctrine.
SPECIAL INTERROGATORY NO. 38:

Describe the substance of all COMMUNICATIONS between YOU and each person

identified in response to Special Interrogatory No. 36 related to the INCIDENT.
RESPONSE TO SPECIAL INTERROGATORY NO. 38:

Objection. This interrogatory seeks information that is protected by the attorney-client
privilege, the attorney work product doctrine, and/or the patient safety work product doctrine.
SPECIAL INTERROGATORY NO. 39:

Describe all COMMUNICATIONS between YOU and members of law enforcement

about Jessie Peterson.
RESPONSE TO SPECIAL INTERROGATORY NO. 39:

On April 8, 2023, Nurse Nicole McCarver documented that she sent a message to Dr.
Nadeem Mukhtar at 1736 to inform her that she (Nurse McCarver) had called the Sacramento
County Coroner’s Office and “they stated “this is not a coroners [sic] case’”.

SPECIAL INTERROGATORY NO. 40:

IDENTIFY the social worker identified as “Teresa” in paragraph 12 in the COMPLAINT

who called GINGER CONGI on December 1, 2022.

RESPONSE TO SPECIAL INTERROGATORY NO. 40:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

Teresa Vandenboom.
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SPECIAL INTERROGATORY NO. 41:

IDENTIFY the case manager identified as “Gail” in paragraph 12 of the COMPLAINT
who called GINGER CONGI on December 1, 2022.
RESPONSE TO SPECIAL INTERROGATORY NO. 41:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:
Gail Zanoli.
SPECIAL INTERROGATORY NO. 42:
Describe how it came about in April 2024 that YOU discovered that a Certificate of Death

had not been issued for Jesse Peterson.
RESPONSE TO SPECIAL INTERROGATORY NO. 42:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

While investigation of this matter by counsel for the defendant is not complete, there are
several reasons why the defendant failed to reach its goal of timely disposition of the remains of
decedent, not the least of which is the fact that it appears at this stage of litigation, prior to the
depositions of decedent's next of kin, that decedent's mother may have intentionally not
responded to 12 calls over the course of two days from the hospital to her phone, which had been
a working number for her as little as 8 days earlier, and that she did this because her relationship
with the decedent had deteriorated to the point that she wanted no involvement with the decedent,
apparently because the decedent had developed a substance abuse problem which made a normal
mother daughter relationship unachievable. If she had answered the phone, there would not have
been the delays that ensued. As described already in response to Special Interrogatory No. 12
and described more fully in response to Special Interrogatory No. 30, decedent’s mother had
picked up the phone several times when called on the same number in the context of treatment
for decedent on January 8, 2021, November 1, 2021, November 20, 2022, January 13, 2023, and
March 31, 2023. Also, per the records, decedent informed a social worker in November 2022

and/or December 2022 that she and her mother were estranged and on March 31, 2023, a case
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manager documented that the mother said she did not know much about decedent because they
had not had any contact for a few months. Regardless of whether investigation and discovery in
this matter reveals that decedent's mother did intentionally not answer the many calls made from
the hospital to her phone seeking to notify her of the death of her daughter, it appears that a severe
backlog in processing remains which began with the unprecedented surge in U.S. deaths from
COVID-19, combined with coinciding staffing challenges within the defendant's organization,
constitutes the rest of the explanation for the delay, but as already stated, fact investigation in the
context of this lawsuit is continuing.
SPECIAL INTERROGATORY NO. 43:

IDENTIFY who was the person that discovered in April 2024, that YOU had not issued a

Certificate of Death for Jesse Peterson.
RESPONSE TO SPECIAL INTERROGATORY NO. 43:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. Without waiving these objections, defendant responds as follows:

While investigation of this matter by counsel for the defendant is not complete, there are
several reasons why the defendant failed to reach its goal of timely disposition of the remains of
decedent, not the least of which is the fact that it appears at this stage of litigation, prior to the
depositions of decedent's next of kin, that decedent's mother may have intentionally not
responded to 12 calls over the course of two days from the hospital to her phone, which had been
a working number for her as little as 8 days earlier, and that she did this because her relationship
with the decedent had deteriorated to the point that she wanted no involvement with the decedent,
apparently because the decedent had developed a substance abuse problem which made a normal
mother daughter relationship unachievable. If she had answered the phone, there would not have
been the delays that ensued. As described already in response to Special Interrogatory No. 12
and described more fully in response to Special Interrogatory No. 30, decedent’s mother had
picked up the phone several times when called on the same number in the context of treatment
for decedent on January 8, 2021, November 1, 2021, November 20, 2022, January 13, 2023, and

March 31, 2023. Also, per the records, decedent informed a social worker in November 2022
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and/or December 2022 that she and her mother were estranged and on March 31, 2023, a case
manager documented that the mother said she did not know much about decedent because they
had not had any contact for a few months. Regardless of whether investigation and discovery in
this matter reveals that decedent's mother did intentionally not answer the many calls made from
the hospital to her phone seeking to notify her of the death of her daughter, it appears that a severe
backlog in processing remains which began with the unprecedented surge in U.S. deaths from
COVID-19, combined with coinciding staffing challenges within the defendant's organization,
constitutes the rest of the explanation for the delay, but as already stated, fact investigation in the
context of this lawsuit is continuing.
SPECIAL INTERROGATORY NO. 44

On page 27 of 29 of the attached Medical Records it is stated that that “Chaplaincy”

attempted to call Jessie Peterson’s family, IDENTIFY the person or persons that placed those
phone calls.
RESPONSE TO SPECIAL INTERROGATORY NO. 44:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. In addition, it calls for speculation. Without waiving these
objections, defendant responds as follows:

The medical record was authored by Dr. Haritheertham Nagaraj, and that physician would
be the person to ask this question. However, other medical records indicate that a chaplain named
Perry Mayforth attempted to contact Ms. Peterson’s mother, Ginger Congi, on April 6, 2023, at
1545 and 1546 via phone by calling the phone number listed as Ms. Peterson’s emergency contact
and which had been used successfully to speak with Ms. Congi just eight days earlier.
SPECIAL INTERROGATORY NO. 45:

On page 27 of 29 of the attached Medical Records it is stated that that “other services”
attempted to call Jessie Peterson’s family, IDENTIFY the person or persons that placed those
phone calls.

111
Iy
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RESPONSE TO SPECIAL INTERROGATORY NO. 45:

Objection. This interrogatory seeks information that is protected by HIPAA and Jessie
Peterson’s right to privacy. In addition, it calls for speculation. Without waiving these
objections, defendant responds as follows:

The medical record was authored by Dr. Haritheertham Nagaraj, and that physician would
be the person to ask this question. However, other medical records indicate that a chaplain named
Perry Mayforth attempted to contact Ms. Peterson’s mother, Ginger Congi, on April 6, 2023, at
1545 and 1546 via phone by calling the phone number listed as Ms. Peterson’s emergency contact
and which had been used successfully to speak with Ms. Congi just eight days earlier. Nurse
Brenda Jensen and possibly other unknown hospital employees attempted to contact Ms. Congi
via phone on April 8, 2023, at 1726, 1727, 1731, 1740, 2245, and 2246 and on April 9, 2023, at
0026, 0027, 0031, and 0040 by calling the same phone number that was used by Mr. Mayforth.
SPECIAL INTERROGATORY NO. 46:

Provide the contact information for all of the doctors identified in the attached Medical
Records.
RESPONSE TO SPECIAL INTERROGATORY NO. 46:

That information is equally available to plaintiffs by accessing the California Medical
Board’s website.
SPECIAL INTERROGATORY NO. 47:

Provide the contact information for all of the medical staff identified in the attached
Medical Records, for example, the person identified as the “bedside RN” on page 2 of 29 of the
attached Medical Records.

111
111
111
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RESPONSE TO SPECIAL INTERROGATORY NO. 47:

Objection. This interrogatory is vague as to “medical staff,” overly broad, burdensome,
and harassing. In addition, it calls for speculation. If plaintiffs point out every reference to
“medical staff” in the records attached to their special interrogatories, set one, by page number,
subheading, and quoted material, defendant may be able to identify and provide contact

information for who is being referred to.

Respectfully Submitted,

Dated: March 24, 2025 LA FOLLETTE, JOHNSON,
DeHAAS, FESLER & AMES

/sl Scott Foley

SCOTT FOLEY

Attorneys for Defendants

COMMONSPIRIT HEALTH and DIGNITY HEALTH
dba MERCY SAN JUAN MEDICAL CENTER; A
DIVISION OF COMMON SPIRIT

By:
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Re: Peterson v. Dignity Health, et al.

VERIFICATION

I, the undersigned say:

| have read the foregoing DEFENDANT DIGNITY HEALTH dba MERCY SAN
JUAN MEDICAL CENTER’S RESPONSES TO PLAINTIFF’S SPECIAL
INTERROGATORIES, SET ONE

[ | am a party to this action. The matters stated in it are true to my own knowledge
except as to those matters which are stated on information and belief, and as to those
matters | believe them to be true.

[X] | am the Interim Manager of Patient Safety for Mercy San Juan Medical Center
and an authorized agent of Defendant Dignity Health dba Mercy San Juan Medical
Center in this action and make this verification for that reason. | am informed and
believe and on that ground allege that the matters stated in it are true.

| declare under penalty of perjury that the foregoing is true and correct.

Executed this 24th day of March, 2025, at Sacramento, California.

Co

CHASTITY REUSCHLE
Interim Manager of Patient Safety
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PROOF OF SERVICE - 1013a, 2015.5 C.C.P.
STATE OF CALIFORNIA
COUNTY OF SACRAMENTO

I am employed in the County of Sacramento, State of California. |1 am over the age of 18
and not a party to the within action; my business address is LA FOLLETTE, JOHNSON,
DeHAAS, FESLER & AMES, 655 University Avenue, Suite 119, Sacramento, California 95825-
6746; my business email address is bcrocker@ljdfa.com.

On March 24, 2025, | served the foregoing document described as DEFENDANT
DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER’S RESPONSES TO
PLAINTIFF’S SPECIAL INTERROGATORIES, SET ONE on the interested parties in Re
Peterson, et al. vs. Dignity Health dba Mercy San Juan Medical Center, Court Case No.
24CV015815, by placing a true copy thereof enclosed in a sealed envelope addressed as follows:

SEE ATTACHED MAILING LIST

X___BY ELECTRONIC SERVICE: [Code of Civ. Proc. §1010.6] by electronically mailing
the document(s) listed above to the e-mail address(es) set forth above, or as stated on the attached
service list per agreement in accordance with Code of Civil Procedure Section 1010.6.

BY OVERNIGHT DELIVERY: | deposited such envelope in a facility regularly
maintained by GENERAL LOGISTICS SYSTEMS with delivery fees fully provided for or
delivered the envelope to a courier or driver of GENERAL LOGISTICS SYSTEMS authorized
to receive documents at LA FOLLETTE, JOHNSON, DeHAAS, FESLER & AMES, 655
University Avenue, Suite 119, Sacramento, California 95825-6746.

BY MAIL.: | caused such envelope with postage thereon fully prepaid to be placed in the
United States mail at Sacramento, California. | am “readily familiar” with the firm's practice of
collection and processing correspondence for mailing. Under that practice it would be deposited
with U.S. postal service on that same day with postage thereon fully prepaid at Sacramento,
California, in the ordinary course of business. | am aware that on motion of the party served,
service is presumed invalid if postal cancellation date or postage meter date is more than one day
after date of deposit for mailing in affidavit.

BY FACSIMILE: | sent via facsimile, a copy of said document(s) to the following
addressee(s) at the following facsimile number(s) in accordance with the written confirmation of
counsel in this action.

BY PERSONAL SERVICE: | caused such envelope to be delivered by hand to the
offices of the addressee(s).

_ | declare under penalty of perjury under the laws of the State of California that the above
is true and correct.

Executed on March 24, 2025, at Sacramento, California.

/s/ Bonnie Crocker
BONNIE CROCKER
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Peterson, et al. vs. Dignity Health dba Mercy San Juan Medical Center
Court Case No.: 24CV015815

Marc R. Greenberg

Anna-Sophie Tirre

Tucker Ellis LLP

515 South Flower Street, Forty-Second Floor
Los Angeles, CA 90071

Phone: 213-430-3400

Fax: 213-430-3409

Email: marc.greenbergz(@tuckerelIis.com
anna-sophie.tirre@tuckerellis.com

Attorney for Plaintiffs, Ginger Congi, Angie Rubino, Chandra Peterson-Chastain and Jessie
Peterson via her estate, individually
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2.3.3 Informing Families of a Patient's Death

Topic: Code of Medical Ethics  Policy Subtopic: Opinions on Consent, Communication & Decision Making (2.3 Communication with Patients)

Meeting Type: NA Year Last Modified: 2017
Action: NA Type: Code of Medical Ethics

Council & Committees: NA

B2

Informing a patient’s family that the patient has died is a duty that is fundamental to the patient-physician relationship. When communicating this

event, physicians should give foremost attention to the family’s emotional needs and the integrity of the patient-physician relationship.
The following guidelines apply to communicating news of a patient’s death:

(@) Any physician informing a patient’s family about the patient’s death has a responsibility to:

(i) communicate this information compassionately;

(ii) disclose the death in a timely manner.

(b) Ordinarily, the treating physician should take responsibility for informing the family. However, it may be appropriate to delegate the task of
informing the family to another physician if the other physician has a previous close personal relationship with the patient or family and the
appropriate skill.

(c) Medical students should not be asked to inform family members of a patient’s death. Medical students should be trained in communication skills
relating to death and dying, and should be encouraged to accompany attending physicians when news of a patient’s death is conveyed to family

members.

AMA Principles of Medical Ethics: |1V

The Opinions in this chapter are offered as ethics guidance for physicians and are not intended to establish standards of clinical practice or rules of law.

Policy Timeline

Issued: 2016

Copyright 1995 - 2025 American Medical Association. All rights reserved.

Contact HOD Affairs _(/policyfinder/contact) TermsofUse (https://www.ama-assn.org/terms-use)
Privacy Policy _(https://www.ama-assn.org/privacy-policy) Code of Conduct (https://www.ama-assn.org/code-conduct)

Website Accessibility _(https://www.ama-assn.org/accessibility-statement) Cookie Settings

https://policysearch.ama-assn.org/policyfinder/detail/Informed?uri=%2FAMADoc%2FEthics.xml-E-2.3.3.xml
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BARRY VOGEL, STATE BAR NO. 108640
Bvogel@ljdfa.com

SCOTT W. FOLEY, STATE BAR NO. 278357
SFoley@Iljdfa.com

LA FOLLETTE, JOHNSON,

DeHAAS, FESLER & AMES

655 University Avenue, Suite 119

Sacramento, California 95825-6746

Telephone (916) 563-3100 « Facsimile (916) 565-3704

Attorneys for Defendants

COMMONSPIRIT HEALTH and DIGNITY HEALTH dba
MERCY SAN JUAN MEDICAL CENTER; A DIVISION OF
COMMON SPIRIT

SUPERIOR COURT OF THE STATE OF CALIFORNIA
COUNTY OF SACRAMENTO

GINGER CONGI, ANGIE RUBINO, CASE NO.: 24CV015815
CHANDRA PETERSON-CHASTAIN
AND JESSIE PETERSON, via her estate,
individually, DEFENDANT DIGNITY HEALTH dba
MERCY SAN JUAN MEDICAL CENTER’S
Plaintiffs, RESPONSES TO PLAINTIFF’S REQUEST
FOR ADMISSIONS, SET ONE

VS.

DIGNITY HEALTH, d/b/a MERCY SAN
JUAN MEDICAL CENTER; a division of
COMMON SPIRIT and DOES 1-50,

inclusive,
Defendants. TRIAL DATE: None Set
ACTION FILED: 08/07/2024
PROPOUNDING PARTY: Plaintiff, GINGER CONGI
RESPONDING PARTY: Defendant, DIGNITY HEALTH dba MERCY SAN JUAN
MEDICAL CENTER
SET NUMBER: ONE

Defendant, DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER
(hereinafter, “Defendant”), hereby answers, objects, or otherwise responds to Plaintiff,
GINGER CONGI’S (hereinafter, “Plaintiff”) Request for Admissions, Set One, served on
November 18, 2024, pursuant to Code of Civil Procedure section 2033, as follows:

111
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DEFINITIONS

As used herein, the word "DOCUMENT" shall mean originals and all copies, unless
identical, regardless of origin or location, or written, recorded and graphic matter, however
produced or reproduced, formal or informal, whether for internal or external use, including, but
not limited to: correspondence, letters, memoranda, notes, reports, contracts, agreements,
directives, instructions, court papers, lists of persons or things, blueprints, sketches, graphic
representations, maps, books, pamphlets, canceled checks, mechanical and electrical sound
recordings, charts, catalogs, tapes, indices, data sheets, statistical tables and diagrams,
memoranda or records of telephone or personal conversations or conferences, inter-office
communications, electronic data processing inputs and memories of all kinds, including tapes
and discs, computer reports and printouts and electronic mail messages.

The words "YOU" and "YOUR" means and refers to Defendant, DIGNITY HEALTH dba
MERCY SAN JUAN MEDICAL CENTER.

"INSPECTION PROCEDURES" means any method of visual inspection for the purposes
of observing the condition, defects and/or foreign objects presenting hazards to users.

"IDENTIFY" means and includes the name, business and residence address, and telephone
number of each person, if requested; as to a writing, the term "IDENTIFY" means and includes
the name and address of the present custodian, the date prepared, and the title and author of each
writing.

The term, “PLAINTIFF” refers to GINGER CONGI.

The term, “DEFENDANT” refers to DIGNITY HEALTH dba MERCY SAN JUAN
MEDIAL CENTER and its agents, employees, servants, attorneys, representatives and anyone
else acting on its behalf or at its request.

The terms, “PERTAINING TO,” “PERTAIN(S) TO,” “RELATING TO,” “RELATE(S)
TO,” “REFERRING TO,” or “REFER TO” as used in this document include, without limitation,
relating to, mentioning, referring to, describing, summarizing, evidencing, constituting,
demonstrating or explaining.

111
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The term “SUBJECT INCIDENT” refers to the incident that occurred on ,
which is the subject of this litigation.

As used herein, the singular shall include the plural, as may be appropriate, the conjunctive
includes the disjunctive and the disjunctive includes the conjunctive, and all includes each and
every.

RESPONSES TO REQUEST FOR ADMISSIONS
REQUEST FOR ADMISSION NO. 1:
Admit that YOU called GINGER CONGI on December 1, 2022.

(For this and all subsequent requests, the terms “YOU” and “YOUR” refer to defendant
Dignity Health; the term “GINGER CONGI” means plaintiff Ginger Congi.)
RESPONSE TO REQUEST FOR ADMISSION NO. 1:

Admit.
REQUEST FOR ADMISSION NO. 2:

Admit that YOU were in possession of GINGER CONGI’s telephone number prior to
April 8, 2023.
RESPONSE TO REQUEST FOR ADMISSION NO. 2:

Admit.
REQUEST FOR ADMISSION NO. 3:

Admit that YOU had a duty to notify Jessie Peterson’s next of kin of her death.
RESPONSE TO REQUEST FOR ADMISSION NO. 3:

Admit.
REQUEST FOR ADMISSION NO. 4:

Admit that YOU did not inform Jessie Peterson’ next of kin of her death.
RESPONSE TO REQUEST FOR ADMISSION NO. 4:

Defendant admits that it attempted to notify Jessie Peterson’s next of kin—Ginger
Congi—of Jessie Peterson’s death via multiple telephone calls both on the day of her death and
the following day, but Ms. Congi did not answer the phone. Defendant did not leave a voicemail

message for Ms. Congi due to HIPAA concerns and due to concerns about the appropriateness

-3-
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generally of relaying such information via voicemail.

REQUEST FOR ADMISSION NO. 5:

Admit that YOU had a duty to report Jessie Peterson’s death in an Electronic Death
Registration System.
RESPONSE TO REQUEST FOR ADMISSION NO. 5:

Admit.
REQUEST FOR ADMISSION NO. 6:

Admit that YOU did not report Jessie Peterson’s death in an Electronic Death Registration
System.
RESPONSE TO REQUEST FOR ADMISSION NO. 6:

Admit.
REQUEST FOR ADMISSION NO. 7:

Admit that the attending physician did not complete Jessie Peterson’s Certificate of Death
within 15 hours after her death as required by Health & Safety Code section 102800.
RESPONSE TO REQUEST FOR ADMISSION NO. 7:

Admit.

REQUEST FOR ADMISSION NO. 8:

Admit that YOU transferred Jessie Peterson’s body to an offsite storage facility on
April 9, 2023.
RESPONSE TO REQUEST FOR ADMISSION NO. 8:

Admit.
REQUEST FOR ADMISSION NO. 9:

Admit that YOU told GINGER CONGI on April 11, 2023, that Jessie Peterson had been

discharged from Mercy San Juan Medical Center.
RESPONSE TO REQUEST FOR ADMISSION NO. 9:

After making a reasonable inquiry concerning the matter, the information known or
readily obtainable is insufficient to enable defendant to admit the matter.
/11
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REQUEST FOR ADMISSION NO. 10:
Admit that by prior to April 2023, YOU knew that Mercy San Juan Medical Center had a

problem with timing filing Certificates of Death, based on the lawsuit brought by Valarie Gray,
Case No. 34-2022-00315771.
RESPONSE TO REQUEST FOR ADMISSION NO. 10:

Defendant admits that prior to April 2023, it was aware that there were decedent bodies
for which certificates of death had not been completed and was working toward getting those
certificates completed and filed.

REQUEST FOR ADMISSION NO. 11:

Admit that Dignity Health’s Mercy General Hospital didn’t prepare a Certificate of Death
for Tonya Walker, until April 15, 2024, after her death on or about November 2, 2023.
RESPONSE TO REQUEST FOR ADMISSION NO. 11:

Objection. This request seeks information that is protected by HIPAA and Tonya
Walker’s right to privacy.
REQUEST FOR ADMISSION NO. 12:

Admit that Dignity Health’s Mercy Hospital of Folsom didn’t prepare a Certificate of
Death for Phillip Coss, until December 29, 2023, after her death on or about May 27, 2023.
RESPONSE TO REQUEST FOR ADMISSION NO. 12:

Objection. This request seeks information that is protected by HIPAA and Phillip Coss’
right to privacy.
REQUEST FOR ADMISSION NO. 13:

Admit that by prior to April 2023, YOU knew that Mercy San Juan Medical Center was

not filing timely Certificates of Death, based on the lawsuit brought by Valarie Gray,
Case No. 34-2022-00315771.
RESPONSE TO REQUEST FOR ADMISSION NO. 13:

Defendant admits that prior to April 2023, it was aware that there were decedent bodies
for which certificates of death had not been completed and was working toward getting those

certificates completed and filed.
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REQUEST FOR ADMISSION NO. 14:

Admit that by prior to April 2023, YOU knew that various Dignity Health facilities were
not filing timely Certificates of Death.
RESPONSE TO REQUEST FOR ADMISSION NO. 14:

Defendant admits that prior to April 2023, it was aware that there were decedent bodies
for which certificates of death within the Dignity Health system had not been completed and was
working toward getting those certificates completed and filed.

REQUEST FOR ADMISSION NO. 15:
Admit that by prior to April 2023, YOU knew that Mercy San Juan Medical Center was

not filing timely Certificates of Death, based on the lawsuit brought by Valarie Gray,
Case No. 34-2022-00315771.
RESPONSE TO REQUEST FOR ADMISSION NO. 15:

Defendant admits that prior to April 2023, it was aware that there were decedent bodies
for which certificates of death had not been completed and was working toward getting those
certificates completed and filed.

REQUEST FOR ADMISSION NO. 16:
Admit that by prior to April 2023, YOU did nothing to correct Dignity Health’s issues

with respect to timely filing Certificates of Death.
RESPONSE TO REQUEST FOR ADMISSION NO. 16:

Deny.

Respectfully Submitted,

Dated: February 13, 2025 LA FOLLETTE, JOHNSON,
DeHAAS, FESLER & AMES

/sl Scott Foley

SCOTT FOLEY

Attorneys for Defendants

COMMONSPIRIT HEALTH and DIGNITY HEALTH
dba MERCY SAN JUAN MEDICAL CENTER; A
DIVISION OF COMMON SPIRIT

By:
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Re: Peterson v. Dignity Health, et al.

VERIFICATION

I, the undersigned say:

| have read the foregoing DEFENDANT DIGNITY HEALTH dba MERCY SAN
JUAN MEDICAL CENTER’S RESPONSES TO PLAINTIFF’S REQUEST
FOR ADMISSIONS, SET ONE

[ | am a party to this action. The matters stated in it are true to my own knowledge
except as to those matters which are stated on information and belief, and as to those
matters | believe them to be true.

[X] I am the Interim Manager of Patient Safety for Mercy San Juan Medical Center
and an authorized agent of Defendant Dignity Health dba Mercy San Juan Medical
Center in this action and make this verification for that reason. | am informed and
believe and on that ground allege that the matters stated in it are true.

| declare under penalty of perjury that the foregoing is true and correct.

Executed this _11th day of February, 2025, at Sacramento, California.

o

CHASTITY REUSCHLE
Interim Manager of Patient Safety
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PROOF OF SERVICE - 1013a, 2015.5 C.C.P.
STATE OF CALIFORNIA
COUNTY OF SACRAMENTO

I am employed in the County of Sacramento, State of California. |1 am over the age of 18
and not a party to the within action; my business address is LA FOLLETTE, JOHNSON,
DeHAAS, FESLER & AMES, 655 University Avenue, Suite 119, Sacramento, California 95825-
6746; my business email address is bcrocker@ljdfa.com.

On February 13, 2025, | served the foregoing document described as DEFENDANT
DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER’S RESPONSES TO
PLAINTIFF’S REQUEST FOR ADMISSIONS, SET ONE on the interested parties in Re
Peterson, et al. vs. Dignity Health dba Mercy San Juan Medical Center, Court Case No.
24CV015815, by placing a true copy thereof enclosed in a sealed envelope addressed as follows:

SEE ATTACHED MAILING LIST

X___BY ELECTRONIC SERVICE: [Code of Civ. Proc. §1010.6] by electronically mailing
the document(s) listed above to the e-mail address(es) set forth above, or as stated on the attached
service list per agreement in accordance with Code of Civil Procedure Section 1010.6.

BY OVERNIGHT DELIVERY: | deposited such envelope in a facility regularly
maintained by GENERAL LOGISTICS SYSTEMS with delivery fees fully provided for or
delivered the envelope to a courier or driver of GENERAL LOGISTICS SYSTEMS authorized
to receive documents at LA FOLLETTE, JOHNSON, DeHAAS, FESLER & AMES, 655
University Avenue, Suite 119, Sacramento, California 95825-6746.

BY MAIL.: | caused such envelope with postage thereon fully prepaid to be placed in the
United States mail at Sacramento, California. 1 am “readigl familiar” with the firm's practice of
collection and processing correspondence for mailing. Under that practice it would be deposited
with U.S. postal service on that same day with postage thereon fully prepaid at Sacramento,
California, in the ordinary course of business. | am aware that on motion of the party served,
service is presumed invalid if postal cancellation date or postage meter date is more than one day
after date of deposit for mailing in affidavit.

BY FACSIMILE: 1 sent via facsimile, a copy of said document(s) to the following
addressee(s) at the following facsimile number(s) in accordance with the written confirmation of
counsel in this action.

BY PERSONAL SERVICE: | caused such envelope to be delivered by hand to the
offices of the addressee(s).

_ | declare under penalty of perjury under the laws of the State of California that the above
is true and correct.

Executed on February 13, 2025, at Sacramento, California.

/s/ Bonnie Crocker
BONNIE CROCKER
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Peterson, et al. vs. Dignity Health dba Mercy San Juan Medical Center
Court Case No.: 24CV015815

Marc R. Greenberg

Anna-Sophie Tirre

Tucker Ellis LLP

515 South Flower Street, Forty-Second Floor
Los Angeles, CA 90071

Phone: 213-430-3400

Fax: 213-430-3409

Email: marc.greenbergz(@tuckerelIis.com
anna-sophie.tirre@tuckerellis.com

Attorney for Plaintiffs, Ginger Congi, Angie Rubino, Chandra Peterson-Chastain and Jessie
Peterson via her estate, individually
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MISSING PERSON

Jessie Marie Peterson

MISSING SIMNCE: 040772023 SEX: Famazls
DOB: 0B/M5/1991 RACE: White

HEIGHT: G EYES: Hazel

WEIGHT: 100 lbs. HAIR: Brown
DENTAL X-RAYS AVAILABLE: Mo

-

Jessie Marie Peterson's date of last contact was on April 7, 2023,

Contact

AGENCY: Sacramento County Sheriff's Office
PHONE NUMBER: (916) 874-5467
CASE NUMBER: 23-234755
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Legal Services.

Where Knowledge and Service Matter

CLIENT: Tucker Ellis LLP
515 S. Flower Street, 42nd Floor
Los Angeles, CA 90071
ATTENTION: Sofia Escalante

FILE NUMBER: 019848-000001

CASE NAME: Ginger Congi, et al.
VS
Dignity Health, d/b/a Mercy San Juan Medical

Center, et al.
PRODUCTION DATE: January 15, 2025

RECORDS SUBJECT NAME: Jesse Peterson (See Attachment 3)

FACILITY NAME: Cremations Only
35 Quinta Court, Suite C
Sacramento, CA 95823

THE ENCLOSED RECORDS COMPLETE YOUR REQUEST FROM THIS CUSTODIAN
0 THIS REQUEST IS INCOMPLETE FOR THE FOLLOWING REASON:

O Billing records were not available at the time of copying and will be
fowarded to your office when they become available.

O X-Rays were not available at the time of copying and will be forwarded
when available.

0 THERE ARE NO RECORDS AT THE ABOVE LOCATION

0 OTHER:

Titan Legal Reference No.: SU419551-03

2050 W 190th Street, Suite 200
Torrance, CA 90504

IVERIETAMIEAMIMIR

Order: SU419551-03/CPROOF21



. SUBP-010

ATTORNEY OR PARTY WITHOUT ATTORNEY (Name, State Bar number, and address): FOR COURT USE ONLY

1_ Marc R. Greenberg SBN 123115 Anna-Sophie Tirre SBN 336835
Tucker Ellis LLP
515 South Flower Street, Forty-Second Floor
Los Angeles, CA 90071
TELEPHONE No: 213.430.3400 Faxno.: 213.430.3409
E-MAILADDRESS: marc.greenberg@tuckerellis.com; anna-sophie.tire@tuckerellis.com
ATTORNEY FOR (Name): Plaintiffs
SUPERIOR COURT OF CALIFORNIA, COUNTY OF SACRAMENTO

STREET ADDRESS: 720 9th Street
MAILING ADDRESS:

ciry aND ziP cobe: Sacramento 95814
BRaNcH NAME: Gordon D. Schaber Sacramento County Courthouse

PLAINTIFF/PETITIONER: Ginger Congi, et al.

DEFENDANT/RESPONDENT; Dignity Health, d/b/a Mercy San Juan Medical Center, et al.

CASE NUMBER:

DEPOSITION SUBPOENA
FOR PRODUCTION OF BUSINESS RECORDS 24CV015815

THE PEOPLE OF THE STATE OF CALIFORNIA, TO (name, address, and telephone number of deponent, if known):
.Cremations Only, 35 Quinta Ct., Sacramento, CA 95823

1. YOU ARE ORDERED TO PRODUCE THE BUSINESS RECORDS described in item 3, as follows:
To (name of deposition officer): Titan Legal Service
On (date): January 15, 2025 At (time): 10:00 a.m.

Location (address): 2050 W. 190t Street, Suite 200, Torrance, CA 90504
Do not release the requested records to the deposition officer prior to the date and time stated above.

a. Xl by delivering a true, legible, and durable copy of the business records described in item 3, enclosed in a sealed inner
wrapper with the title and number of the action, name of witness, and date of subpoena clearly written on it. The inner
wrapper shall then be enclosed in an outer envelope or wrapper, sealed, and mailed to the deposition officer at the
address in item 1.

b. [] by delivering a true, legible, and durable copy of the business records described in item 3 to the deposition officer at the
witness's address, on receipt of payment in cash or by check of the reasonable costs of preparing the copy, as determined
under Evidence Code section 1563(b).

¢. [1 by making the original business records described in item 3 available for inspection at your business address by the
aftorney's representative and permitting copying at your business address under reasonable conditions during normal
business hours.

2. The records are to be produced by the date and time shown in item 1 (but not sooner than 20 days after the issuance of the
deposition subpoena, or 15 days after service, whichever date is later). Reasonable costs of locating records, making them

available or copying them, and postage, if any, are recoverable as set forth in Evidence Code section 1563(h). The records shall be
accompanied by an affidavit of the custodian or other qualified witness pursuant to Evidence Code section 1561.

3. The records to be produced are described as follows (if electronically stored information is demanded, the form or
forms in which each type of information is to be produced may be specified):

X Continued on Attachment 3.

4.1F YOU HAVE BEEN SERVED WITH THIS SUBPOENA AS A CUSTODIAN OF CONSUMER OR EMPLOYEE RECORDS UNDER
CODE OF CIVIL PROCEDURE SECTION 1985.3 OR 1985.6 AND A MOTION TO QUASH OR AN OBJECTION HAS BEEN
SERVED ON YOU, A COURT ORDER OR AGREEMENT OF THE PARTIES, WITNESSES, AND CONSUMER OR EMPLOYEE
AFFECTED MUST BE OBTAINED BEFORE YOU ARE REQUIRED TO PRODUCE CONSUMER OR EMPLOYEE RECORDS.
DISOBEDIENCE OF THIS SUBPOENA MAY BE PUNISHED AS CONTEMPT BY THIS COURT. YOU WILL ALSO BE LIABLE
FOR THE SUM OF FIVE HUNDRED DOLLARS AND ALL DAMAGES RESULTING FROM YOUR FAILURE TO OBEY.

Date issued: December 20, 2024 o o :
ﬁ ; 3 T

NATURE OF PERSON |

Marc R. Greenberg }

(TYPE OR PRINT NAME) L *(SIG

SSUING SUBPO

Attorney for Plaintiffs
(TITLE)
(Proof of service on reverse) Page 10f 2
F°'J"; Qggf‘gg:g;l’“;"g;‘;gnfe DEPOSITION SUBPOENA FOR PRODUCTION Code of Givil Pmce;‘;"‘;‘éifn i:f‘(’;;gé":;o‘;‘;i
SUBP-010 [Rev. January 1, 2012] OF BUSIN ESS RECORDS www.co’uns.ca‘gc-)v




SUBP-010

¥

PLAINTIFF/PETITIONER: Ginger Congi, et al. CASE NUMBER:

’ 24CV015815
DEFENDANT/RESPONDENT: Dignity Health, d/b/a Mercy San Juan Medical Center, et al.

PROOF OF SERVICE OF DEPOSITION SUBPOENA FOR
PRODUCTION OF BUSINESS RECORDS

1. | served this Deposition Subpoena for Production of Business Records by personally delivering a copy to the person served as |
follows:
« A

a. Person served (name): (s, e”e H
b. Address where served: 3 &~ @w}nf—a COM’I' _57[6 C Sa \'%/#0/ 6/4 ?5?2
. Date of delivery: /2/2 ?/2024 3

d. Time of delivery: [2 120

(9]

o

N @ Witness fees were paid. |

Amount: . .......... $ / 5. ol

Amount: ........... $

2. | received this subpoena fo‘r service on (date): 12/2 6/2024
3. Personserving: A J; ///a,”,, ,6055
. Not a registered California process server.
California sheriff or marshall.
Registered California process server.
Employee or independent contractor of a registered California process server.
Exempt from registration under Bus. & Prof. Code section 22350(b).
Registered professional photocopier.
. Exempt from registration under Bus. & Prof. Code section 22451.
. Name, address, and telephone number and, if applicable, county of registration and number:

T@ ™o ap oo
CQOo00o0o

Titan Legal Services, Inc.

2050 W. 190th Street, Suite 200
Torrance, CA 90504

(310) 464-8655

Los Angeles Co. Reg No.: 2014051805
Expiration Date: April 10, 2025 |

I declare under penalty of perjury under the laws of the (For California sheriff or marshall use only)
State of California that the foregoing is true and correct. 1 certify that the foregoing is true and correct.

Date: /Z/Z?/Zﬁzy Date:

7%, > |

" (SIGNATURE) (SIGNATURE)

SUBP-010 [Rev. January 1, 2012] PROOF OF SERVICE Page 2 of 2
DEPOSITION SUBPOENA FOR PRODUCTION
OF BUSINESS RECORDS Order#: SU419551-03/CPROOF106B



MC-025

SHORT TITLE: CASE NUMBER:
;_Ginger Congi, et al. v. Dignity Health, d/b/a Mercy San Juan Medical Center, 24CV015815
et al.

ATTACHMENT (Number): 3

(This Attachment may be used with any Judicial Council form.)

All documents relating to the storage of Jesse Peterson from approximately April 2023 to April 2024.
All documents relating to the storage of Tonya Walker from approximately November 2023 to April 2024.
All documents relating to invoices to Mercy San Juan for the storage of Jesse Peterson.
All documents related to efforts by Cremations Only to contact the family of Jesse Peterson.
All invoices issued to Mercy San Juan Hospital / Dignity Health for storage of human remains from January 2022
present.
All records showing the number of bodies currently held in storage at Cremations Only that lack a Certificate of
eath.
All communications with Mercy San Juan Hospital regarding Jesse Peterson or this lawsuit.
All communications with Mercy San Juan Hospital that discuss storage of human remains past 30 days.
All contracts between Cremations Only and Mercy San Juan Hospital/Dignity Health from January 2022 to
present.
.- All documents related to the State of California Cemetery And Funeral Bureau investigation and citation, citation
number IC 2019 419, relating to Cremations Only.

goeooow

—Sagm

(If the item that this Attachment concerns is made under penaity of perjury, all statements in this Page of
Attachment are made under penalty of perjury.) (Add pages as required)
Form Approved for Optional Use ATTACHMENT www.courtinfo.ca.gov

Judicial Council of California

MC-025 [Rev. July 1, 2009] to Judicial Council Form




Proof of Service

I, Trixie Estanislao, and any employee retained by Titan Legal Services, Inc., am employed in the
County of Los Angeles, State of California. | am over the age of 18 and not a party to the within
action, my business address is 2050 W. 190th Street, Suite 200, Torrance, CA 90504.

On December 20, 2024 | served the foregoing documents described as:

DEPOSITION SUBPOENA FOR THE PRODUCTION OF BUSINESS RECORDS (with
Attachment 3);

[XX]

[XX]

[XX]

to interested parties on this action by sending the true copies thereof
addressed as follows:

La Follette, Johnson, De Haas, Fesler & Ames
Barry Vogel / Scott W. Foley

655 University Avenue, Suite 119
Sacramento, CA 95825

VIA U.S. MAIL

As follows: | am "readily familiar" with the firm's practice of collection and processing
correspondence for mailing. Under that practice it would be deposited with the U.S.
Postal Service on the same day with postage thereon fully paid at Torrance, California,
in the ordinary course of business.

Executed on December 20, 2024, at Torrance, CA.

(State) | declare under penalty of perjury under the laws of the State of California that
the above is true and correct.

Ff—

Trixie Estanislao

Signed:

Order#: SU419551-03/Cproof23




Page: 06 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton

DECLARATION OF CUSTODIAN OF RECORDS

Records pertain to: Jesse Peterson (See Attachment 3)

Description of Records: See Attachment 3

I, the undersigned, am duly autharized custodian of records for Gremations Only, whose business address is 35 Quinta Court,
Suite G, Sacramento, CA, 95823, and have authority to certify records. | am quallfled to testify as to the preparation and
maintenance of the records sought by the subpoena or authorlzation attached hersto and, if called as a witness, could testify
campetently thereto. Further, | hereby certify to the following (check appropriate boxes):

CERTtFICATlON OF RECORDS COPIED

1. The accompanying copies are true copies of all records in my custody or control described in the subpoena
or authorization,

i 11f applicable, When Only Partial Records are Produced The following records described in the
subpoena or authorization are not in my custady for the following reasons.

2. {a) the record was made at or near the time by or from information transmitted by someone with knowledge;
(b} the record was Kept in the course of a regularly conducted activity of a business, organization,
occupation, or calling, whether or not for profit; (¢} making the record was a regular practice of that aclivity;

3. The accompanying racords wate prepared in the following manrer. (check all appiicable boxes)
] from mlcroﬁlm/microﬁche; rom computer stored data; ‘ ] by photocopying the original paper record,
] by efectronic duplication process; [ ] by photagraphic duplication process; [ ] other (describe):

[ ] CERTIFICATION OF NO RECORDS
[ ] CERTIFICATION OF NG XRAYS/MRI'S/ RADIOLOGICAL FILMS [ ] CERTIFICATION OF NO BILLING RECORDS
{1

CERTIFICATION OF NO COLORED PHOTOS

1. A thorough search has been made for the documents, records and things called for in the subpoena or
authorization and, based upon the information provided, no such items were found.

2. Mo copies of records are transmitted because we do not have said records,

3. If ltems 1. and 2. above do not apply please Explain the reason why you have NO RECORDS:

| DECLARE under penalty of perjury under the laws of California that the foregoing is true and correct,
January 30, 2025 at Sacramienio , California

Jennifer Richards Signed (\M“—"’

i)

Executed on

Print Name

916-564-0400
Phone

v O NOT WRITE BELOW THIS LINE, FOR TITAN USE ONLY "2*
DECLARATION OF PROFESSIONAL PHOTOCOPIER

{California Evidence Codes 1400, 1560; Gode of Civil Procedure 1985.3, 2020(e} and Business and Professions Code 22482)

As 4 rapresentative of “Titan Legal Services, inc.", | hereby declare thal the attached are frue and compete copies of all records which were
provided lo me an this date.

Said records will be dell\7ed 7/ to the party or entity issuing this request/
Executed on Z ‘7

ol
2025 at
/ / ]
Print Name r@g‘{.@mm,m Signed

) ., California

Tian ref#: SU419551-03/Cproof?
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Page: 07 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton

On 30 May 2024, we received a phone call from Mercy General saying a
family was told by a deputy that they needed to identify a loved one that passed
away and the loved one was at our location for a hospital hold. I informed her
that they would need to coordinate that with the deputy because that is their
jurisdiction since SMT is just the holding facility for the hospital. About 30
minutes later I got a call from a lady named Dalee saying she had a missing
persons report filed for her sister and the deputy called them saying they located
her at Mercy General but she was at SMT for a hospital hold. Dalee asked if she
could see her sister, I told her I would take a look at her condition and call back.
I viewed Ms. Walker then informed Dalee that it was my personal and
professional opinion that they remember her the way she was and not view her.

31 May 2024, Tiffy sent a message in slack that Judy called about a
viewing, I called her back and spoke with Dalee. They expressed how Judy was
in the middle of chemotherapy yesterday when she was informed that Ms. Walker
had been found and she really needed to see her. Dalee explained that they really
needed to see her for closure. I told her I would talk with my supervisor and call
her back, 5 minutes later they showed up to the office. I met with the mother
Judy Ortiz, her sister from the moms side Dalee Marez and a sister from the
dads side Kalia Zachary. I explained to the three of them that she was
unidentifiable, I expressed how they should remember her as is and I completely
do not think they should see their loved one in that condition. Dalee mentioned
how people told them she was beaten to death and left in a ditch so they
searched in ditches, they found her personal belongings in different areas, her
car abandoned somewhere else, one person told them she was dismembered and
never to be found so no matter what they have to see her and make sure it is
really her. Especially since they already thought the worst could have happened
and it could not be any worse than they already thought, visualized and

Cremations Only FD-2208
35 Quinta Court, Ste C
Sacramento, CA 95823

916-564-0400

CRE000002




Page: 08 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton

g FD-2208

| Cremations (Vndy
imagined. I told them I personally viewed Ms. Tonya and she is not able to be
recognized and I really think it is not a good idea to see her that way. Judy said
she was not leaving our facility without seeing that it was really her baby and
getting closure. We agreed that is was completed against our personal and
professional opinions, thoughts and feelings and they would sign a hold
harmless agreement and pay the private ID viewing fee, Dalee said she could
tell by the look in my eyes and on my face that I truly did not want them to see
Ms. Tonya in that condition. I asked her if there was anything I could say to get
her to not want to see her and she said no matter what I said, they needed
closure and had to see her.

Ms. Tonya Walker was placed on the prep table, I removed some of the
plastic from around hex, placed a sheet over her and angled her so the pulled
blood and fluids would drain out. I left her arm band accessible so they could
see the hospital identification tag if necessary. I had the three of them sign the
form, gave them a copy and told them one last lime please reconsider not
viewing her in that condition but they said no lets proceed. I took Judy, Dalee
and Kalia into the prep room and closed the door for privacy. As Judy was being
held up by Dalee and Kalia all on the vight side and I on the left, Judy asked if
there was a tattoo on her left arm, I said “it looks like writing but I cannot make
out details” Dalee came on the left side and said “it is her mom I recognize this
side of her face structure and that is the DJ tattoo from when she was in her
teens.” They said thank you, we all left the prep room and went into the
arrangement room, Kalia stepped outside for fresh air and I gave Judy and
Dalee the next steps on the waiver of rights, death certificate and cremation.
Kalia came back in and asked about her smell, I apologized and said
unfortunately that was another reason I did not want them seeing her and
experiencing that. I kept saying "I am so sorry” and they would reply “it is

Cremations Only FD-2208
35 Quinta Court, Ste C
Sacramento, CA 95823

916-564-0400

CRE000003
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Page: 09 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton

FD-2208

okay” or “no thank you for that” or just being very appreciative, I escorted
them out and said again I am so deeply sorry and my condolences.

3 June 2024 Kalia called to ask if there was a way she could see her sister
again so she could take photos of her.. They said they want o take the picture
because they feel like the hospital is responsible for her death. Since she's been
sitting here for 6 months they will be contacting a lawyer. Nyjaih told them we
would call Kalia back 916-868-1099. I spoke with Kalia about a second viewing
and I reminded her that the first viewing was not recommended let alone a
second one, I explained that due to the condition of Ms. Tonya Walker, that we
would have to go through the steps to prepare her a second time and there is an
additional cost for viewings. Kalia said the cast did not matter; she was
adamant on wanting to see her again and obtain a photo of her tattoo. Kalia
came in for a second viewing and we discussed not seeing her at all, she
mentioned the other sister was more emotionally scared and she was the
strongest one to see her. I explained to her that seeing Ms. Tonya Walker was not
a good idea and she said it was a must to view her. Kalia asked about taking
photos; 1 told her it was not recommended, she said she understands but she is
still going to take one. Kalia placed a face mask on for the smell and she and 1
went into the prep room for a second time, I again removed the sheet and plastic
for Kalia to view her sister. She spent less than 3 minutes in the prep room, said
thank you and left. I apologized again and offered my condolences, she
accepted, said thank you again and lefi.

Respectfully,

/Kﬂ’*‘ (t
(\—'m -\»:: i %E"{‘&\wﬁﬁ o

S SR, o
e

Chelle Haney{;

Cremations Only FI-2208
35 Quinta Court, Ste C
Sacramento, CA 95823

916-564-0400
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To: | e Page: 10 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael! Lofton
1/22/25, 517 PM Mortuary Support Mail - One Year Since DOD Approaching

Jennifer Richards <jennifer@cremationsandburial.com>

One Year Since DOD Approaching

4 messages

Jennifer Richards <jennifer@cremationsandburial.com> Wed, Apr 3, 2024 at 11:36 AM
To: Laura Lurkin <laura.tukin@commonspirit.org>
Cc: James Lofton <james@cremationsandburial.com>

Good morning Laura

i did a spot check on the hospital holds that are approaching one year from death that we do not have a record of fifing on
your behalf; patients stilt in our care.

| thought it would be helpful for you and your team - please let me know if you have any guestions.

Methodist:

DOD§

Mercy General
DOD

Mercy San Juan
Jessie Peterson DOD 4/8/2023

Thank you,

Jennifer Richards
Chief Operations Officer, Mortuary Support Services

«\f{;’.;;';;"«‘“" dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 95823

Phone: (888) 974-3923 | Fax: (888) 792-5485
jennifer@cremationsandburial.com ‘

CONFIDENTIAL: This emait and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are
addressed tf you have received this email in ewor, please notify the syslem manager This message contains confidential information and is intended only for
the individual named. if yau are not the named atddressee you should not disseminate, distribute or copy this e-mail. Please notify the sender immediately by
& mait f you have received this e mait by mistake and delete this e mail from your system If you are not the intended recipiant you are notified that disclosing,
copying, distributing or taking any action in reliance on the contents of this information is strictly prohibited.

Laura Lukin CA-Rancho Cordova <laura.lukin@commenspirit.org> Wed, Apr 3, 2024 at 5:44 PM
To: Jennifer Richards <jennifer@cremationsandburial.com>, James Lofton <jamescremationsonly@gmail.com>

Hi Jennifer and James. Thank you so much for lacking at the dates for those that are coming up on 1 year. { really
appreciate that. Here is the info if you would please do the death certificates for them.

M$J Jessie Pgte(son dob 8/15/91 dod 4/8/23 tod is 1627 Dr. is Nadeem Mukhtar - hospitalist- would you be abie o do

A will be 1

Dr. is Enkee Turshinfogs-Hospitalist
r Paterra Yang- Mospitalist

ine Billow - Hospitalist

Dr. Debby Sentana- hospitalist

Thank you so much

https:/imail. google‘com]maiEfu!Ol'?ik:QO033b3bc£)&view=pt&search:'\ii&perrnthid:th read-a:T-389488958634 1939418 simpl=msg-a:r-396126089072797...  1/3
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To:

) Page: 11 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton
1/22/25, 5:17 PM Mortuary Support Mail - One Year Since DOD Approaching

Laura Lukin
Regional Laboratory Support Supervisor
Clinical Laboratory and Pathology Services

Dignity Health

Sacramento System (ffice

4400 Duckhorn Drive, Suite 200
Sacramento, CA 95834
916-515-4010 office 831-706-8087

laura.lukin@commonspirit.org

Caution; This cmail is both proprietary and counfidential, and not intended for transmission te or receipt by any unauthorized_persons. If
you believe that it has been received by you in error; do not read any attachments. Instead, kindly reply to the sender stating that you

have received the message in crror, Then destroy it and any attachments. Thank you.

On Wed, Apr 3, 2024 at 9:37 AM Jennifer Richards <jennifer@cremationsandburial.com> wrote:
 USE CAUTION - EXTERNAL EMAJL

! [Quoled te t hidden]

Caution: This email is both proprietary and confidential, and not intended for transmission to (or receipt by) any
unauthorized person(s). If you believe that you have received this email in error, do not read any attachments. Instead,
kindly reply to the sender stating that you have received the message in error. Then destroy it and any attachments.

Thank you.

Jennifer Richards <jennifer@cremationsandburial.com> Wed, Apr 3, 2024 at 6:16 PM
Jo: Laura Lukin CA-Rancho Cordova <laura.lukin@commonspirit.org>
Co: James Lofton <jamescremationsonly@gmail.com>

You're welcome! We will get started on these right away!
[Quoted te thidden]

Laura Lukin CA-Rancho Cordova <laura.lukin@commonspirit.org>
To: Jennifer Richards <jennifer@cremationsandburial.com>

Wed, Apr 3, 2024 at 7:21 PM
Thank you x 100!

Laura Lukin
Regional Laboratory Support Supervisor
Clinical Laboratory and Pathology Services

Drignity Health
Sacramente System Office
4400 Duckhorn Drive, Suite 200

Sacramento, CA 95834

https://mait.goog le.com/mailiuf0/?ik=9003ab3bc0&view=ptdsearch=all&permthid=thread-a:r-3894889586 341 93941&simpl=msg-a:r-396126089072797...  2/3
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To:, ) Page: 12 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton
1422125, 5:17 PM Mortuary Support Mail - One Year Since DOD Approaching ‘

916-515-4010 office 831-706-8087

laura.lukin@commonspirit.org

Caution: This email is both proprietary and confidential, and not intended for transmission to or receipt by any unauthorized_persons. If
you believe that it has been received by yow in error, do not read any attachments. Instead, kindly reply to the sender stating that you

have received the message in error, Then destroy it and any attachments, Thank you.

[Quoted te thidden]

hﬂps://mait.google.com/mail/u/()/?ik=90033b3ch&view:pt&search=a|I&permthid=lhread-a:r-389488958634193941&simpl=msg-a:r—396126089072797... 313
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To: | , Page: 13 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton
213125, 7:20 PM Mortuary Support Mail - PETERSON, Jessie - MSJ

@ ﬁfﬂ&é% Jennifer Ricﬁarcts <jennifer@cremationsandburial.com>
b ., 2 »

PETERSON, Jessie - MSJ

2 messages

Jennifer Richards <jennifer@cremationsandburial.com> Fri, Apr 5, 2024 at 5:10 PM
To: Laura Lurkin <laura.lukin@commonspirit.org>, Alannah Jordan CA-SACRAMENTO <alannah.jordan@commonspirit.org>

Peterson is donel! See attached

sUPhag,
W e s,

~s, Jennifer Richards
Chief Operations Officer, Mortuary Support Services

o,

“enn e dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 85823
Phone: (888) 974-3923 | Fax: (888) 792-5485

jennifer@cremationsandburial.com

CONFEIDENTIAL: This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are
addressed. If you have received this email in error, please notify the system manager. This message contains confidential information and is intended only for
the Individual named, If you are not the named addressee you should not disseminate, distribute or copy this 8-mail, Please notify the sender immediately by
e-mail if you have received this e-mail by mistake and delete this e-mail from your system. If you are not the intended recipient you are notified that disclosing,
copying, distributing or taking any action in reliance on the contents of this information is strictly prohibited.

) PETERSON, Jessie MSJ.pdf

' 305K

Alannah Jordan CA-SACRAMENTO <alannah jordan@commonspirit.org> Fri, Apr 5, 2024 at 5:24 PM
To: Jennifer Richards <jennifer@cremationsandburial.com>
Cc: Laura Lurkin <taura.lukin@commonspirit.org>

Thank youl

Akaunah Jordan

Patholoegical Labh Services
Office Assistant 11
(916)515-4045

On Fri, Apr 5, 2024 at 3:13 PM Jennifer Richards <jennifer@cremalionsandburial.com> wrote:
USE CAUTION « EXTERNAL EMAIL

Peterson is donell See attached

S, Jennifer Richards
_/ \_ Chief Operations Officer, Mortuary Support Services

dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 95823

Phone; (888) 974-3923 | Fax: (888) 792-5485
jennifer@cremationsandburial.com

https://mait‘goog]e.comlmaillulOl?ik=9003ab3ch&view=pt&search=all&pennthid=th read-a:r4996205243693105370&dsqt=1&simpl=msg-a:r46070830... 12
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To: . Page: 14 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton
211325, 17:20 PM Mortuary Support Mait - PETERSON, Jessie - MSJ

i CONFIDENTIAL: This email and any files transmitted with it are confidential and intended solely for the use of the individuai or entity to whom they are
addressed. If you have received this email in error, please notify the system manager. This message contains confidential information and is intended only
for the individual named. If you are not the named addressee you should not dissaminate, distribute or copy ihis e-mail. Please notify the sender
immediately by e-rail if you have received this e-mail by mistake and delete this e-mail from your syslem. if you are nol the intended recipient you are
nofified that disclosing, copying, distributing or taking any action in reliance on the contents of this informalion is strictly prohibiled.
Caution: This email is both proprietary and confidential, and not intended for transmission to (or receipt by) any
unauthorized person(s). iIf you believe that you have received this email in error, do not read any attachments. Instead,
kindly reply to the sender stating that you have received the message in error. Then destroy it and any attachments.
Thank you.

https://mait.googIe.com/mail/u/O/’?ik=90033b3bcD&view=pt&search:aII&pennthid=thread-a:r4996205243693105370&dsqt=1&simp|:msg-a:r46070930,‘. 2/2
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To:

Page: 15 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton
CERTIFICATE OF DEATH
Jﬁg\?ngsm@é ‘9}{%’%0’.!75 GRAL
STATE FILE NUMBER USE BLACK Bik ONLY /K0 R (REV 3/06) LOCAL REGISTRATION NUMBER
1. NAME OF DECEDENT~ FIRST (Givar) 2. MIDDLE 3. LAST (Famfly)
< JESSIE - PETERSON
E AKA. ALSC KNOWN AS - Inciude full AKA (FIRST, MIDDLE, LAST) 4. DATE OF BIRTH mnvdW/ecyy | 5 AGE Y, L%%%W 8.5EX
3 08/15/1991 319 Mmoo L BERIE
g 9, BIATH STATEFORE}GN COUNTRY 10. SOCIAL SECURITY NUMBER 11, EVER IN U 5. ARMED FORCES? | 12. MARITALSTATUS)‘SRDP‘(MWM&DN;N 7. DATE OF DEATH mm/dd/ceyy “TEOR Hours)
& 1 UNK UNK [Jves [ne X uwel UNKNOWN 04/08/2023 1627
E 3. %BUC/;E:)&; Hiﬂg:zg.avemgm 14715, WAS DECEDENT HISPANIG/LATINDIAVSPANISHT ( yo0, sée worksheet on BACK) 16, DECEDENT'S RAGE - Up 10 3 rages may be fsted (38e workshaet on bask)
i} 8 W ah
8 | UNKNOWN [ ]ves UNKNOWN [ ]no | UNKNOWN
117, USUAL OCCUPATION - Tyme of wark for most of fle. DO NOT USERETIRED T8 FIND OF BUSINESS OR INDUSTRY (8.9, grocary store, foad construction, smplayment agency, elc) | 19, YEARS IN OCCUPATION
UNKNOWN UNKNOWRN UNK
20. DECEDENT'S RESIDENCE (Strec! and numbar, or facation) .
4 81 UNK
a g 21, CITY 22, COUNTY/PROVINCE 23, 2iF CODE 24. YEARS (N COUNTY | 25. STATE/FORBIGN LOUNTRY
28 UNK UNK UNK UNK UNK
g % 26. INFORMANT'S NAME, RELATIONSHIP é7. mmmmr;]s_ }A\AIL&JG AEJDRRESS {Stroot and. nun&ar, or tural poute numbeéw"dnown, state and zlél
£ Z| PHIL MANNING, FUNERAL DIRECTOR 5 QUINTA COURT SUITE C, SACRAMENTO, CA 95623
o | A EBEGURVIING 6ROUSHSILR:-FIRSTERUAL I ¥ , LAST (BIATH HAMS : TR
221Uk |y "UNKNOWIY
Tk
BE
i1 NKNOWN
3 'ﬁ' 35, NAME OF MUTHER/PARENT-FIRST 36. MIDDLE 37.LAST {BIRTH NAME) 38, BIRATH ETATE
% % | UNKNOWN UNKNOWN UNKNOWN UNK
¥ 39, DISPOSITION DATE mmy/dd/ceyy | 40. PLAGE OF FINAL DISPOSITION (5 R EE A AT!ONS ONLY )
£ § | 04/05/2024 35 QUINTA COURT SUITE C, SACRAMENTO, CA 95823
E g 41, TYPE OF DISPOSTION{S} ) 42, SIGNATURE OF EMBALMER 43, LICENSE NUMBER
[=}
2 & TEMPORARY ENVAULTMENT p NOT EMBALMED -
@ § 34. NAME OF FUNERAL ESTABLISHMENT 45, LICENGE NUMBER | 48. SIGNATURE OF LOGAL REGISTRAR 147, DATE somvdd/esyy
5 5| CREMATIONS ONLY FD2208 | p OLIVIA KASIRYE MD | 04/05/2024
101. PLACE OF DEATH 102, IF HOSPITAL, SPECIFY ONE 103, IF OTHER THAN HOSPITAL, SPECIFY ONE
E ER g ’
- MEREY SAN JUAN MEDICAL CENT e [ Joon [ e L]0 Lo [ ome
% g 102, COUNTY 1G5 FAGILITY ADDRESS OR LOGATION WHERE FOUND (Streel and number. or location) 106, CHY
& " |SACRAMENTO 6501 COYLE AVENUE CARMICHAEL
107. CAUSE OF DEATH Ertor the chain of everits —- diseasns, injuries, of complzationa -« thiat dirsctly caused daath, DO NOT enter lormina! events such Timg Ferval Botwaen | 108, DEATH REPORTED 70 CORONER?
! 45 carlac wrest, esphialosy anesl, o vanlicuar Recdiation without showing Ui oliclogy. DO NCT ABBALVIATE, Omed and Dsuih ves D NO
INMEDINTE cuse w CARDIOPULMONARY ARREST i raFERAL ST
;:uﬁ:ih:n:ofzszﬁ(ng"" N MINS 2401669
in dealh} T
. PMETABOLIC VS TOXIC ENCEPHALOPATHY L =
E ::%;Ilinm,);‘hmy. ‘: DAYS D e na
§ |t © DIABETIC KETOACIDOSIS ;e 110, ATTOPSY PERFORMED?
& | CAUSE (dsssos o ‘ | DAYS [ [X] Mo
Y il et P INSULIN-DEPENDENT DIABETES L on 11, USED N DETERMIINO CAUSET
% resuliing in death) LAST E YEARS D ES L__] NO
T e S R R NSV EJEC TION FRAGLION OF 45 PERCENT LIKELY SECONDARY TO
2 e
ME@B/&APH%%MINE SUBSTANCE ABUSE, PROTEIN CALORIE MALNUTRITION
113, WAG OPERATKIN PERFORMED FOR ARY CONDITION IN JTEM 107 DR 1127 (It yea, lint typs of oparation and date) 1334 DECEDENT PREGHANT IN LAST YEAR?
NO [Jres [X]no [Juw
o & | 1LTGERTIN THAT TOTHE BEST OF MY KNOWLEDGE TEATH OCGORFED | 116, SIGNATURE AND TITLE OF OERTIFIER 116, LICENSE NUMBER | +17. DATE  mnvdd/ceyy
£ O | ATTHE HOUR, DATE, AND PLACE STATED FROM THE GAUSES STATED. )
Z50 poonenatentedsiee pecndont st sosn s | P NADEEM MUKHTAR, DO 20A17283 |04/04/2024
T - v ERTTENDING FRVSICAT S NANE, WAIING ADBRESS, 7%
g E ) mmiddfecyy E(B) rmiddcoyy 138, TYFE ATTENDING PHYSIGIAN S NAME, MAILING ADDRESS, ZIF GODE NADEEM MUKHTAR, DO
& W1 04/06/2023  04/08/2023 6501 COYLE AVE, CARMICHAEL, CA 95608
779, TCERTEY THAT N MY GPINION DEATH QCCURRED AT THE HOUR, DATE, AND PLACE STATED FROM THE CAUSES STATED. 120, INJURED AT WORK? 121, INJURY DATE mavddZeeyy] 122, HOUR {24 Howrs)
MANNER OF DEATH D Platurat acogont| | Homicide D Sidide D m‘:{l‘gw on Coul rat be D ES I:l NG {:l N
; 123, PLACE QF INJURY (a.g., home, construgtion site, wanded area, ei¢))
w
§ 124. DESCRIBE HOW INJUIRY OCGURRED (Evants which resuftedt in (njury}
4
g 125, LOCATION OF INJURY (Strest anv numbsr, or location, and clty, and zip)
g
126, SIGNATURE OF CORONER / DEFUTY CORONER 12/, DATE mmvddiceyy Y28, TYPE NAME, TITLE OF CORONER 7 DEPUTY CORONER
} -
sate | A B ¢ » £ PRINTED ON: G4/05/2024 02:29 PM || FRXAuTH# CENSUS TRACT
REGISTRAR BY LOFTON, JAMES (JLOFTON)
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Page: 16 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton

APPLICATION AND PERMIT FOR DISPOSITION OF HUMAN REMAINS
USE BLACK INK ONLY — MAKE NO ERASURES, WHITEOUTS, PHOTOCOPIES, OR OTHER ALTERATIONS

1A. NAME OF DECEDENT-—FIRST ZTB. MODLE 510. LAST
JESSIE ;- i PETERSON

3.SEX |3, DATE OF BIRTH (MONTH, DAY, YEAR) % DATE OF DEATH (MONTH, DAY, YEAR) . (FETAL DEATH GNLY) DATE OF EVENT (MONTH, DAY, YEAR)
F 08/15/1991 04/08/2023

6A. CITY OF DEATH

‘6B, COUNTY OF DEATH—IF QUTSIDE OF CALIFORMIA, ENTER STATE

CARMICHAEL { SACRAMENTO
7A. NAME OF INFORMANT T 7B, RELATIONSHIP TO DECEDENT EQS CT’IQES ;mgs R’XT% ;-\RDEDCRT%? OQRF F?E/\'%vsrgjmm. a:.r;;é\um:arﬁg ;I?Eg:;
t . ENSE - R l 3
PHIL MANNING FUNERAL DIRECTOR |AcviNG AS SUCH—STREET NUMBER AND NAME, NUVBER -7 ATPLIE
: GITY, STATE, ZIP CODE FD2208
e TFORMANT'S FULL MARLING AODRESE~STREET NUMBER AND NAME, CITY, STATE, ZiP CODE :
35 QUINTA COURT SUITE G, SACRAMENTO, CA 85823 %g*gﬂ&?g%%gg%m C. SACRAMENTO, CA
gh823[ '
F 98, DATE SIGNED

ACKNOWLEDGERENT OF APPLICANT— heraby scknowlodge ac applicant that ! have the
right to contral disposition pursuant to Heaith & Satety Coda Saction 7100, and that the dispostiion
slated herein Is ane of the dispesiiions authorizad by Heatth & Safely Gode Section 103085,

94, APPLICANT SIGNATURE

Is1 7Y

BERIT AR AUTHORIZATION OF LOC AL REGIS TRAR-ANY CHANGE IN DISPOSITION REQUIRES-A NEVPERY
This pannit Is isstiad In aceordance with provisions of the California Health and Sataty Cade and Is the suthority for the digpostiion specified in this psau

of California,

Er-SHOW AL DISPOSITION
it, NOTE: This parmit gives no right of digpasal outside

I0A. AMOTJ"F!T OF FEE PAID :106» DATE PERMIT (GSUED | 3100. SIGNATURE OF LOCAL REGISTRAR ISSUING PERMIT
$ 12.0¢ | 04/05/2024 . OLIVIA KASIRYE MD

0N, ADPRESS OF REGISTRAR OF DISTRICT OF DEATH—IF DEATH QCCURRED IN CALIFORNIA

{0E. ADDRESS OF REGISTRAR OF DISTRICT GF DISPOSITION—IF DIFFERENT FROM 10D

SACRAMENTO PUBLIC HEALTH

7001 EAST

PARKWAY. SUITE 600, SACRAMENTO, GA 95823

14, AUTHORIZED DISPOBITION(S)

TEMPORARY ENVAULTMENT

FOR CORONER'S USE ONLY

12A, NAME AND ADDRESS OF GALIFORNIA GEMETERY 128, DATE BURIED 12€. INTERMENT NUMBER—IF APPLICABLE

<
+
i
a
1

BURIAL OR
SCATTERING IN A ;
CEMETERY ——
GHCLUDES 12D, SIGNATURE OF PERSOR IN CHARGE OF BURIAL OR SCATTERING
ENTOMBMENT)
| 3
13A, NAME AND ADDRESS OF CALIFORNIA CREMATORY 13B. DATE CREMATED 113C. CREMATION NUMBER—IF APPLICABLE

'
1

GREMATION 13D. SIGNATURE OF PERSON IN CHARGE OF CREMATION

»

SCIENTIFIC USE

144, NAME AND ADDRESS OF CALIFORNIA FAGILITY REGEIVING REMAINS 14B. DATE RECEIVED

14C. SIGNATURE OF PERSON IN CHARGE OF FAGILITY

B

45A, NAME AND ADDRESS IN RECEIVING STATE UR COUNTRY WHERE REMAINS OR 1158, NAME AND ADDRESS OF'FERSON IN CHARGE OF PLAGING WITH THE GARRIER

CREMATED REMAINS ARE TO BE SHIPPED

N
’
]
i}
]
v
]
'
]
N
]
i
v
]
1
1
»
1
'
'
]
'
t
‘
|
]
t
t
i
Il
4
t
t
1
(]
1
.
1
H
i
i
1
'
H
1]
'
i

B

TRANSIT
V150, SIGNATURE OF PERSON IN CHARGE OF PLACING WITH 115D, DATE SHIPPED
{THE CARRIER 1
3 T
> ]
16A. ADDRESS, NEAREST POINT ON SHORELINE, OR OTHER DESCRIFTION 1168, DATE OF DISPOSITION 116G, LICENSE NUMBER OF CREMATED
SUFFICIENT TO IDENTIFY FINAL PLACE AND CALIFORNIA DISTRICT OF DISPOSITION; IREMAINS DISPOSER~IF APPLICABLE
SCATTERING/ ¥ BURIAL AT SEA, ONLY ENTER LATITUDE AND LONGITUDE f )
BURIAL AT SEAOR | : :
DisFosiTio TEMP ENVAULTMENT AT CREMATIONS ONLY ' i :
El Al A i
HER THAN 35 QUINTA COURT SUITE C }16D. SIGNATURE OF PERSON IN CHARGE OF SCATTERING OR BURIAL
H
;
:
:

- SACRAMENTO, CA 95823

UFGON AUTHORIZATION OF PERMIT, DISTRIBUTE COPIES AS FOLLOWS:

COPY 1~ ACCOMPANIES REMAINS TO THE GTATED PLAGE OF Dl
WITHIN 40 DAYS OF DISPOSITION TO TH

WERE SCATTERED AY S8EA
COPY 2 ~ RETAINED BY PERSON iN CHARGE OF THE CEMETERY, CREMATORY, FACILITY FOR SCIE|

COPY 3~ RETURN TO COUNTY OF DEAT!

SPQSITION, PERSON IN CHARGE OF DISPOSITION I8 RESPONSIBLE FOR COMPLETING AND FORWARDING THE PERMIV
E REGISTRAR OF THE DISTRICT IN WHICH DISPOSITION QCCURREDR OR THE DISTRICT NEAREST THE POINT WHERE THE CREMATED REMAINS

NTIFIC USE, OR BY THE PERSGN IN GHARGE OF DISPOSING OF THE CREMATED REMAINS,
H WHEN THE REMAINS ARE DISPOSED OF IN ANGTHER DISTRICT. IF NOT APPLICABLE, COPY 3 MAY BE DISCARDED,"

COPY 4~ RETAINED BY REGISTRAR ISSUING THE PERMIT.*
« THE LOCAL REGISTRAR MAY DESTROY ANY ORIGINAL OR DUPLICATE PERMIT AFTER ONE YEAR FROM ISSUE DATE.

STATE OF CALIFORNiA, DEPARTMENT OF PUBLIC HEALTH, OFFGE OF VITAL RECORRS

VS 9e Rev, 08/01/2608

CREO000011
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Page: 17 of 18 2025-02-14 01:52:48 GMT 18887925485 From: Michael Lofton

%
oy AT B SALIEERNA BUSINE NSUMER SERVICES AND HOUSING AGENCY + GAVIN r\.M, GOVERNOR

DC a CEMETERY AND FUNERAL BUREAU : '
1625 North Market Bivd., Suite $-208, Sacramento, CA 85834
DEPARTMENT OF CONSUMER AFPAIRS P (916) 574-7870 | F(916)928-7988 | www.cfh.ca.gov

NOTICE OF CITATION AND ASSESSMENT OF FINE

February 3, 2020
‘ SENT VIA CERTIFIED
AND REGULAR MAIL
~ Cremations Only (FD 2208) ‘
1321 Howe Ave., Suite 201
Sacramento, CA 95825

RE: License No: FD 2208
Case No: 12019 419
Citation No; 1C 2019 419

The Department of Consumer Affairs, Cemetery and Funeral Bureau (Bureéu), Issues this
citation pursuant to Business and Professions Code (BPC) section 125.9 and Califomia
Code of Regulations (CCR), Title 16, Division 12, Article 5.5 (commencing with section
1240). ‘

VIOLATION

BPC section 7707 states:

= _Groés negligence;.gross incompetence or unprofessional conduct in the
-practicezoffireraldifecting or embalming constitutes a ground for disciplinary
action. s :

:Segttilsangaikield:Representative.for the Bureau, investigated a complaint filed against
CremationsTOnly(FED2208) préviously known as All Seasons Burial & Cremation. The
_Bureali g ifivéstigation revésled-awiolation of BPC section 7707 when the establishment
Hfailedstotimély scatterthetrémated remains of multiple decedents, and neglected to -
zoversée:thezcreimated:remainsifistorage to assure scattering was taking place in a timely
manner. .

Violation ‘of BPG section' 7707:constitutes an administrative fine for which ranges from
$100.00'to $5,000.00. You are not being assessed an administrative fine for violation of
BPC section.7707 .. Abatement will be considered satisfactory resolution of the violation
cited. ' , -

The total fine assessment is $0. .

Payment of the administrative fine, if any, and abatement will be considered satisfactory
resolution of the violation(s) cited. : .

Notwithstanding the above assessment of fines, in accordance with BPC section 125.:9(b)(3),
the total fine(s) assessed for the violations contained in this citation shall not exceed

'
-
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%
Cémetery and Funeral Burea\. . . February 3, 2020
Page 2 : Citation No: _1C 2019 419
$5,000.00. '

This citation shall become a final order of the Bureau 30 days after the date of issuance.

Payment of any administrative fine shall be due within 30 days of the date of issuance of
the citation. Payment shall be made by cashier's check or money order only, payable to
the Cemetery and Funeral Bureau. A personal or business check will not be accepted.
Please indicate the citation number on the cashier's check or money order and mail it to
the Bureau at 1625 North Market Blvd., Suite $208, Sacramento, CA 95834.

. If you wish to contest all or part of this citation, you may request a formal appeal hearing
by filing with the Bureau a written request for a hearing within 30 days of the date of
issuance of this citation. For further information regarding a formal appeal, please refer to
CCR section 1244 (enclosed).

Without waiving your right to request a formal hearing, you may also request an informal
office conference by filing with the Bureau a written request within 10 days of service of the
citation, pursuant to CCR section 1245 (enclosed). You may, but need not, be represented
by counsel.

If this citation is not contested, either informally or formally, payment of any administrative
fine shall not constitute an admission of the violations charged.

Failure to pay any fine within 30 days of the issuance or affirnation of the citation shall
constitute a violation and may result in further disciplinary action. If the citation is not
contested and the fine is hot paid;the full amount of the administrative fine shall be added
tothefee for.renewal 6fyour.license and your license shall not be renewed without
payment of the renewal fee and administrative fine.

ORDER QOF ABATEMENT

T he,;Bure"éu:herebyg_diregts;that,yq_u immediately take such action as may be necessary to
-achieve:fill’compliahce With“all;provisions of the Cemetery and Funeral Act, Heafth and
Safety Code and regulations adopted by the Bureau.

f you'have-any ‘questions; please contact the Cemetery and Funeral Bureau at
(916) 574-7870.

Sincerely,

ALy

Gina Sanchez, Bureau Chief
Cemietery and Funeral Bureau

Enclosure

cc; Scott Lang, Field Representative

I
i

CREO000013
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BMD-003A

AT ORNEY OR PARTY WITHOUT ATTORNEY
nave Jamie A Pearson, Esq.

FIRv Name: UBALD| & MCPHERSON LLP
sTReeT ApDRess: 555 University Ave., Suite 140

cry SACRAMENTO state CA  z2pcooe 95825
TELEPHONE N0 -(916) 265-4555 FaxNo: (916) 265-4568

e-MAalL ADDRESS: Ismith@umlip.com

AT ORNEY FOR (name)  Petitioner Dignity Health dba Mercy San Juan Medical Center

STATE 3AR NUMBER: 221261

SUPERIOR COURT OF CALIFORNIA, COUNTY OF SACRAMENTO
sTResT ADDRESS 3341 Power Inn Road
VAILING ADDRESS 3341 Power Inn Road
CITY AND ZIP CODE . ggcramento, 95826
SRANCHNAVE william R. Ridgeway Family Relations Courthouse

FOR COURT USE ONLY

ELECTRONICALLY FILED
Sugericr Court of California
ounty of Sacramento

06/24/2024
By Glenn Juanengo pepuy

IN THE MATTER OF (name).

RENEE CE

CASE NUM3ER

24FRO0O1 815

DECLARATION IN SUPPORT OF PETITION TO
ESTABLISH FACT, TIME, AND PLACE OF DEATH

HEARING DATE AND TIME DEPT

(Name of declarant): Laura Lukin

declares as follows:

1. | make the statements in this declaration based on my personal knowledge or on the contents of the documents identified in item 5.
("Personal knowledge"” of a fact is knowledge that is not gained from another person's statements to you about that fact.)

2 a lamatleast 18 years of age.

b Ireside at (street address and city): \Nork Address: 4400 Duckhorn Drive, Suite 200, Sacramento, CA 94834

County: Sacramento

3. (Name of deceased person): RENEE Bij N
approximately (time): 5:34

[X]am []pm on(date): 11/05/2022

State; California

died at
at the following place:

a. City, town, township, or other (identify "other” if known)Mercy San Juan Medical Center, 6501 Coyle Ave., Carmichael

b. County: Sacramento

c. [_] State or province: Country:

State (U 8.): California

4. Facts showing when and where the person named in item 3 died and explaining how | have personal knowledge of those facts
are stated in the space below [X | are stated in Attachment 4 to this declaration
(If you are relying solely on the contents of the documents identified in item 5, please advise in the space below.)

| am relying solely on the contents of documents identified in item 5. Ms. EJjjili] died on November 5, 2022
at Mercy San Juan Medical Center. She has remained in the custody and control of Petitioner since the time of
her death. Her sister would like Ms. BJjli] remains sent to a funeral home, but the remains cannot be

released without a death certificate.

Page 1 of 2

Form Adoptea for Mandatory Use
Judicial Council of Calfor~ia
BMD-0C3A [Rev Septamoer 1 2018)

DECLARATION IN SUPPORT OF PETITION TO
ESTABLISH FACT, TIME, AND PLACE OF DEATH

Heaith & Satety Code, §§ 103450-103490
www.courts ca.gov
WVnettaw Dae & Earm Boslders
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CUSTODIAN OF RECORDS DECLARATION

I, STEPHANIE GONZALES, declare as follows:

;I

| make this declaration on the basis of my own personal knowledge, and if
called upon to testify to the facts stated herein, | could and would
competently do so.

| am an authorized custodian of records for the records maintained on
patients treated at Mercy San Juan Medical Center. My title is Manager of
Health Information Management.

A patient chart is maintained on each patient treated at Mercy San Juan
Medical Center. This chart is maintained by the Health Information
Management Department at Mercy San Juan Medical Center.

The documents and entries in documents pertaining to a patient are
prepared at or near the time of their occurrence by persons with
knowledge of the circumstances or events.

The Mercy San Juan Medical Center medical records attached to this
declaration are true and correct copies of documents from the patient
chart of Renee Bjjjjij. date of birth 08/24/1962 for care and treatment
she received at Mercy San Juan Medical Center on November 5, 2022,
These records are maintained in the regular course of business by Mercy
San Juan Medical Center.

| declare under penalty of perjury, under the laws of the State of Cahfornta that
the foregoing is true and correct and that | executed this declaration on the 2e day of

June, 2024.

CgTEP ANIE GONZALES
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1/30/25, 11:07 PM Gmail - 5/2/2023 Inventory Lists

G ITie i[ Jennifer Richards <msslic.jennifer@gmail.com>

5/2/2023 Inventory Lists

1 message

Jennifer Richards <msslic.jennifer@gmail.com> Tue, May 2, 2023 at 8:04 PM
To: Laura Lukin CA-Rancho Cordova <laura.lukin@commonspirit.org>, Letricia Hunt CA-SACRAMENTO
<letricia.hunt@commonspirit.org>

Good evening,

Attached please find inventory lists as of 5/2/2023.

Thank you,

PP
O Ry
o

D

Jennifer Richards
Chief Operations Officer, Mortuary Support Services

S
€

Rwyalead

dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 95823

Phone: (888) 974-3923 | Fax: (888) 792-5485

MSSLLC.Jennifer@gmail.com

CONFIDENTIAL: This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are
addressed. If you have received this email in error, please notify the system manager. This message contains confidential information and is intended only for
the individual named. If you are not the named addressee you should not disseminate, distribute or copy this e-mail. Please notify the sender immediately by
e-mail if you have received this e-mail by mistake and delete this e-mail from your system. If you are not the intended recipient you are notified that disclosing,
copying, distributing or taking any action in refiance on the contents of this information is strictly prohibited.

.
|
i

6 attachments
ﬂ WOODLAND MEMORIAL 05022023.pdf
— 44K

&% BRUCEVILLE TERRACE 05022023.pdf
48K

MERCY FOLSOM 05022023.pdf
47K

MERCY SAN JUAN 05022023.pdf
59K

a@ MERCY GENERAL 05022023.pdf
53K

METHODIST 05022023.pdf
54K

https://mail.googie.com/mail/u/2/?ik=762603b177&view=pl&search=all&permthid=thread-a:r-470588836512886784&simpI=msg-a:r-468936353296202... 11
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05/02/2023 5:58 PM

Bruceville Terrace
Timestamp BillingParty Decedent First Name Decedent Last Name
1 10/19/2022 21:33:11 Bruceville Terrace
2 4/23/2023 9:36:58 Bruceville Terrace
3 4/30/2023 6:27:17 Bruceville Terrace

SNCO000040
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05/02/2023 5:59 PM

Mercy Hospital of Folsom
Timestamp BillingParty
8/21/2022 14:06:08 Mercy Hospital of Folsom
9/13/2022 3:07:27 Mercy Hospital of Folsom

Decedent First Name Decedent Last Name

SNCO000041




9
10
11
12

13
14

15
16
17
18
19
20
21
22
23

Timestamp
10/12/2021 11:28:11
10/12/2021 11:28:11

1/18/2022 11:09:28
2/7/2022 10:55:52
2/16/2022 14:23:22
4/29/2022 14:29:25
5/16/2022 12:19:19
8/3/2022 16:16:47
8/22/2022 14:07:23
12/11/2022 17:08:43
12/12/2022 16:52:25
1/11/2023 14:08:32

1/18/2023 12:43:47
2/26/2023 12:33:29

3/29/2023 11:32:33

4/4/2023 13:03:04
4/12/2023 12:33:26
4/17/2023 18:00:42
4/24/2023 14:58:16
4/30/2023 13:35:52
4/30/2023 13:52:38
4/30/2023 13:57:09

5/2/2023 15:28:48

05/02/2023 5:59 PM
Mercy General Hospital

BillingParty
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital

Mercy General Hospital
Mercy General Hospital

Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital

Decedent First Name Decedent Last Name
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18
19
20
21
22
23
24
25
26
27

28
29

30
31
32
33
34
35
36
37
38
39
40

Timestamp
10/13/2021 16:28:20

10/27/2021 15:20:52
1/8/2022 19:24:04
1/17/2022 16:07:06
1/18/2022 16:52:07
2/2/2022 13:45:03
2/9/2022 3:30:43
3/5/2022 15:28:09
3/16/2022 13:01:39
5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17

6/19/2022 14:40:16
7/10/2022 1:42:52

8/20/2022 20:36:02
9/18/2022 1:02:36
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
11/12/2022 11:59:39
11/24/2022 11:51:38
12/10/2022 9:02:49
12/11/2022 17:35:27
12/16/2022 11:07:15
12/23/2022 15:21:20
12/25/2022 6:02:14
12/29/2022 19:36:06

1/1/2023 18:20:38
1/9/2023 0:10:45

1/21/2023 15:25:06
2/22/2023 12:52:27
2/23/2023 13:38:16

3/4/2023 20:09:27
3/15/2023 11:43:25
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
3/29/2023 15:43:47

05/02/2023 6:00 PM
Mercy San Juan Medical Center
BillingParty
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Decedent First Name Decedent Last Name
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4/9/2023 17:39:57
4/14/2023 13:04:31
4/19/2023 12:13:09
4/24/2023 19:52:03
4/27/2023 12:34:17
4/28/2023 16:32:35

4/30/2023 1:11:38

4/30/2023 1:28:59
4/30/2023 14:07:19
4/30/2023 15:30:18

5/1/2023 14:35:48

5/1/2023 15:34:48

5/1/2023 23:37:56

5/2/2023 13:00:50

5/2/2023 13:03:01

5/2/2023 13:40:46

5/2/2023 13:42:22

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

JESSIE

PETERSON
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13
14

15
16

Timestamp
10/12/2021 11:28:11

11/18/2021 10:59:56
6/7/2022 1:32:47
6/21/2022 5:09:43
7/15/2022 8:43:21
9/17/2022 20:28:10
10/12/2022 0:00:00
12/12/2022 10:11:57
12/14/2022 20:41:13
12/18/2022 5:39:44
2/9/2023 11:46:57
2/23/2023 10:45:55

4/2/2023 18:32:16
4/23/2023 5:03:47

4/28/2023 10:24:01
5/1/2023 15:02:02

05/02/2023 6:00 PM

Methodist Hospital of Sacramento
BillingParty

Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento

Methodist Hospital of Sacramento
methodist Hospital of Sacramento

Methodist Hospital of Sacramento
Methodist Hospital of Sacramento

Decedent First Name Decedent Last Name
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05/02/2023 6:01 PM
Woodland Memorial Hospital

Timestamp BillingParty Decedent First Name Decedent Last Name

1 4/13/2023 14:24:27 Woodland Memorial Hospital —

SNCO000046



1/30/25, 11:00 PM Gmail - Hi Jennifer

G =] ﬂ Jennifer Richards <msslic.jennifer@gmail.com>

Hi Jennifer
2 messages

Laura Lukin CA-Rancho Cordova <laura.lukin@commonspirit.org> Thu, Jul 20, 2023 at 11:38 AM
To: Jennifer Richards <mssllic.jennifer@gmail.com>

Hello. | was hoping | would be released to work by now but the MD said no.
Would you mind sending me a list of the current inventory? How are things going?
Laura Lukin

Regional Laboratory Support Supervisor
Clinical Laboratory and Pathology Services

Dignity Health

Sacramento System Office

4400 Duckhorn Drive, Suite 200
Sacramento, CA 95834
831-706-8087 (cell)

laura.lukin@commonspirit.org

Caution: This emailis both proprietary and confidential, and not intended for transmission to or receipt by any unauthorized_persons. If
you believe that it has been received by you in error, do not read any attachments. Instead, kindly reply to the sender stating that you
have received the message in error. Then destroy it and any attachments. Thank you.

Caution: This email is both proprietary and confidential, and not intended for transmission to (or receipt by) any
unauthorized person(s). If you believe that you have received this email in error, do not read any attachments. Instead,
kindly reply to the sender stating that you have received the message in error. Then destroy it and any attachments.
Thank you.

Jennifer Richards <msslic.jennifer@gmail.com> Thu, Jul 20, 2023 at 1:01 PM
To: Laura Lukin CA-Rancho Cordova <laura.lukin@commonspirit.org>

Good morning, Laura,

Well, sometimes we just need to allow ourselves more time. | have a procedure coming up in September. The doctor says
I will need 6 weeks; | say, Oh no, we can do 4. She laughed at me. So we will, but | do hope you are feeling well.

| have attached a current list for your reference. Things are going well; it hasn't been too busy on our end. | cannot speak
for Dignity. The good news is that the coroner is starting to move cases out, and we have been able to assist with a few
death certificate filings.

Let me know if we can be of further assistance.
[Quoted text hidden]

hitps://mail.google.com/mail/u/2/?ik=762603b1778view=pt&search=all&permthid=thread-f:17719582861 59429517&simpl=msg-f:17719582861594295... 1/2
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1/30/25, 11:00 PM Gmail - Hi Jennifer

Jennifer Richards
f f?% E: Chief Operations Officer, Mortuary Support Services

dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 95823

Phone: (888) 974-3923 | Fax: (888) 792-5485

: MSSLLC.Jennifer@gmail.com

CONFIDENTIAL: This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are
addressed. If you have received this email in error, please notify the system manager. This message contains confidential information and is intended only for
the individual named. If you are not the named addressee you should not disseminate, distribute or copy this e-mail. Please notify the sender immediately by
e-mail if you have received this e-mail by mistake and delete this e-mail from your system. If you are not the intended recipient you are notified that disclosing,

copying, distributing or taking any action in reliance on the contents of this information is strictly prohibited.

Dignity Inventory 07202023.xIsx
15K

https://mail.google.com/mail/u/2/?ik=762603b177&view=pt&search=all&permthid=thread-f: 1771958286 15942951 7&simpl=msg-f:17719582861594295...  2/2
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Timestamp Hospital Name
8/21/2022 14:06 Mercy Hospital of Folsom
9/13/2022 3:07 Mercy Hospital of Folsom
5/27/2023 21:39 Mercy Hospital of Folsom
7/9/2023 4:17 Mercy Hospital of Folsom
7/16/2023 18:13 Mercy Hospital of Folsom
10/19/2022 21:33 Bruceville Terrace
4/23/2023 9:36 Bruceville Terrace
4/30/2023 6:27 Bruceville Terrace
6/4/2023 20:26 Bruceville Terrace
6/27/2023 15:33 Bruceville Terrace
7/9/2023 2:05 Bruceville Terrace
10/12/2021 11:28 Mercy General Hospital
10/12/2021 11:28 Mercy General Hospital
1/18/2022 11:09 Mercy General Hospital
2/7/2022 10:55 Mercy General Hospital
2/16/2022 14:23 Mercy General Hospital
4/29/2022 14:29 Mercy General Hospital
5/16/2022 12:19 Mercy General Hospital
8/22/2022 14:07 Mercy General Hospital
12/11/2022 17:08 Mercy General Hospital
1/11/2023 14:08 Mercy General Hospital
1/18/2023 12:43 Mercy General Hospital
2/26/2023 12:33 Mercy General Hospital
3/29/2023 11:32 Mercy General Hospital
5/16/2023 14:52 Mercy General Hospital
5/17/2023 14:10 Mercy General Hospital
5/25/2023 0:51 Mercy General Hospital
6/2/2023 13:32 Mercy General Hospital
6/8/2023 19:48 Mercy General Hospital
6/12/2023 2,07 Mercy General Hospital
6/15/2023 17:02 Mercy General Hospital
7/14/2023 11:51 Mercy General Hospital
7/14/2023 12:12 Mercy General Hospital
7/14/2023 17:13 Mercy General Hospital
7/17/2023 13:53 Mercy General Hospital
7/17/2023 13:55 Mercy General Hospital
7/17/2023 15:18 Mercy General Hospital
10/13/2021 16:28 Mercy San Juan Medical Center
10/27/2021 15:20 Mercy San Juan Medical Center
1/8/2022 19:24 Mercy San Juan Medical Center
1/17/2022 16:07 Mercy San Juan Medical Center
2/2/2022 13:45 Mercy San Juan Medical Center
2/9/2022 3:30 Mercy San Juan Medical Center
3/5/2022 15:28 Mercy San Juan Medical Center
3/16/2022 13:01 Mercy San Juan Medical Center
5/31/2022 14:55 Mercy San Juan Medical Center

Decedent First Name Decedent Last Name

SNCO000049




6/2/12022 19:12 Mercy San Juan Medical Center
6/19/2022 14:39 Mercy San Juan Medical Center
6/19/2022 14:40 Mercy San Juan Medical Center

7/10/2022 1:42 Mercy San Juan Medical Center
8/20/2022 20:36 Mercy San Juan Medical Center

9/18/2022 1:02 Mercy San Juan Medical Center
10/4/2022 12:12 Mercy San Juan Medical Center

10/21/2022 18:12 Mercy San Juan Medical Center
11/6/2022 23:14 Mercy San Juan Medical Center
11/12/2022 11:59 Mercy San Juan Medical Center
11/24/2022 11:51 Mercy San Juan Medical Center
12/10/2022 9:02 Mercy San Juan Medical Center
12/11/2022 17:35 Mercy San Juan Medical Center
12/16/2022 11:07 Mercy San Juan Medical Center
12/23/2022 15:21 Mercy San Juan Medical Center
12/25/2022 6:02 Mercy San Juan Medical Center
12/29/2022 19:36 Mercy San Juan Medical Center
1/1/2023 18:20 Mercy San Juan Medical Center
1/9/2023 0:10 Mercy San Juan Medical Center
1/21/2023 15:25 Mercy San Juan Medical Center
2/23/2023 13:38 Mercy San Juan Medical Center

3/4/2023 20:09 Mercy San Juan Medical Center
3/15/2023 11:43 Mercy San Juan Medical Center
3/15/2023 12:47 Mercy San Juan Medical Center
3/26/2023 13:16 Mercy San Juan Medical Center
3/28/2023 12:50 Mercy San Juan Medical Center
3/28/2023 12:53 Mercy San Juan Medical Center
3/29/2023 12:21 Mercy San Juan Medical Center
3/29/2023 15:43 Mercy San Juan Medical Center

4/9/2023 17:39 Mercy San Juan Medical Center
4/19/2023 12:13 Mercy San Juan Medical Center
4/30/2023 15:30 Mercy San Juan Medical Center
5/11/2023 13:48 Mercy San Juan Medical Center
5/12/2023 16:02 Mercy San Juan Medical Center

6/4/2023 16:51 Mercy San Juan Medical Center
6/11/2023 15:42 Mercy San Juan Medical Center

7/6/2023 14:24 Mercy San Juan Medical Center

7/7/2023 13:13 Mercy San Juan Medical Center
7/15/2023 18:00 Mercy San Juan Medical Center
7/16/2023 19:35 Mercy San Juan Medical Center
7/16/2023 20:41 Mercy San Juan Medical Center

7/17/2023 2:38 Mercy San Juan Medical Center
7/19/2023 17:38 Mercy San Juan Medical Center

10/12/2021 11:28 Methodist Hospital of Sacramento
11/18/2021 10:59 Methodist Hospital of Sacramento
6/7/2022 1:32 Methodist Hospital of Sacramento

6/21/2022 5:09 Methodist Hospital of Sacramento

JESSIE

PETERSON

SNCO000050



7/15/2022 8:43 Methodist Hospital of Sacramento
9/17/2022 20:28 Methodist Hospital of Sacramento
10/12/2022 0:00 Methodist Hospital of Sacramento

12/12/2022 10:11 Methodist Hospital of Sacramento
12/14/2022 20:41 Methodist Hospital of Sacramento
12/18/2022 5:39 Methodist Hospital of Sacramento

2/9/2023 11:46 Methodist Hospital of Sacramento
2/23/2023 10:45 Methodist Hospital of Sacramento

4/2/2023 18:32 Methodist Hospital of Sacramento
5/23/2023 20:22 Methodist Hospital of Sacramento
7/12/2023 11:16 Methodist Hospital of Sacramento

7/14/2023 1:37 Methodist Hospital of Sacramento

7/14/2023 1:39 Methodist Hospital of Sacramento

7/17/2023 1:08 Methodist Hospital of Sacramento

7/18/2023 56:34 Methodist Hospital of Sacramento

6/6/2023 22:25 Woodland Memorial Hospital

SNCO000051 |




1/30/25, 10:56 PM

Gmaill

Gmail - Inventory

Jennifer Richards <msslic.jennifer@gmail.com>

Inventory
1 message

Jennifer Richards <mssllc.jennifer@gmail.com>
To: Laura Lukin CA-Rancho Cordova <laura.lukin@commonspirit.org>
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CONFIDENTIAL: This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are
addressed. If you have received this email in error, please notify the system manager. This message contains confidential information and is intended only for
the individual named. Ifyou are not the named addressee you should not disseminate, distribute or copy this e-mail. Please notify the sender immediately by
e-mall if you have recelved this e-mail by mistake and delete this e-mail from.your system. If you are not the intended recipient you are notified that disclosing,

copying, distributing or taking any action in reliance on the contents of this information is strictly prohibited.

Tue, Sep 12, 2023 at 12:49 PM

Jennifer Richards
Chief Operations Officer, Mortuary Support Services

dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 95823

Phone: (888) 974-3923 | Fax: (888) 792-5485

MSSLLC.Jennifer@gmail.com

img20230912_10405013.pdf

1 138K

hitps://mail.google.com/mailfu/2/?ik=762603b177&view=pt&search=all&permthid=thread-a:r1 9308952694017837098simpl=msg-a:r-36657651665541...
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13
14

15
16
17
18
19
20

Timestamp
10/12/2021 11:28:11
11/18/2021 10:59:58

6/7/2022 1:32:47

6/21/2022 5:09:43
7/15/2022 8:43:21
9/17/2022 20:28:10
10/12/2022 21:33:11
12/12/2022 10:11:57
12/14/2022 20:41:13
12/18/2022 5:39:44
2/9/2023 11:46:57
4/17/2023 3:00:02

5/23/2023 20:22:35
7/14/2023 1:37:20

7/14/2023 1:39:47
7/27/2023 5:18:22
8/24/2023 14:41:39
9/3/2023 4:17:36
9/12/2023 8:02:28
9/12/2023 10:25:18

09122023 1013am

Methodist Hospital of Sacrament

Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospitai of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento

Methodist Hospital of Sacramento
Methodist Hospital of Sacramento

Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento
Methodist Hospital of Sacramento

Decedent First Name Decedent Last Name
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13
14
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18
19
20
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22
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24

Timestamp
10/12/2021 11:28:11
10/12/2021 11:28:11

1/18/2022 11:09:28
2/7/2022 10:55:52
4/29/2022 14.29:25
8/22/2022 14:07:23
12/11/2022 17:08:43
1/11/2023 14.08:32
1/18/2023 12:43:47
2/26/2023 12:33:29
3/29/2023 11:32:33
5/17/2023 14:10:59

6/8/2023 19:48:27
6/15/2023 17:02:40

7/31/2023 13:19:11
8/15/2023 19:.51:16
8/17/2023 12:19:18
8/21/2023 18:13:23
8/28/2023 16:33.51

9/4/2023 12:17:57

9/8/2023 13:53:13
9/11/2023 17:21:14
9/11/2023 17:22:39
9/11/2023 18:37.05

09122023 1013am
Mercy General Hospital

Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital

Mercy General Hospital
Mercy General Hospital

Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital
Mercy General Hospital

Decedent First Name Decedent Last Name
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09122023 1013am
Mercy Hospital of Folsom

Timestamp
8/21/2022 14:06:08 Mercy Hospital of Folsam
§/13/2022 3:07:27 Mercy Hospital of Folsom
5/27/2023 21:39:51 Mercy Hospital of Folsom
7/9/2023 4:17:35 Mercy Hospital of Folsom
9/6/2023 19:46:25 Mercy Hospital of Folsom

Decedent First Name Decedent Last Name
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09122023 1013am
Bruceville Terrace
Timestamp
1-10/19/2022 21:33:11 Bruceville Terrace
2 4/30/2023 B:27:17 Bruceville Terrace
3 6/4/2023 20:26:59 Bruceville Terrace
4 6/27/2023 15:33:39 Bruceville Terrace
5 8/18/2023 15:05:26 Bruceville Terrace

Decedent First Name Decedent Last Name
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13
14

15
16
17
18
19
20
21
22
23
24
25
26
27

28
29

30
31
32
33
34
35
36
37
38
39
40

Timestamp
10/13/2021 16:28:20
10/27/2021 15:20:52

1/8/2022 19:24:04
1/17/2022 16:07:06
2/2/2022 13:45:03
2/9/2022 3:30:43
3/5/2022 15:28:09
3/16/2022 13:01:39
5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
6/19/2022 14:40:16

7/10/2022 1:42:52
8/20/2022 20:36:02

9/18/2022 1:02:36
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
11/12/2022 11:59:39
11/24/2022 11:51:38
12/10/2022 9:02:49
12/11/2022 17:35:27
12/16/2022 11:07:15
12/23/2022 15:21:20
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38

1/9/2023 0:10:45
1/21/2023 15:25:06

2/23/2023 13:38:16

3/4/2023 20:09:27
3/15/2023 11:43:25
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:28
3/29/2023 15:43:47

4/9/2023 17:39:57
4/30/2023 15:30:18

09122023 1028am
Mercy San Juan Medical Center
Decedent First Name Decedent Last Name

Mercy San Juan Medical Center
Mercy San Juan Medicai Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

PETERSON
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41
42
43
44
45
46
47
48
49
50
52
53
54
55
56
57
58
59
60
61
62
63
64

5/11/2023 13:48:54
5/12/2023 16:02:58
6/4/2023 16:51:34
7/28/2023 14:19:32
8/4/2023 15:14:56
8/13/2023 14:11:13
8/15/2023 16:20:54
8/17/2023 15:31:26
8/23/2023 4.57:23
B8/23/2023 7:12:38
8/27/2023 10:40:59
8/29/2023 18:08:59
9/2/2023 14:09:36
9/2/2023 19:10:36
9/8/2023 13:30:04
9/8/2023 13:33:23
9/9/2023 11:57:47
9/9/2023 20:45:13
9/10/2023 20:00:54
9/10/2023 20:16:45
9/11/2023 0:36:26
9/11/2023 0:38:00
9/11/2023 14:01.08

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
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1/22/25, 5:13 PM . Mortuary Support Mail - PETERSON Jessie

Gmag l Jennifer Richards <jennifer@cremationsandburial.com>
PETERSON Jessie
2 messages
Jennifer Richards <jennifer@cremationsandburial.com> Wed, Oct 2, 2024 at 11:19 AM

To: Laura Lurkin <laura.lukin@commonspirit.org>

Helio Laura

I have attached an image of the run slip - please let me know if you need anything more!

Jennifer Richards

Chief Operations Officer, Mortuary Support Services

dba Sacramento Mortuary Transport dba Cremations Only dba All Seasons FS
35 Quinta Ct Ste C/D Sacramento CA 95823

Phone: (888) 974-3923 | Fax: (888) 792-5485

jennifer@cremationsandburial.com

CONFIDENTIAL: This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are
addressed. If you have received this email in error, please notify the system manager. This message contains confidential information and is intended only for
the individual named. If you are not the named addressee you should not disseminate, distribute or copy this e-mail. Please notify the sender immediately by
e-mail if you have received this e-mail by mistake and delete this e-mail from your system. If you are not the intended recipient you are notified that disclosing,
copying, distributing or taking any action in reliance on the contents of this information is strictly prohibited.

PETERSON, Jessie MSJ.jpg
1224K

Jennifer Richards <jennifer@cremationsandburial.com> Wed, Oct 2, 2024 at 11:40 AM
To: Laura Lurkin <laura.lukin@commonspirit.org>

Here is the release too - just in case
[Quoted text hidden]

PETERSON Jessie Release MSJ.jpg
1160K

htlps://mail.google.com/mail/u/O/?ik=9003ab3bc0&view=pt&search=all&permth§d=thread-a:r-91 56885658044394864&simpi=msg-a:r74325236019618. . 7
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25
26
27

28
29

30
31
32
33
34
35
36
37
38
39
40

Timestamp
10/13/2021 16:28:20

10/27/2021 15:20:52
1/8/2022 19:24:04
1/17/2022 16:07:06
21212022 13:45:03
2/9/2022 3:30:43
3/5/2022:15:28:09
3/16/2022 13:01:39
5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
6/19/2022 14:40:16

7/10/2022 1:42:52
8/20/2022 20:36:02

9/18/2022 1:02:36
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
11/12/2022 11:59:39
11/24/2022 11:51:38
12/10/2022 9:02:49
12/11/2022 17:35:27
12/16/2022 11:07:15
12/23/2022 15:21:20
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38

1/9/2023 0:10:45
1/21/2023 15:25:06

2/23/2023 13:38:16

3/4/2023 20:09:27
3/15/2023 11:43:25
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
3/29/2023 15:43:47

4/9/2023 17:39:57
4/19/2023 12:13:09

07/14/2023 12:10 PM

Mercy San Juan Medical Center

Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medica! Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Decedent First N\ame Decedent Last Name
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41
42
43
44
45
46
47
48
49
50
52
53

55
56
57
58

4/30/2023 15:30:18
5/11/2023 13:48:54
5/12/2023 16:02:58

6/4/2023 16:51:34
6/11/2023 15:42:14

71612023 14:24:47

71712023 13:13:15

7/9/2023 19:05:49
7114/2023 14:31:08
7114/2023 14:32:50
7/14/2023 15:11:51
7115/2023 18:00:18
7116/2023 19:35:56
7/16/2023 19:37:48
7116/2023 20:41:56
7/16/2023 20:44:10

7/17/2023 2:38:03

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

SNC001020



19

29

Timestamp
10/13/2021 16:28:20
10/27/2021 15:20:52

1/8/2022 19:24:04
1/17/2022 16:07.06
1/18/2022 16:52:07

2/2/2022 13:45:03

2/9/2022 3:30:43

3/5/2022 15:28:09
3/16/2022 13:01:39
5/31/2022 14:55:22

6/2/2022 19:12:25
6/19/2022 14:39:17

6/19/2022 14:40:16
7/10/2022 1:42:52

8/20/2022 20:36:02
9/18/2022 1:02:36
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14.35
11/12/2022 11:569:39
11/24/2022 11:51:38
12/10/2022 9:02:49
12/11/2022 17:35:27
12/16/2022 11:07:15
12/23/2022 15:21:20
12/25/2022 6:02:14
12/29/2022 19:36:06

1/1/2023 18:20:38
1/9/2023 0:10:45

1/21/2023 15:25:06
2/22/2023 12:62:27
2/23/2023 13:38:16

3/4/2023 20:09:27
3/15/2023 11:43:25
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:60:12
3/28/202312:53:17
3/29/2023 12:21:29
3/29/2023 15:43:47

06/12/2023 11:39 AM
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Merey San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Decedent First Name Decedent Last Name
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41
42
43
44
45
46
47
48
49
50
52
53
54
55
56

419/2023 17:39:57
4/19/2023 12:13:09
4/27/2023 12:34:17
4/30/2023 15:30:18
5/11/2023 13:48:54
5/12/2023 16:02:58

6/4/2023 16:51:34

6/7/2023 14:57:58

6/10/2023 6:37:55

6/10/2023 6:38:56

6/10/2023 7:48:22

6/10/2023 7.49:59
6/11/2023 15:42:14
6/11/2023 15:43:31
6/11/2023 16:03:17

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
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SNC001022



Timestamp
10/13/2021 16:28:20
10/27/2021 15:20:52

1/8/2022 19:24:04
1/17/2022 16:07:06
2/2/2022 13:45:03
2/9/2022 3:30:43
3/5/2022 15:28:09
3/16/2022 13:01:39
5/31/2022 14:55:22
6/2/202219:112:25
6/19/202214:39:17
6/19/2022 14:40:16

7/10/2022 1:42:52
8/20/2022 20:36:02

9/18/2022 1:02:36
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
11/12/2022 11:59:39
11/24/2022 11:51:38
12/10/2022 9:02:49
12/11/2022 17:35:27
12/16/2022 11:07:15
12/23/2022 15:21:20
12/25/2022 6:02:14
12/29/2022 19.36:06
7 1/1/2023 18:20:38

1/9/2023 0:10:45
1/21/2023 156:26:06

21222023 12:52:27
2/23/2023 13:38:186

3/4/2023 20:09:27
3/15/2023 11:43:25
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
3/29/2023 15:43:47

4/9/2023 17:39:57

Foved (-

06/19/2023 41:07AM
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan MedicalCenter
Mercy San Juan MedicalCenter
Mercy San Juan MedicalCenter
Mercy San Juan Medical Center
Mercy San Juan MedicalCenter
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Merey San Juan Medical Center
Mercy San Juan MedicalCenter

Mercy San Juan Medical Center
Mercy San Juan MedicalCenter
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan MedicalCenter
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan MedicalCenter
Mercy San Juan MedicalCenter
Mercy San Juan MedicalCenter
Mercy San Juan MedicalCenter

b -23

Decedent First Name Decedent Last Name
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41
42
43
44
45
46
47
48
49
50
52
53
54
55
56
57

4/19/2023 12:13:09
4/27/2023 12:34:17
4/30/2023 15:30:18
5/11/2023 13:48:54
5/12/2023 16:02:58

6/4/2023 16:51:34
6/11/2023 15:42:14
6/14/2023 12:36:03
6/14/2023 16:21:52
6/15/2023 18:28:01
6/15/2023 19:12:10
6/18/2023 13:54:40
6/18/2023 13:55:35
6/18/2023 13:59:06
6/18/2023 14:12:24
6/18/2023 14:14:59

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Merey San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

SNC001024



17
18
19
20
21
22
23
24
25
26
27

28
29

30
31
32
33
34
35
36
37
38
39
40

Timestamp
10/13/2021 16:28:20
10/27/2021 15:20:52

1/8/2022 19:24:04
1/17/2022 16:07:06
2/2/2022 13:45:03
2/9/2022 3:30:43
3/5/2022 15:28:09
3/16/2022 13:01:39
5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
6/19/2022 14:40:16

711012022 1:42:52
8/20/2022 20:36:02

9/18/2022 1:02:36
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
11/12/2022 11:59:39
11/24/2022 11:51:38
12/10/2022 9:02:49
12/11/2022 17:35:27
12/16/2022 11:07:15
12/23/2022 15:21:20
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38

1/9/2023 0:10:45
1/21/2023 15:25:06

2/23/2023.13:38:16

3/4/2023 20:09:27
3/15/2023 11:43:25
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
3/29/2023 15:43:47

4/9/2023 17:39:57
4/19/2023 12:13:09

06/30/2023 10:31 AM
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan ‘Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Decedent First Name
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Decedent Last Name
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28

Timestamp
10/13/2021 16:28:20
10/27/2021 15:20:52

1/8/2022 19:24:04
1/17/2022 16:07:06
2/2/2022 13:45:03
2/9/2022 3:30:43
3/5/2022 15:28:09
3/16/2022 13:01:39
5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
6/19/2022 14:40:16

7/10/2022 1:42:62
8/20/2022 20:36:02

9/18/2022 1:02:36
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
11/12/2022 11:59:39
11/24/2022 11:51:38
12/10/2022 9:02:49
12/11/2022 17:35:27
12/16/2022 11:07:15
12/23/2022 15:21:20
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38
1/9/2023 0:10:45
1/21/2023 15:25:06
2/23/2023 13:38:16
3/4/2023 20:09:27
3/15/2023 11:43:25
3/16/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
3/29/2023 15:43:47
419/2023 17:39:57
4/19/2023 12:13:09

07/03/2023 12:17 PM

Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center

Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center
Mercy San Juan Medical Center

Decedent First Name Decedent Last Name

PUTCR T TR
g W R HITTTT QY

—
m
wn
«
M

PETERSON

SNC001026
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10
12
13
14
15
16
17
18
20
21
22
23
24
25
28
28
29
30
31
32
33
34
35

36
37

38
39
40
41
42

Timestamp

5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
7/10/2022 1:42:52
10/4/2022 12:12:52
10/21/202218:12:00
11/6/2022 23:14:35
12/25/2022 6:02:14
12/29/2022 13:36:06
1/1/2023 18:20:38
3/4/2023 20:09:27
3/15/2023 12:47.28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
4/30/2023 15.30:18
12/28/2023 13:12:42
1/5/2024 13:27:41
1/26/2024 14:30:39
1/29/2024 12:36:17
2/27/2024 16:22:27
3/21/2024 11:34:43
5/1/2024 10:59:10
5/19/2024 0.57:46
5/28/2024 11:33:38
6/9/2024 19:54:10
6/14/2024 7:19:17
6/14/2024 11:37:30
6/27/2024 16:16:41
7/10/2024 17:26:10
7/16/2024 9:07:22
7/128/2024 1:42:56
8/9/2024 15:31:24
8/10/2024 6:08:43
8/11/2024 3:44:31
8/12/2024 13:32:45
9/27/2024 1:42;04
10/8/2024 12:06:56

1/2/2025 10:40:45
Mercy San Juan Medical Cen
Billing Party
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen -

Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen-
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [ ]I
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen-
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen-
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -

Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen |
Mercy San Juan Medical Cen [l

Mercy San Juan Medical Cen [l

Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}

Mercy San Juan Medical Cen [JJj
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}

Decedent First Name Decedent Last Name

SNC001140



43
44
45
46
47
48

49
50

52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72
73

10/10/2024 12;32:48
10/10/2024 12:48:13
10/16/2024 11:16:48
10/17/2024 11:42:38
11/1/2024 14:08:36
11/5/12024 11:20:46

11/18/2024 1:61:12
11/18/2024 1:53:34

12/4/2024 11:31:02
12/5/2024 0:51:33
12/5/2024 18:40:13
12/6/2024 15:46:19
12/16/2024 14:10:50
12/18/2024 13:53:40
12/18/2024 21:12:58
12/23/2024 10:53:59
12/24/2024 19;17:12
12/25/2024 6:11:47
12/26/2024 11:47:49
12/26/2024 11:52:40
12/26/2024 12:13:41
12/30/2024 0:49:54
12/30/2024 10:54:00
12/30/2024 10:55:41
12/30/2024 13:40:15
12/31/2024 11:41:46
12/31/2024 12:31:05
1/1/2025 21:57:11
1/1/2025 22:01:18
1/1/2025 23:19:43

Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen ||

Mercy San Juan Medical Cen ||| N

Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen-
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [ N
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medica! Cen [l
Mercy San Juan Medica! Cen-
Mercy San Juan Medical Cen |
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen Il
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l

SNCO001141



O ® N DN R WON -

1
12
13
14
15
16
17
18
20
21
22
23
24
25
26
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42

o

Timestamp

5/31/2022 14:55:22
6/2/202219:12:25
6/19/2022 14:39:17
7/10/2022 1:42:52
10/4/202212:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18;20:38
3/4/2023 20:09:27
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
4/30/2023 15:30:18
12/28/2023 13:12:42
1/5/2024 13:27:41
1/26/2024 14.30:39
1/29/2024 12:36:17
22712024 16:22:27
3/21/2024 11:34:43
5/1/2024 10:59:10
5/19/2024 0:57:46
5/28/2024 11:33:39
6/9/2024 19:54:10
6/14/2024 7:19:17
6/14/2024 11:37:30
6/27/2024 16:16:41
7/10/2024 17:26:10
7/16/2024 9:07:22
7/28/2024 1:42:56
8/8/2024 15:31:24
8/10/2024 6:08:43
8/11/2024 3:44:31
8/12/2024 13:32:45
9/27/2024 1:42.04
10/8/2024 12.06:56

1/3/2025 14:39:54
Mercy San Juan Medical Cen
Billing Party
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [
Mercy San Juan Medicat Cen [l
Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [

Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [ I
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen |l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l

Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [}

Mercy San Juan Medical Cen i
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l

Decedent First Name

Decedent Last Name

SNC001142



43
44
45
46
47
48
49
50
52
53

55
56
57
58
59
80
61
62
63
64
65
66
67
68
69
70

10/10/2024 12:32:49
10/10/2024 12:48:13
10/16/2024 11:16:48
10/17/2024 11:42:38
11/1/2024 14:08:36
11/6/2024 11:20:46

11/18/2024 1:51:12
11/18/2024 1:53:34

12/4/2024 11:31:02
12/5/2024 0:51:33
12/5/2024 18:40:13
12/6/2024 15:46:19
12/16/2024 14:10:50
12/18/2024 13:53:40
12/18/2024 21:12:58
12/23/2024 10:53:59
12/25/2024 6:11:47
12/26/2024 11:52:40
12/26/2024 12:13:41
12/30/2024 0:49:54
12/30/2024 10:55:41
12/30/2024 13.40:15
12/31/2024 12:31:05
1/1/2025 23:19:43
1/2/2025 11:49:24
1/3/2025 11:02:04
1/3/2025 11:06:09

Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen || I
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [N

Mercy San Juan Medical Cen [ |

Mercy San Juan Medical Cen ||
Mercy San Juan Medicai Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen |l
Mercy San Juan Medical Cen-
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [N

SNCO001143
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1
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32
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38
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Timestamp
5/31/2022 14:55:22

6/2/2022 19:12:25
6/19/2022 14:39:17
7/10/2022 1:42:52
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38
3/4/2023 20:09:27
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
4/30/2023 15:30:18
12/28/2023 13:12:42
1/5/2024 13:27:41
1/26/2024 14:30:39
1/29/2024 12:36:17
212712024 16:22:27
3/21/2024 11:34:43
5/1/2024 10:59:10
5/19/2024 0:57:46
5/28/2024 11:33:3¢
6/9/2024 19:54:10
6/14/2024 7:19:17
8/14/2024 11:37:30
6/27/2024 16:16:41
7/10/2024 17:26:10
7/16/2024 9:07:22
7/28/2024 1:42:56
8/9/2024 15:31:24
8/10/2024 6:08:43
8/11/2024 3.44:31
8/12/2024 13:32:45
9/27/2024 1:42:04
10/8/2024 12:06:56

1/10/2025 14:11:02
Mercy San Juan Medical Cen
Billing Party
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen _
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -

Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen [JJil}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l

Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}

Mercy San Juan Medical Cen [}
Merecy San Juan Medical Cen -
Mercy San Juan Medical Cen |}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}

Decedent First Name

Decedent Last Name

SNC001144



43
44
45
46
47
48
49
50
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
71
72

10/10/2024 12:32:49
10/10/2024 12:48:13
10/16/2024 11:16:48
10/17/2024 11:42:38
11/1/2024 14:08:36
11/5/2024 11:20:46
11/18/2024 1:51:12
11/18/2024 1:53:34
12/4/2024 11:31:02
12/5/2024 0:51:33
12/5/2024 18:40:13
12/6/2024 15:46:18
12/16/2024 14:10:50
12/18/2024 13:53:40
12/18/2024 21:12:58
12/23/2024 10:53:58
12/25/2024 6:11:47
12/26/2024 12:13:41
12/30/2024 0:49:54
12/31/2024 12:31:05
1/1/2025 23:19:43
1/2/2025 11:49:24
1/6/2025 2:15:06
1/6/2025 10:53:10
1/7/2025 12:39:11
1/8/2025 16:28:32
1/9/2025 16:26:07
1/10/2025 13:27:27
1/10/2025 13:29:41

Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [ I
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Gen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen ]
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medicai Cen [}
Mercy San Juan Medical Cen |
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen i}

SNCO001145
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1
12
13
14
15
16
17
18
20
21
22
23
24
25
26
28
29
30
31
32
33

(=)

35
36
37
38
39
40
41
42

Timestamp

5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
7/10/2022 1:42:52
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38
3/4/2023 20:09:27
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/202312:50:12
3/28/202312:53:17
3/29/2023 12:21:29
4/30/2023 15:30:18
12/28/2023 13:12:42
1/5/2024 13:27:41
1/26/2024 14:30:39
1/29/2024 12:36:17
2/27/2024 16:22:27
3/21/2024 11:34:43
5/1/2024 10:59:10
5/19/2024 0:57:46
5/28/2024 11:33:39
6/9/2024 19:54:10
6/14/2024 7:19:17
6/14/2024 11:37:30
6/27/2024 16:16:41
7/10/2024 17:26:10
7/16/2024 9:07:22
7/28/2024 1:42:56
8/9/2024 15:31:24
8/10/2024 6:08:43
8/11/2024 3:44:31
8/12/2024 13:32:45
9/27/2024 1:42:04
10/8/2024 12:06:56

1114/2025 16:01:10
Mercy San Juan Medical Cen
Bllling Party
Mercy San Juan Medical Cen [l

Mercy San Juan Medical Cen - o

Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen ]I
Mercy San Juan Medical Cen [
Mercy San Juan Medicat Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [ ]I
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [ ]I
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l

Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l

Decedent First Name

Decedent Last Name

SNCO001146



43
44
45
46
47
48
49
50
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70

10/10/2024 12:32:49
10/10/2024 12:48:13
10/16/2024 11;16:48
10/17/2024 11:42:38
11/1/2024 14:08:36
11/5/2024 11:20:46
11/18/2024 1:51;12
11/18/2024 1:53:34
12/4/2024 11:31:02
12/5/2024 0:51:33
12/5/2024 18:40:13
12/6/2024 15:46:19
12/16/2024 14:10:50
12/18/2024 13:53:40
12/18/2024 21:12:58
12/25/2024 6:11:47
12/26/2024 12:13:41
12/30/2024 0:49:54
1/1/2025 23:19:43
1/2/2025 11:49:24
1/5/2025 2:15:06
1/6/2025 10:53:10
1/12/2025 4.15:53
1/13/2025 2:52:23
1/13/2025 13:32:16
1/13/2025 13:34:08
1/13/2025 16:43:19

Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen [JJjj
Mercy San Juan Medical Cen [

Mercy San Juan Medical Cen |

Mercy San Juan Medical Cen [N

Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen |
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen i
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medicat Cen ]
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen i}

SNCO001147
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10
12
13
14
15
16
17
18
20
21
22
23
24
25
26
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42

Timestamp
5/31/2022 14.:55:22

6/2/2022 19:12:25
6/19/2022 14:39:17
7/10/2022 1:42:52
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
12/26/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38
3/4/2023 20:09:27
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/202312:21:29
4/30/2023 15:30:18
12/28/2023 13:12:42
1/5/2024 13:27:41
1/26/2024 14:30:39
1/29/2024 12:36:17
212712024 16:22:27
3/21/2024 11:34:43
5/1/2024 10:59:10
5/19/2024 (:57:46

5/28/2024 11:33:39
6/9/2024 19:54:10
6/14/2024 7:19:17

6/14/2024 11:37:30

8/27/2024 16:16:41

7/10/2024 17:26:10
7/16/2024 9:07:22
7/28/2024 1:42:56
8/9/2024 15:31:24
8/10/2024 6:08:43
8/11/2024 3:44:31

8/12/2024 13:32:45
9/27/2024 1:42:04

10/8/2024 12:06:56

1/17/2025 14:17:02
Mercy San Juan Medical Cen
Billing Party
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen -

Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen e
Mercy San Juan Medical Cen [ ]
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen ||
Mercy San Juan Medicai Cen [}
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen-
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [

Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}

Mercy San Juan Medical Cen i
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}

Decedent First Name

Decedent Last Name

SNC001148
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44
45
46
47
48
49
50
52
53

55
56
57
58
59
60
61
62
63
64
65
66
67
68
69

10/10/2024 12:32:49
10/10/2024 12:48:13
10/16/2024 11:16:48
10/17/2024 11:42:38
11/1/2024 14:08:36
11/5/2024 11:20:46
11/18/2024 1:51:12
11/18/2024 1:53:34
12/412024 11:31:02
12/5/2024 0:51:33
12/5/2024 18:40:13
12/6/2024 15:46:19
12/16/2024 14:10:50
12/18/2024 13:53:40
12/18/2024 21:12:58
12/25/2024 6:11:47
12/26/2024 12:13:41
12/30/2024 0:49:54
1/1/2025 23:19:43
1/2/2025 11:49:24
1/5/2025 2:15:06
1/6/2025 10:53;10
1/15/2025 10:53:21
1/15/2025 13:14:01
1/17/2025 13:16:34

1/17/2025 13:17:34 Mercy San Juan Medical Cen [JJj

Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [JJj
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [

Mercy San Juan Medical Cen [ NN

Mercy San Juan Medical Gen ||
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Gen ||l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen i
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen ]
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen |
Mercy San Juan Medical Cen [ N
Mercy San Juan Medica! Cen [
Mercy San Juan Medical Cen [

SNC001149
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Timestamp

5/31/2022 14.55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
7/10/2022 1:42:52
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
12/25/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38
3/4/2023 20:09:27
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/29/2023 12:21:29
4/30/2023 15:30:18
12/28/2023 13:12:42
1/5/2024 13:27:41
1/26/2024 14:30:39
1/28/2024 12:36:17
2/27/2024 16;22:27
3/21/2024 11:34.43
5/1/2024 10:59:10
5/19/2024 0:57:46
5/26/2024 11:33:38
6/9/2024 19:54:10
6/14/2024 7:19:17
6/14/2024 11:37:30
6/27/2024 16:16:41
7/10/2024 17:26:10
7/16/2024 9:07:22

7/28/2024 1:42:56
8/9/2024 15:31:24

8/10/2024 6:08:43
8/11/2024 3:44:31
8/12/2024 13:32:45
9/2712024 1.42:04
10/8/2024 12:06:56

1/22/2025 16:03:44
Mercy San Juan Medical Cen
Billing Party
Mercy San Juan Medical Cen James
Mercy San Juan Medical Cen Charles
Mercy San Juan Medical Cen Michael
Mercy San Juan Medical Cen Herman
Mercy San Juan Medical Cen Janette
Mercy San Juan Medical Cen Stephen
Mercy San Juan Medical Cen Renee
Mercy San Juan Medical Cen Almeza
Mercy San Juan Medical Cen William

Mercy San Juan Medical Cen Rudy
Mercy San Juan Medical Cen Dianna
Mercy San Juan Medical Cen Anthony
Mercy San Juan Medical Cen Michael
Mercy San Juan Medical Cen Marc
Mercy San Juan Medical Cen Brenda
Mercy San Juan Medical Cen Eula
Mercy San Juan Medical Cen David
Mercy San Juan Medical Cen Marilyn
Mercy San Juan Medical Cen Camella
Mercy San Juan Medical Cen Boris
Mercy San Juan Medical Cen Terry
Mercy San Juan Medical Cen Beverly
Mercy San Juan Medical Cen Janis
Mercy San Juan Medical Cen David
Mercy San Juan Medical Cen Micheal
Mercy San Juan Medical Cen Martin
Mercy San Juan Medical Cen James
Merey San Juan Medical Cen Hilary
Mercy San Juan Medical Cen Darlene
Mercy San Juan Medical Cen Sharon
Mercy San Juan Medical Cen Nancy
Mercy San Juan Medical Cen Damen
Mercy San Juan Medical Cen Beveriy
Mercy San Juan Medical Cen Henri
Mercy San Juan Medical Cen Paul
Mercy San Juan Medical Cen Hugh
Mercy San Juan Medical Cen Eddie
Mercy San Juan Medical Cen Ronald
Mercy San Juan Medical Cen Robert

Decedent First Name

Decedent Last Name

SNCO001150



43
44
45
46
47
48
49
50
52
53

55
56
57
58
59
60
61
62
63
64
65
66
67
68
69
70
7

10/10/2024 12:32:49
10/10/2024 12:48:13
10/16/2024 11:16:48
10/17/2024 11:42:38
11/1/2024 14:08:36
11/5/2024 11:20:46
11/18/2024 1:51:12
11/18/2024 1:53:34
12/4/2024 11:31:02
12/5/2024 0:51:33
12/5/2024 18:40:13
12/6/2024 15:46:19
12/16/2024 14:10:50
12/18/2024 13:53:40
12/18/2024 21:12:58
12/25/2024 6:11:47
12/26/2024 12:13:41
12/30/2024 0:49:54
17212025 11:49:24
1/6/2025 10:53:10
1/15/2025 10:563:21
1/19/2025 0:58:06
1/19/2025 1:05:29
1/19/2025 1:07:51
1/20/2025 4:39:55
1/21/2025 9.46:29
1/21/2025 13:58:51
1/21/2025 16:03:39

Mercy San Juan Medicai Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [ ] I
Mercy San Juan Medical Cen [}
Mercy San Juan Medica! Cen [}
Mercy San Juan Medical Cen [

Mercy San Juan Medical Cen [

Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [ ]I
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen |
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Merey San Juan Medical Cen [
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen ||
Merey San Juan Medical Cen [
Mercy San Juan Medical Cen [ R

SNCO001151



Timestamp

5/31/2022 14:55:22
6/2/2022 19:12:25
6/19/2022 14:39:17
7/10/2022 1:42:52
10/4/2022 12:12:52
10/21/2022 18:12:00
11/6/2022 23:14:35
12/26/2022 6:02:14
12/29/2022 19:36:06
1/1/2023 18:20:38
3/4/2023 20:09:27
3/15/2023 12:47:28
3/26/2023 13:16:16
3/28/2023 12:50:12
3/28/2023 12:53:17
3/25/2023 12:21:29
4/30/2023 15:30:18
12/28/2023 13:12:42
1/5/2024 13:27:41
1/26/2024 14:30:39
1/29/2024 12:36:17
2/27/12024 16:22:27
3/21/2024 11:34:43
5/1/2024 10:59:10
5/19/2024 0:57.46
5/28/2024 11:33:39
6/9/2024 19:54:10
6/14/2024 7:19:17
6/14/2024 11:37:30
6/27/2024 16:16:41
7/10/2024 17:26:10
7/16/2024 9:07:22
7/28/2024 1:.42:56
8/9/2024 15:31:24
8/10/2024 6:08:43
8/11/2024 3:44:31
8/12/2024 13:32:45
9/27/2024 1:42:04
10/8/2024 12:06:56

1/27/2025 16:07:09
Mercy San Juan Medical Cen
Billing Party
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen ]I
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen-
Merey San Juan Medical Cen [l
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [N
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medicai Cen -

Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen |l
Mercy San Juan Medical Cen |l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen -
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen |}
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [JJJj
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen i}
Mercy San Juan Medical Cen |}
Mercy San Juan Medical Cen [

Decedent First Name

Decedent Last Name

SNCO001154



43
44
45
46
47
48
49
50
52
53
54
55
56
57
58
59
60
51
62
63

65
66
67
68
69
70
71
72
73
74
75
76
77
78
79

10/10/2024 12:32:49
10/10/2024 12:48:13
10/16/2024 11:16:48
10/17/2024 11:42:38
11/1/2024 14:08:36
11/5/2024 11:20:46
11/18/2024 1:51:12
11/18/2024 1:53:34
12/4/2024 14:31:02
12/5/2024 0:51:33
12/5/2024 18:40:13
12/6/2024 15:46:19
12/16/2024 14:10:50
12/18/2024 13:53:40
12/18/2024 21:12:58
12/25/2024 6:11:47
12/26/2024 12:13:41
12/30/2024 0:49:54
1/2/2025 11:49:24
1/6/2025 10:53:10
1/15/2025 10:53:21
1/19/2025 0:58:06
1/19/2025 1:05:29
1/19/2025 1:07:51
1121/2025 9:46:29
1/23/2025 7:53:23
1/23/2025 23:34:32
1/24/2025 8:56:48
1/24/2025 12:22:06
1/26/2025 7:01:43
1/26/2025 7:02:45
1/26/2025 8:01:33
1/27/2025 10:15:14
1/27/2025 10:16:38
112712025 14:35:02
112712025 16:05:39

Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen | I
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [}
Mercy San Juan Medical Cen [

Mercy San Juan Medical Cen || EIEGEGINB

Mercy San Juan Medical Cen | N
Mercy San Juan Medical Cen [l
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen ||
Mercy San Juan Medical Cen [
Mercy San Juan Medical Cen IR
Mercy San Juan Medical Cen |l
Mercy San Juan Medical Cen [l
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Michelle Tarusso, Esq. (SBN 280483)

IARUSSO LEGAL, A.P.C.

87 N. Raymond Avenue, Suite 809 -
Pasadena, CA 91103 o
Telephone: (646) 415-4422
Facsimile: (626) 466-9058
E-mail: michelle@iarusso.legal

Attomey for Plaintiff, =
Valerie Gray

* FOR THE COUNTY OF SACRAMENTO

VALERIE GRAY, an individual,

SUPERIOR COURT OF THE STATE OF CALIFORNIA

Plaintiff, FIRST AMENDED COMPLAINT FOR
DAMAGES FOR:
VS,
1. Negligence
2. Negligent Hiring and Supervision
DIGNITITY HEALTH, a domestic 3. Negligent Misrepresentation
nonprofit; MERCY SAN JUAN MEDICAL 4. Negligent Infliction of Emotional
CENTER, a nonprofit hospital; and DOES 1 Distress
through 50, inclusive; .
JURY TRIAL REQUESTED
Defendants. BY
FAX
THE PARTIES

1. Plaintiff VALERIE GRAY (“Plaintiff”), at all relevant times herein, was and is a |
citizen of the State of California and a resident of the County of Sacramento. |
2. Defendant D]GNITY HEALTH (“Defendant,” or “Dignity Health™) is a
domestic nonprofit university affiliated with Mercy San Juan Medical Center. At all relevant

times herein, Dignity was and is a public entity in California operating in the County of

Sacramento.

3. Defendant MERCY SAN JUAN MEDICAL CENTER (“Deféndant,” or “Mercy
San Juan Medical Center”) is a nonprofit hospital affiliated with Dignity Health. At all

relevant times herein, Mercy San Juan Medical Center was and is a nonprofit hospital

FILED
Superior Cowt Of Callfomia,
Sacramento

03123/2022
reanmiguet

By, o » QEputy
Case Number: '

34-2022-00315F71

Case No. 34-2022-00315771

FIRST AMENDED COMPLAINT FOR DAMAGES - 1
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operating in the County of Sacramento.
- ‘4, Upon information and belief, Defendants Dignity Health and Mercy San Juan
Medical Center are, and at all times herein mentioned were, incorporated entmcs ex1stmg
under the laws.of Cahfomla
5. Dofend_ants DOES 1 through 50 are individuals and agcnts, employees, officers,

| managefhent - adminiStrativé pérsonnel coroners, investigators, and/or other employees, stéff- B
agents, or- contractors of defendants The names of these employees and/or entities: causmg the
injury, damage, or loss are unknown at this time.

6. The names and capacmes, whether-individual, corporate, or or.herwnse, of DOES"

1 through 50 are unknown 1o Plamuff ‘who therefore sues said Defendants by Such ﬁCtlthus'

names. Plaintiff will amend this complalm; to show their true names and capacities when the same-
have been ascertained. |

7. Plaintiff is informed and beliéves, and thereon alleges, that each such fictitiously
named Defendant is responsible in some manner for the occurrences herein alleged, and that
Plaintiff’s damages herein alleged were proximately caused by such Defendants.

8. ' The foregoing named Defendants, including all DOE Defendants, are collectively

referred from time to time herein as “Defendants.”

JURISDICTION AND VENUE

9. Defendants’ wrongful and negligent conduct, along with the alleged actions,
inactions, and omissiohs that are _the subject of this action, occurred in Sacramento County,
California; the performance was to be performed in the County of Sacramento; and the amount
in controversy exceeds $25,000.00. Therefore, jurisdiction and venue is proper in Sacramento

Superior Court in the Central District.

FACTUAL ALLEGATIONS
10.  Plaintiff Valerie Gray had a son, Michael Gray. They had a close, loving
relationship and resided in the same home. Despite having mental health issues, Michael was
close with his mother, often helping her with tasks around the house. He particularly enjoyed
maintaining his mother’s garden and would help his grandparents on their farm, especially as they

aged.

COMPLAINT FOR DAMAGES - 2
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11.  Michael was very independent, so much so that he often stayed at his friends’
homes for several weeks at a time. Plaintiff was always able to contact her son while he was away.
and staying with fnends |

12.  In early July 2021, Michael Gray was staying with a friend. On July 7, 2021,
Plaintiff Valena Gray called her son several times, but he did not answer. Other relauves started
to call Mlchacl Gray as well but received no response. -

13." In late July 2021, Plaintiff began to grow worried about her son, so: she callcd the
pohce In early August 2021, Plaintiff reported Michael Gray missing. '

-14; Detecttvc Mark Francis was assigned to Plaintiff’s case. When Plamtlff recelved-' k

her son 'S bank statement in the mail, she forwarded it to Detective Mark Francis. The bank‘

statement showed that the last time Michael Gray used his bank was in early July ata7-11 on Elk
Horn Blvd. _ '

15. On August 13, 2021, around 12:00 PM, Plaintiff received a call from Detective
Mark Francis, who stated that he went to the 7-11 on Elk Hom Blvd and spoke to an individual
who remembered seeing Michael Gray. They stated that when Michael Gray left the store, he
passed out in the parking lot. Detective Mark Francis informed Plaintiff that her son was taken to
Mercy San Juan Medical Center in Carmichael and told Plaintiff to contact Gary Gibson who was
a hospital administrator. Detective Mark Francis also provided Plaintiff with a medical reference
number,

16. After her conversation with Detective Mark Francis on August 13, 2021, Plaintiff
called Mercy San Juan Medical Center and asked to speak with Gary Gibson. The woman who
answered the phone was frantic and stated that no one by the name of Gary Gibson worked at
Mercy San Juan Medical Center. Plaintiff called Mercy San Juan Medical Center again on August
13, 2021, but no one answered.

17.  On August 13,2021, Plaintiff received a call from a sheriff deputy who informed
her that Michael Gray was taken to Mercy San Juan Medical Center on July 10, 2021, where he
died of a heart attack. The sheriff deputy expressed her confusion as to why a coroner was not
called until August 13, 2021, when Michael Gray died on July 10, 2021. She also informed
Plaintiff that she obtained Plaintiff’s phone number from Michael Gray’s phone. ,

18. At this time, Plaintiff was in a state of shock and severe mental anguish. She could

not understand why she was not contacted when her son had his phone, wallet, ID, and with him

COMPLAINT FOR DAMAGES -3
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at the time of his death.

19..  On August 14, 2021, around 12:00 PM, Plaintiff and her son went to Mercy San .
Juan’ Medlcal Center to pick Michael Gray’s belongings. After three hours of wamng at the -
hospltal a security guard finally came out and gave Plaintiff a bag with a stlcker stating that the
bag contamed Mlchael Gray’s clothes, shoes, phone, and wallet. _ ‘

- 20.. _- When Plaintiff opened the bag, she found that Michael Gray s phone and wallet I
were mlssmg Plalnuff then called her father and asked him to speak with Detective Mark Francis .
and tell him that the phone and wallet were missing. Detective Mark Francrs gave Plalntlff’ S, |
father a phone number to call. ,

- : .21, " Plaintiff called the number provided by Detective Mark Francis and Gary Glbson
answered her call. Plaintiff’s father also called Gary Gibson and told him that he would send the
police to Mercy San Juan Medical Center if they did not receive Michael Gray’s phone and wallet.

22.  Gary Gibson then called Plaintiff and told her that he would bring her the phone
and wallet. At this point, the Plaintiff felt that Mercy San Juan Medical Center was trying to keep
these items from her. |

23.. Gary Gibson brought Plaintiff a bag with Michael Gray’s phone and wallet and
confessed to Plaintiff and her son that it was Mercy San Juan Medical Center’s fault that Plaintiff
was not contacted regarding the death of her son Michael Gray. Plaintiff responded by saying that
this was wrong and that she would do something about it. Gary Gibson told Plaintiff that she had
every right to do so. -

24, Plaintiff believed that Mercy San Juan Medical Center would have kept her son’s
phone and wallet if her father hadn’t threatened to call the police.

25.  Plaintiff asked Detective Mark Francis if he thought her son would still be missing
if she had not filed a report. He said yes.

26. Mercy San Juan Medical Center treated the decedent Michael Gray as a John Doe
despite having his cell phone and identification with his current home address.

27.  Mercy San Juan Medical Center put the decedent’s body into offsite storage where
it was neither autopsied nor preserved. . o '

28.  During the approximately one month that the decedent’s body was in storage,
Plalntlff Gray was beside herself with worry and fear for the fate of her son.

29. It was not until approximately one month after his death that the hospital made

COMPLAINT FOR DAMAGES - 4
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arrangements to have the decedent’s body picked up by the coroner due to the efforts of the sheriff
to locate the decedent on behalf of his family.

.30. - The Defendant, Mercy San Juan Medical Center, falled to handle and take care of
the body of the deceased Michael Gray. - :

31.  Plaintiff Gray was emotionally devastated and in shock upon learhing of Michael
Gray"s death a'hd then the breakdown and mishandling of her son’s body. She was not'::{ble to Say
her last goodbyes to her son nor have a celebration of Iife with an open casket' due to the state of
the decedent’s corpse. R R

32 To add msult to injury, Plaintiff contacted Dlgmty HeaIth the unwersnty aff llated '

-w1th Mercy San Juan Medical Center, about the negligence with which her deceased son was

treated. The hospital sent her a letter claiming that “a chaplain™ had called Plaintiff to-notify her |-
about the death of her son, but had mistakenly called the wrong number and failed to leave a
message or follow up. This unknown chaplain was never identified by the hospital. Dignity
Health’s claim that the hospital attempted to contact Plaintiff directly contradicts the statement of
Gary Gibson, who stated that the hospital was at fault for not contacting Plaintiff.

FIRST CAUSE OF ACTION
NEGLIGENCE
(Against ALL Defendants)

33.  Plaintiff realleges and incorporates by reference every allegation contained in this
Complaint as though fully set forth in this paragraph. o

34.  Plaintiff contends that Defendant Mercy San Juan Medical Center owed her a duty
to make reasonable efforts to locate the decedent’s next of kin and to take proper care of the
decedent’s remains, both of which they failed to do.

'35.  As has been noted, the California Legislature is “aware that for cultural and
religious reasons, the [interment] or other disposition of the deceased's body is an extremely
important emotional catharsis for the family and friends of the deceased.” (Shelton v. City of
Westminster (1982) 138 Cal. App. 3d 610, 625 [188 Cal. Rptr. 205] (dis. opn. of Wiener, 1.).)

, 36. . To this end, Health and Safety Code section 7100 provides that “[t]he right to
control the disposition of the remains of a deceased person, including the location and conditions

of interment, unless other directions have been given by the decedent, vests in, and the duty of

COMPLAINT FOR DAMAGES - 5
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interment and the liability for the reasonable costs of interment of the remains devolves upon the

{{ following in the order named: (4) The surviving competent parent or parents of the decedent. If .

one of the surviving competent parents is absent, the remaining competent parent shall be vested
w1th the rights and duties of this section after reasonable efforts have been unsucccssful in
locatlng the absent surviving competent parent.” '

- 37. " The court held in Davila v. County of Los Angeies (1996) 50 Cal. App- 4th 143,

'140 143, 57 Cal. Rptr 2d 651, the rights granted by the several statutes discussed above would

have no meaning unless they are read to impose upon the Coroner a duty to act with reasonablc
dlhgcnce in attcmptmg to identify a body placed in thelr custody and then to- attcmpt wn:h
reasonablc diligence to locate some family member. . . .

‘ 38.  -Plaintiff claims that she was harmed because Dcfcndant Mercy San Juan Medical
Center failed to act with reasonable diligence in attempting to identify a body placed in its custody
and failed to act with reasonable diligence to locate a family member.

39.  One alleged phone call is not reasonable diligence. The party that Mercy San Juan
Medical Center contacted may have not had that number any longer or, for that matter, check
their voicemail.

40.  As a proximate result of the Defendant’s breach of their duty, Plaintiff suffered
severe emotional distress and Defendant’s negligence was a substantial factor in causing
Plaintiff’s serious emotional distress. _

41.  As a further proximate result of the improper action and inaction of Defendants,
and_ eacl_1 of them, Plaintiff suffered great pain, including suffering, anguish, fright, horror,
nervousness, grief, anxiety, worry, shock, humiliation, and shame. The full nature and extent of
said injuries are not known to Plaintiff, and leave is requested to amend this complaint to conform
to proof at the time of trial. Plaintiff is informed and believes and thereon alleges that said injuries
are permanent and, by reason of the foregoing, Plaintiff has suffered general damages in an
unknown amount. .

42.  As a further proximate result of the improper action and inaction of Defendants,
and each of them, Plaintiff has incurred and will incur medical and other related expenses, the
full nature and extent and amount of which are not yet known to Plaintiff, and leave is requested

to amend this complaint to conform to proof at the time of trial.

COMPLAINT FOR DAMAGES - 6
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SECOND CAUSE OF ACTION
NEGLIGENT HIRING AND.SUPERV]SION ‘
(Against ALL'Defend'ant's) ‘

43.  PlaintifT realleges and incorporates by reference every allegatlon contamed in thls

Complamt as though fully set forth in this paragraph.

 44.  Defendants failed to take reasonable steps to ensure that thelr employees acted in

_accordance with the rights, duties, and responsibilities of a hosp|tal in their care of the remains of

a deceased loved one. A

" . 45. Defendants and each of them comlnifted ;the-n'egligetlce' gllege’d-'herein ageinst

Plaintiff maliciously, fraudulently, and oppressively with thewr_o.ﬁ'gful'ill_tent' of lnj'uring‘ Plaintiff
for an improper and evil motive which constitutes a malicious and conscious.disregar'd of
Plaintiff’s rights. Plaintiff is thereby entitled to punitive damages from Defendants in an amount

to be determined at trial.

THIRD CAUSE OF ACTION
NEGLIGENT MISREPRESENTATION
{Against ALL Defendants)

46.  Plaintiff realleges and incorporates by reference every allegation contained in this
Complaint as though fully set forth in this paragraph.

47.  As alleged herein, Defendants misrepresented to Plaintiff that they had contacted
her and the County coroner regarding the death of Michael Gray.

48.  Defendants, and each of them, committed said negligence alleged herein against
Plaintiff maliciously, fraudulently, and oppressively with the wrongful intent of injuring Plaintiff
for an improper and evil motive which constitutes a malicious and conscious disregard of
Plaintiff’s rights. Plaintiff is thereby entitled to punitive damages from Defendants in an amount
to be determined at trial.

o FOURTH CAUSE OF ACTION N
NEGLIFENT INFLICTION OF EMOTIONAL DISTRESS
(Against ALL Defendants)

49.  Plaintiff realleges and incorporates by reference every allegation contained in this

COMPLAINT FOR DAMAGES - 7
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Complaint as though fully set forth in this paragraph.

50. Plaintiff alleges, altematively, that Defendants, and each of them, knew or shouid
have known that their failure to exercise due care in domg the acts alleged above with respect to
Plaintiff would cause her severe emotional distress. As a proximate result of, the conduct of
Defendants, and each of them, and the consequences prqximately caused by it, as herein above
alleged, Plaintiff suffered severe emotional distress and mentﬁl suffering all to her damage in a
sum according to proof. o o

51.  Defendants, and each of thcm,‘ '._cc->ml.11itted 5ai_d_ hcgligént infliction of ‘emotional
distress alleged herein against Plaintiff _mﬁlicioﬁsiy, ~frau_du_l_f:n'tly., and':opprcssively with the
wrongful intent of injuring Plaintiff for an improper and evil motive which constitutes a malicious
and conscious diéregard of Plaintiff’s fights Plaintiff is thereby entitled to pumtlvc damages

from Defendants in an amount to be determined at trial.

PRAYER OF RELIEF
WHEREFORE, Plaintiffs pray for judgment and order as follows:
(1)  For general damages in an amount to be established according to proof at trial;
(2) For specific damages in an amount to be established according to proof at trial;
3) For costs of the suit;
(4)  Punitive and Exemplary Damages as allowed by law; and

(5) For such other and further relief as this Court deems just and proper.

JURY TRIAL DEMAND

Plaintiffs hereby demand a jury trial for all applicable claims set forth herein.

DATED: March 22, 2022 .. IARUSSO LEGAL, APC

By:

Michelle Iarusso, Esq
Attorney for Plaintiffs

COMPLAINT FOR DAMAGES - 8
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3052023286056 - CERTIFICATE OF DEATH 3202334013448

STATE OF CALIFORNA
LISE BLACK iyx ONLY / 0 ERASURES, W(MSD“H.TEMI‘HE

BTATE FILE NUMBER VE-11 [AEV A6 LOGAL REGISTRATION NUMBER
1. NAME OF DECEDENT- FIRET (Giver] 2. MIDOLE |3 LAST Famay)
N PHILLIP i - COSss -
Z [0 ALSO KNOWN AB - Incluge ol AR FIFST, MIDDLE, LABTT ; & DATE OF BIRTH mmvaa/ceyy | 5 AGE Yrs, |~ ELNDERCNEVEAR | UNOERJAHOURS 1 6, Sex
12/17/1956 R g R oSl Hrdl 11
% BIATH STATEFOREIGN COUNTRY 10, SOCIAL SECURTTY NUWBER | 11, EVER 1N U5 ARMED FORGES? | 12, MARTAL SYATUS/SRGR e a Do | 7 DATE OF BEATH miamieery 2 THOUR o]
UNK UNK [l [0 [X]ws| UNKNOWN 05/27/2023 0900
E 13. EDUCATION - bighemt LaveDe 14/15; WAS ATINDRY GHT (1 yes, see Y 'S RAGE - Up 10 3 races mary be listed [se0 worksheat on back]
8 |UNkNOWN  [[]=UNKNOWN (1| UNKNOWN
§ 17, USUAL GCGUPATIGN - Type of work 0 most of e, DO NOT USE FETRED | 18 KIND OF BUSINESS OR INDUSTRY (a.3. grocery slore. rasd conaincion, empicyment aguncy, sic) | 19, YEARS IN OGCUPATION
UNKNOWN | UNKNOWN £ UNK
20, DECEDENT'S RESIDENGE [S1r8at and number, of location) T g ;
UNK : ;
5 21 0y 22 COUNTY/PROVICE i 23, 2P CODE 24, YEARE IN COUNTY | 25, STATEFOREIGN COUNTRY
2| UNK ; UNK e 2 UNK CUNK- - [UNK
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§§ BHIL MANNING FUNERAL DIRECTOR ~|35QUINTA COURT SUITE'S, SACRAMENTS! CA 95823
28 NAME OF SURVIVING SPOUSE/SRDP"-FIRST 20. MIDDLE HEER 30, LAST BIATH NAME)
2 § UNKNOWN UNKNOWN UNKNOWN :
& % 31 NAME OF FATHER/PAHENT-FIRST : a2, MIDDLE St L | 39-LAST 34, BIFTH STATE
§| UNKNOWN ; ~ |UNKNOWN - | UNKNOWN UNK
g 35 NAME OF MOTHER/PARENT-FIST 36, WIDBLE I T T : 30, BIATH STATE
UNKNOWN 5 “JUNKNOWN UNKNOWN UNK
35. DISPOSITION DATE mmvidd/ceyy. | 40. PLAGE OF FINAL DISPOITION CRE MATlONS ON LY : A
E 01/02/2024 35 QUINTA COURT SUITE C, SACRAMENTO, CA 95823
E |41 TYPE OF DISPOSITIONSS] : : 42, SIGNATURE OF EMBALMER 43, LICENSE NUMBER
& | TEMPORARY ENVAULTMENT . » NOT EMBALMED _ )
g g 44 NAME OF FUNERAL ESTABLISHMENT 45, LICENSE NUMBER. msnmun:url._omnmrw = 2 47. DATE mmi/dd/ceyy
2 3| CREMATIONS ONLY. . |FD2208 » OLIVIA KASIRYE MD 8B | 011022024
s _|MEREY FGSPITAL OF FOLSOM '“ﬁ’fs’" ot EIEW-" [ﬁ"ﬂf “‘Eﬂ“’%:“ﬁ“&.m Efose
3 5 [Tos cousty .| 105 FAGIUTY ADDFESS OR LOGATION WHEFE FOUND [Streel and number, awm: 06, GITY
SACRAMENTO - |1650 CREEKSIDE DRIVE FOLSOM
T | 107. GAUSE OF DEATH "Entar the Chaif of avertts --- ISsas03. inysies, of Com o Tt Gructiy Caused death, DO NOT netr torrinal mverts ch Time miorval Boiween | 108, DEATH AEFCRTED TO CORCNG?
uumml.mmwm.mmmmmmmem DO NOT ABHREVIATE 0t 4 Dawtn MO
mveourecause  w SEPSIS : : D 1 .
Conmon osohiog = e - : ! HOANSE [ TR
p ® FAILURE TO THRIVE 2 S ety e
&qmu); :-r:“ : . E M_OS D ¥ES WO
&%t O METASTATIC BLADDER CANCER pen 10 AUTOPSY PERFORMED?

UNDERLYING A . : MOS D YES O
% v @m

intiated the events 0 11, USED I DETERMINING CAUSE?

"
resuiting in death) LAST e : S " : Dy;a Dm

N?. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RESULTING IN THE UNDERLYING CAUSE GIVEN ¥ 107

CAUSE OF DEATH
g
m
i
-
2

"bm OPERATION PERFORMED FOR ANY CONDITION.IN ITEM 107 OR 1127 (f yea, st type of operation and daie) 1134 GECEDENT PREGNANT IN LAST YEAR?

D\"ES ND DLM

116, LICENSE NUMBER | 117, DATE mm/dd/ccyy

114, | CERTIFY THAT T0) THE BEST OF MY KNOWLEDGE DEATH OCCURFED | 115, SIGNATURE AND TITLE OF CERTIFIER

gf et e vt om s | PTERRI ELLEN BIGLER, MD ¥ | a0 1209202

2 E A mmvdeccyy ?m mmddceyy 118, T\’FEAﬂEmmmmGAGAN PREET GARCHA MD
05/13/2023  |05/27/2023 1700 PRAIRIE CITY RD, FOLSOM, CA 95630
118 | CERTIFY THAT [N MY m”“mmwmmm“mm 120, INJURED AT WORKT 121 INJURY DATE menida/ceyy| 122. HOUR (24 Hours)
wnmurmmDNmuuu DMDW Ds.m Dm““ Drss DND Du.m !

123 PLAGE OF INJURY. 2.0., O, CONSILCTION Site, wooded anea, o0

124. DESCRIGE HOW INJURY OCCURRED (Evants which resulted in iury)

125. LOCATION OF INJURY {Street and numbaer, or location, and city, and zip)

COROMNER'S USE ONLY

126, SIGNATURE OF CORDNER / DEPUTY CORONER 127, DATE mendd/ccyy 128. TYPE NAME, TITLE OF COPOMER / DEPUTY CORONER
STATE |~ B c o E - 3 _ : FAX AUTH.# CENSUS TRACT
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BMD-003A

AT"ORNEY OR PARTY WITHOUT ATTORNEY STATE 3AR NUMBER: 221261 FOR COURT USE ONLY
naMe: Jamie A. Pearson, Esq.
FIRM NAME JBALDI & MCPqHF,RS()N ELECTRON 'c%h%a\;“ﬂhsn
STREET ADDRESS: 555 University Avenue, Suite 140 ‘ gewmy of Sacramento
ety SACRAMENTO state: CA  zipcone: 95825 09/30/2024
TELEPHONE NO (916) 265-4555 FAXNO: (916) 265-4568 M. Dysle
emAlL ADDRESS: Ismith@umllp.com ¥ - Copty
AT"ORNEY FOR (name) Petitioner Dignity Health dba Mercy San Juan Medical Center
SUPERIOR COURT OF CALIFORNIA, COUNTY OF SACRAMENTO

STREET ADDRESS: 334 Power Inn Road

VAILNG ADDRESS: 3341 Power Inn Road
CTY ANDZIP CODE: - Gacramento, 95826

BRANCGHINAME william R. Ridgeway Family Relations Courthouse
IN THE MATTER OF (name): CASE NUMSER
BRENDA L.S_ Z24FRO0zZ2Z91 2
DECLARATION IN SUPPORT OF PETITION TO HEARING DATE AND TIME CEFT
ESTABLISH FACT, TIME, AND PLACE OF DEATH

(Name of declarant): Laura Lukin

declares as follows:

1. | make the statements in this declaration based on my personal knowledge or on the contents of the documents identified in item 5.
("Personal knowledge" of a fact is knowledge that is not gained from another person's statements to you about that fact,)

2. a |am atleast 18 years of age.

b. I reside at (street address and cily): Work Address: 4400 Duckhorn Drive, Suite 200, Sacramento, CA 94834

County: Sacramento
3. (Name of deceased person): BRENDA L. S| NGB

approximately (time):12:46 [XJam [] pm on(date): 03/28/2023

State: California

died at
at the following place:

a. City, town, township, or other (identify “other”if known). Mercy San Juan Medical Center, 6501 Coyle Ave., Carmichael

b. [ X] County: Sacramento

¢ [__] State or province: Country:

State (U.S.): California

4. Facts showing when and where the person named in item 3 died and explaining how | have personal knowledge of those facts
are stated in the space below [ | are stated in Attachment 4 to this declaration.
(If you are relying solely on the contents of the documents identified in item 5, please advise in the space below.)

Ms. S died at Mercy San Juan Medical Center on March 28, 2023 and has been in the custody, control, and
possession of Petitioner since that time, No next of kin can be located. A death certificate is needed for her remains to

be released to the Coroner.

Page 1 of 2

Form Adoptea for Mandatory Use
Judicial Council of Calfor~ia
BVD-003A [Rev Septamoer 1, 2018]

DECLARATION IN SUPPORT OF PETITION TO
ESTABLISH FACT, TIME, AND PLACE OF DEATH

Health & Safety Code, §§ 103450-103490
WWW courts.ca gov
Westtaw Doc & Form Ruider
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BMD-003A

IN THE MATTER OF (nams): CARE NUMBER:

orenDA L. S

5. [XJ Attached are tue and correct coples of the folowing documants (check each box that spplies):

8. [ Police report dated (date of sach):

b, [[] Coroner's report dated (dale):
¢. [__) Private physician's report deted (date of each);

d. [CX] Other documenta dated (describe and give the date of each documant; “Olher documents” could include school or
college records, vaccinalion certificales and other medical records, employmenl records. documents showing sources of
support other than employment, family correspondance, dlarles, photographs, end olher similar famlly records).

Custodian of Records Declaration for Merey San Juan Medical Center records ptus Meroy San Juan Medical Center

records

[_] Confinued on Attachmant 54,

8. The death of the person named in item 3, or e date, tims, or place of death [X ] Isnot [ ] I8 Iimportant to a court case
or proceeding that s now pending and described below, (I you selected 'is, " briefly describe the proceeding and provide tho case
name and number, the name and address of the court where the proceeding is pending, the nemes of all parties lo the preceeding,
and the names. eddresses, and telephone numbers of their atlornays. Note: A caurt order made on @ patition under Health and
Sarety Caode sact/on 103480, et saq, may not be effective agalnst cleims of persons or organizationa not given notice of

the patition for the order,)

[] Continued on Attachment &,
7. Number of pages attached; 16
| declare under penalty of parjury undaer the laws of tha Stats of California that the foragolng 18 trie and corract.

oste: 4|21 I'LW
Laura Lukin, Reglonal Laboratory Support Supervisor for Pathology Services ’
& Decedent Affairs, on behalf of Patitioner Dignity Health dbe Mercy San * !Q A
. (HONATURY OF OECLARANT)

; (1¥PE OR SRINY NAME OF DECLARANT)
Juan Medical Canter

EVQHOTIA AN Dapiiny 3, 2018 ~ DECLARATION N SUPPORT.OF PETITION TO
ESTABLISH FACT, TIME, AND PLACE OF DEATH

Page2ql2
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McC-025
SHORT TITLE: IN THE MATTER OF BRENDA L. R0
ATTACHMENT (Number): 4
(Thig Altachment may be used with any Judictsl Courell form,)
I, LAURA LUKIN, declare as follows:
1. 1 aro employed by CommaounSpirit Health as Regional Laboratory Support Supervisor for Pathology Serviees and am Supervisor of

Decedent Affuirs, [ have held these positions since March of 2022, I make this declaration on the baxis nf imy own personal knowledge, and if ealled
upon to testify to the facts stated horein, T could and would competontly do so.

2. Part of my duties includo supervising the Regional Motgue {or the Sacramento arca CommonSpirit Hoal(t/Dignily Health hospitals, Meroy
San Juan Medical Center is ane of these hospitals, The morguo located within Mercy San Juan Medical Center Is very small. Becsuse of this,
CommonSpieil [lealth/Digaity Health hus contracted with Sucramento Mortuary Transport (“SMT") 10 transport deceased paticnts from Mercy San
Juan Medical Center to SMT's facility in South Sacramento until such time s the decessed patients can be roleased for their final reating places, The
deecased patients who have been moved to SMT's facility are stll) considered “patients” of CommonSpiritDignity Hoalth and remain within the
gysiem's custody end contral, A denth certificate is nccessary for aay decensed patient W be relessed from CommonSpirit Health/Digoity Health’s
cusindy and control and SMT's facllity,

3 [ am responsible for obtaining dedth cortificates for deceased CommanSpirit Health/Dignity Health patients who have been moved (o
SMT's hcilii. In order 16 accomplish this, it is necessary for me to access the medical vocords of the deceased Kunm. Therefore, | have access to

Brenda L, medicsl rocords from Mercy San Juan Medical Center, T have reviewed Ms, edical records, including those
medlcal rogords that have boea Included as supporting ovidence for this Petition, My personal knowledge of the date, lime, and plice of Ms,

cath are based on my reviow of the modics| racords attached to this Petition. The remains of Beenda L. :-m currently located
1 3 frollity, but romain withlo the custody end control of CommonSpirit Health/Digoity Health,

4 Bronda L. E died at Meroy Sun Juan Medical Cenlor, located at 6501 Coyle Avenus, Carmichacl, CA, 95608, on March 28, 2023,
She was brought into the Emergency Dopartment on the evening of March 27, 2023 after being found unresponsive at her hemodialysia eeater. M.
coded in the Emergency Departmont and was intubated. She passed away at 0046 hours on March 28, 2023.

¥ According to Ms, Httmdlng physician, the causcs of doath were: cardiopulmonacy arest (minutes); acute hypoxemic
respiratory failure requiring endotra intubation (hours); shock-hypavolemic versus septio (hours); and aculo to subacute infarct (days).

6. Ms, § had multiple previous presentations lo Mercy San Jusn Medies! Center prior to Mareh 27, 2023, In Jaauary of 2023, social
waorkers noted that Ma, d beon living in a Skilled Nursing Facility called Mission Carmichsol in ichac) since October of 2021, She

had been homoless for most of het lite. As of January 2023, Ms. kad hot teon hor hushand Shayme or 6 or 7 yours. He Isalso
homeless, Ms, named hee father-nslaw James § a4 surrogate decision maker, but when he wag contacted by hospital suff, he
sounded confused and sluted he did not know who Ms. was. She presented back (0 Mercy Sun Jusn Medicsl Center in February of 2023,
and n LoxisNexis sosrch did not find any family, Ms, returned in carly March of 2023, and sgain, no family contscts could be located,

7 On March 19, 2024, Decedent Affirs called husband Shnyno”- The telephono number was disconnected,
Decedent Affiirg also attempted to call Ms. “ fathervin-law, James, but his te » number was also disconnested, Decedeont Affairs
telephoned M. § primury care physician, Dr, Palskiy, at (916) 979-0621, in order to discover if' D, Palskiy had any other information on
Ms. S next of kKin or emergency comact. Decedent Affairs hud to leave a voice-muil mossnge No one from Dr. Polskiy's offlec ins

returmed the voiee-mail message.

8, The COVID-19 pandemic impacted the process of obtaining death certificates for CommonSpirit ifuuwmgnuy Heaith pationts. The
pandemic crested 8 backlog of patients being held at SMT's facility. This backlog, and the associated staf¥ing issues that nroge in crder to sddress the
backlog, are the reasone why Ms, - death certificite wax not entored withln a year of his death,

i 1 declare under penalty of perjury, under the lnws of the State of Californie, that the forcgoing I mue snd correct and that I executed this
declaration on theg_-]dny of Soptember, 2024, st Secramento, Culiforaka,

et LA[ !Lunal lekm =

\

(If tha tem that this Attachimen! concerns I8 made under penalty of perjury, all slatemaents in this \ Page | of |

1 3
Altachment ere made under penaa‘r).' of perjury:) (Add pages as requirad)
Foim Approved tos Qplionat Use ' ATTACHMENT waw.oUrtinfo Cagov

Va3 (R oty 1 2008 to Judiclal Councll Form Weski D om et




CUSTODIAN OF RECORDS DECLARATION

|, STEPHANIE GONZALES, declare as follows:

2 1 | make this declaration on the basis of my own personal knowledge, and if
called upon to testify to the facts stated herein, | could and would

competently do so.

2. | am an authorized custodian of records for the records maintained on
patients treated at Mercy San Juan Medical Center. My title is Manager of
Health Information Management.

3. A patient chart is maintained on each patient treated at Mercy San Juan
Medical Center. This chart is maintained by the Health Information
Management Department at Mercy San Juan Medical Center.

4. The documents and entries in documents pertaining to a patient are
prepared at or near the time of their occurrence by persons with
knowledge of the circumstances or events.

5. The Mercy San Juan Medical Center medical records attached to this
declaration are true and correct copies of documents from the patient
chart of Brenda L. S}, date of birth [} 1970, for care and
treatment she received at Mercy San Juan Medical Center in March of
2023. These records are maintained in the regular course of business by
Mercy San Juan Medical Center.

| declare under penalty of perjury, under the laws of the State of California, that
the foregoing is true and correct and that | executed this declaration on the ay of

September, 2024.
S@PH%IE GONZALES
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Notification of Death
03/28/23 00:46 PDT Performed by Ponce, Luig RN
—_— . Entered on 03/28/23 01:44 PDT
Notification

Notifications: Medical examiner, Organ bank, Other: Dr. radler to contact
spouse for notification of death

Pronouncad byt Radler, David

Contact Information: Unable to obtain

Potential Medical Examiner Casa: No

Comment: 0058 body released by White, Badge 38

Autopsy Requested: No ,

Candidate to Donate per QOrgan Banki Eyes, Tissue

Organ Donation Approval: Other: donor services will contact next of kin
Date/Time Organ Bank Notified: 03/28/23 01:20

Organ Bank Member Notified: Yolanda R

Ref # 1307347

Ralease of Remailns: Yes

Rolease of Decedent: Yes

Release of Remains ¢lesze. see W\]\ﬁ/{ SW V\Mjl'f, CQ“,Qﬂ{

Family consent signature:
Ie‘.am.'lly consent print: Al ?7/ M I’LL(

F;Am:lly consent date: 4

otln_ s \ere oliscenne oo,

Wi tness signature;

Witness consent print: L olge WW +o aall IP?-CS. "'5‘}‘99/

Witness consent date: PCP _Por /\/OC or e NCA  cayrtotéd-
Nelgane of Decedest VWO 4N also ofid bt Pk Yo
Mortuary rep sig:

M;)rtuary rap print; Dr‘ pb}stjj/ [7/‘6) q‘7 (7"@67/}

Mortuary zep date:

R;alaase Witness sig:

Raleadge Witnees print:

R;alease Witnaesg dates

MEBJ (Location:MS8J ED
ratient Name: SYNNE =RENDA L DOB / AGE / sEX: /70 53 Years ¢
Admitting Physician:
Admission Date / MRN / Financial Num: 03/27/23 10612506 117156414

Page 1 of 1

Print Date: (4/02/24

Print Time: 07:43 PDT
Printed by:Kulhavy, Sophie
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BMD-003A

ATTORNEY OR PARTY WITHOUT ATTORNEY
vavE: Jamie A. Pearson, Esq.
=irMNavE UBALDI & MCPHERSON
sTeeT aDDRESS: 555 University Avenue, Suite 140

ciiy SACRAMENTO stare CA zpcope 95825
TE.EPHONENO (916) 265-4555 FAXNO: (916) 265-4568

=vAlL ADDRESS: IsSmith@umllp.com

ATTORNEY FOR (name) Petitioner Dignity Health dba Mercy San Juan Medical Center

STATE BAR NUMBZR: 221261

SUPERIOR COURT OF CALIFORNIA, COUNTY OF SACRAMENTO
STREET ADDRESS: 3341 Power Inn Road
VALING ADDRESS 334] Power Inn Road
CITY ANDZIP CODE: gacramento, 95826
SRANGANAME william R. Ridgeway Family Relations Courthouse

FOR COURT USEONLY
ELECTRONICALLY FILED
Sugericr Court of California

ounty of Sacramento
10/23/2024
By: M. Dysle Deputy

IN THE MATTER OF (name):

ANTHOWEE . @000 ,
DECLARATION IN SUPPORT OF PETITION TO
ESTABLISH FACT, TIME, AND PLACE OF DEATH

| HEARING DATE AND TIME 129

CASE NUMBER:

24P RO0O321 35

10/31/2024  1:30pm

(Name of declarant). Laura Lukin

declares as follows:

1. | make the statements in this declaration based on my personal knowledge or on the contents of the documents identified in item 5.
("Personal knowledge” of a fact is knowledge that is not gained from another person's statements to you aboui that fact,)

2. a | am atleast 18 years of age.

b. | reside at (street address and city): Work Address: 4400 Duckhorn Drive, Suite 200, Sacramento, CA 94834

County: Sacramento

3. (Name of deceased person): ANTHONY [N ‘I

approximately (time): 6:52 [Jam [X] pm on(date): 03/14/2023

State: California

died at

at the following place:

a. City, town, township, or other (identify “other” if known)Mercy San Juan Medical Center, 6501 Coyle Ave., Carmichael

b. [ X ] County: Sacramento

¢. [__] State or province: Country:

State (U.S.): California

4. Facts showing when and where the person named in item 3 died and explaining how | have personal knowledge of those facts
are stated in the space below [y ] are stated in Attachment 4 to this declaration.
(If you are relying solely on the contents of the documents identified in item 5, please advise in the space below.)

I am relying solely on the contents of the documents identified in item 5 for information concerning the date, time, causc of
death for Mr. J-. Mr. - died at Mercy San Juan Mcdical Center on March 14,2023 and has remained in
Petitioner's custody, control, and possession since that date. Petitioner would like to refer this matter to the Coroner's Indigent
Cremation Program, but a death certificate is required in order for his remains to be relcased. See Attachment 4 for more

information.

Page 1of 2

Form Adop:ed for Mandatory Use
Judisial Council of California
BVD-003A [Rav September 1, 2018]

DECLARATION IN SUPPORT OF PETITION TO
ESTABLISH FACT, TIME, AND PLACE OF DEATH

Health & Safety Code, §§ 103450-102400
www.courls ca.gov
Whentlaw DX & Fom Buildur
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BMD-003A

N THE MATTER ms). CASE NUMDER:

ANTHONY ]

5 [X] Attached ace trua and correct copies of the following documents (check sach box thet applies);
a. [_| Pollce repont dated (date of sach):

b: [_] Coronar's report dated (dals):
c. [_] Private physiclan's repart dated (date of each):

d. [X] Other documants dated (descrive and give lhe dete of each document; "Other documants”™ could include school or
college records, vaceinetion certificales and other medical racords, employment records, documents showing sources of
support other than employment, family correspondsence, diaries, pholographs, and other similar family records).

Custodian of records declaration for Merey San fuan Medical Center records, plus Meroy San Juan Medical Center
records

[ Continued on Attachment 5d.

6. The death of the person named in item 3, or the date, ime. or placs of death (X | lanot [_] Is  Important to a court case
or proceading that is now pending and descrlbed below. (If you selecled s, "brloﬂy describe he proceading end pravide the case
name and number. the name and address of the court where the proceeding is pending, the names of all pariies to lhe proceeding,
and the names, eddresses, end telephone numbsrs of thelr altorneys, Nete: A court arder made on a petition under Health and
Safety Code seocllon 103480, at say., may not he effective against claims of persons or organixations not given notica of
the petition for the arder.)

[T Continued on Attachmant 8.
7. Number of pages attached: 12

| declare undar panalty of parjury under the laws of the State of Callfornla that the foregaing ts trua and correct,

o |0 23124

Laura Lukin, Regional Luboratory Suppoit Supervisor for Pathology Services &
Decedent Affairs, on behalf of Petitioner Digoity Health dba Mercy San Juan ’

(YYPE OR IRINT NM‘E OI‘ DECLARANT) i (RONATURE OF DECLARAMT)

Medical Center

DUOGIA Rov Beplmbe . 018 DECLARATION IN SUPRORT OF PETITION TO Pase 2012
ESTABLISH FACT, TIME, AND PLACE OF DEATH
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MC.026
sHORT TITLE: IN THE MATTER OF ANTHONY [N S CARRI-
o
ATTACHMENT (Numbet); 4
(This Attachment may be used with any Judiclal Counci! form }
[, LAURA LUKIN, declare us follows:
l | am employed by CommonSpirit Teatth gy Regional Laboratory Support Supervisor for Pathology Services and am Supervisar of

Decedent A ffairs. | have held these positions since March 012022, [ make this declaration on the busis o' my owa persoual knowledge, and if calted
upon to testify to the fucts stnted herein, T could and would competently do so.

2 Fart of my dutics include supervising the Regional Morgue for the Sacramento sren CommonSpirit Hulth/Digaity Health hospituls,
Mevcy San Juan Medical Center is one of these hospitals, The morgue located within Mercy Sen Juna Medical Center is very small. Begausg ofthis,
CommonSpirit Health/Dignity Hoalth has contracted with Sacramento Mortuary Veanspoit (“SM'I™} to teansport devensed putienis frum Murcy San
Juan Medicat Centor to SM'L”s facility in South Sscrumento until such tine as the deceased patients can be released for theiv final resting places,
The deceased paticits who have been moved (o SMT's facility are still cunsiderad “puticnts™ of CommonSpirit/Dignity Heallh and remain within
thie system's cusiody and control. A death certiffeate is necessary for iiny deceased patient to be released (rom CommonSpirit Health/Dignity
Health's custody ond control sud SMT"s fachlity.

| am responsible for obtaining death certificates for deceased CommonSpirit HealtvDignity Health paticuts who have been imoved to

?M'l s facility, In order to accomplish this, it is necessery for me to access the medicl records of (he deceased puticats. Theretore, | have ueeess ta
Anthony * medicul cccords from Mercy San Juan Medleal Center, | have reviewed Mr, #?l&‘dlcﬂl revords, inchiding those
records that have been ncluded a4 supporting evidence for this Petition. My personal kinowledge of the date, titne, and place of Mr. J* cleath

wre based on ray revicw ol the medical records attached to this Petition. The rempios of Anthony _rc currently focated ot s

fiieitity, but cemain within the oustady and eonirol of CommonSpirit Health/Dignity Health.

2023, Mr, was trunsfemed o Merey San Juan Medical Center from U.C. Davis Med Center on Feheoury 8, 2023, ofter heying suffered soing
sort o physical assault Urot restilbed in head tiema, He was 8 pstient for over a montit at Mercy San Juan Medical Center. At one point, his care and

4. Anlhoni_ﬂcd nt Mercy San Juan Medical Center, locoted uf 6501 Coyle Avenue, Canmichael. CA. 95608, on March 14,
team and his brother Raymond I mate the docision 0 place Mr. [JJJJJon vospico. Mr. I dicd o1 1852 hours on Murch 14, 2023.

5 His altending physicim listed the discharge diaguoses as cardiopulivonary grvest; [allure to theive, history of nonsustained venteleulur
tachycardia with clevatod troponin during his hospitafization at U.C, Davis Med Center, Please see the first page of Br. Mukiter's Discharge
Suminary for more detally, which is attached to my Declaration,

6. During Me. J hospitatization at Mercy San Juan Medical Center, hospital staffwere in contuct with his brother, Raymond
According Lo Rayrmand, Mr. hirs no children md ne spouse ar ex-spousses. Acconding o the social work notes. Mr. JJJJIkoted
he did amt have much contgel with Mr. hecause Raymond lived in downtown gnd had ne transportstion o see Mr. 1- and that travel

was diffleult beeause Raymond was disubled,

7. On Apl 1, 2024, Decedent ARales calied Ruymond [ « _ Raymond stated he was (he only family lefl, Ho
confinned he was disabled, and stalod he was not able (o use (ransportation. During the telephone call, it wes evident that Raymond - was

huying menory issues: he bad lapsés of memory during the tstophone cutl with Deccdent Affairs. (¢ is the intention of Decodent Affaiss o refer Mr.
*o the Coroner's indigent cremation progesm. Given brother Raymond memory issues. i is not elenc if Raymend con fill
out the torms required for the indigent cremation progeam, tn arder for Mr. meins (o by rclogsed, a death cerlificste is tequ

8 The COVID-19 pundemic impasted the pracess of ablaining death cerliftcatey for ConunonSpicit Health/Digally Health patiens. The
pindemic created a backlog of patients being held at SMT's facility, This backlog, end the associated stafing issues ot grose in arder W uddress
the hacklog, are the rensnng why Mr. .—iemh certificaty was nol entered within a yeur of his death,

I declare under penalty of perjury, under the Jaws of the State of Calltoraia, that the foregoing iy trie and correet and that T executed this

deelwation on the P day of Octaber, 2024, at $acrsmento, Califorin, ' ‘ ! L AA

“ LAURA LUKIN

(If the itamn that this Attachmant concerms is mads unter penelty of perjury. all statements in this Page |  of |
Attachrnan are mads under penaily of peijury.) (Add pages as required)
e e ATTACHMENT It b

MC-025 [Rev, July 1, Z08] to Judicial Cauncil Farm



CUSTODIAN OF RECORDS DECLARATION

|, STEPHANIE GONZALES, declare as follows:

Ts I make this declaration on the basis of my own personal knowledge, and if
called upon to testify to the facts stated herein, | could and would
competently do so.

2 | am an authorized custodian of records for the records maintained on
patients treated at Mercy San Juan Medical Center. My title is Manager of
Health Information Management.

3, A patient chart is maintained on each patient treated at Mercy San Juan
Medical Center. This chart is maintained by the Health Information
Management Department at Mercy San Juan Medical Center.

4, The documents and entries in documents pertaining to a patient are
prepared at or near the time of their occurrence by persons with
knowledge of the circumstances or events.

5. The Mercy San Juan Medical Center medical records attached to this
declaration are true and correct copies of documents from the patient

chart of Anthony [} . date of birth [}t 960. for care and
treatment she received at Mercy San Juan Medical Center in March of

2023. These records are maintained in the regular course of business by
Mercy San Juan Medical Center.

| declare under penalty of perjury, under the laws of the State of California, that
the foregoing is true and correct and that | executed this declaration on the Uoday of

September, 2024.

@ IE GONZALES






wotification of Death
03/14/23 19:35 PDT Performed by Watson, Allison
Entered on 03/14/23 19:37 PDT

03/14/23 23:53 PDT by Watson, Allison

03/14/23 23:53 PDT by Watson, Allison

03/14/23 21:18 PDT by Hanlon, Brigitte RN

03/14/23 21:25 PDT by Hanlon, Brigitte RN
Notificacion
Notifications: Other: Nurse Practitioner
Pronounced by: Baba, Demis
Date/Time of Death: 03/14/23 18:52
Name of Attending Notified of Death: Baba, Dennis
Date/Time Attending Notified of Death: 03/14/23 18:45
Relationship to Deceasged: Brother

Name of Family Member Notified of Death:' Raymond _ Desingr
Date/Time Famlly Notified of Death: 03/ 5

14
Family Phone Number Expiration Record: &
Contact Information: Yes
Potential Medical Examiner Case: No
Candidate to Donate per Organ Bank: Eyes, Tissue
Date/Time Organ Bank Notified: 03/14/23 21:24
Organ Bank Mambaer Notified: case #13061572
Release of Remalns: Yes
Release of Dacedent: Yes
Clothes Grid

Pants: To security

Oothexr: To security
Comment: shoes and belt

Release of Remains
F:m:lelzr-:!ozgent siq'r:.:ture- ?%:inay \{\N‘*QXQﬁS

Family consent print: LV\UU-{ CﬂM W QWM\(\Q’\ S’GU/‘QIS ///
 Soke\

ramily ¢onsent date:

Witness signature: AN A bc

Wwitness consent print: MMOW C@/\A ‘QQ %f df/)ch S\

J

Witmss congant date:

Releage of Dacedent
Mortuary rep sig:

Nortuary reép print:

M;ortuary rep date:

R.eloaee Witneme sig:

Release Witneas print:

MET ion:MSJ 5C x 5426 i A)
Patient Name; . ANTHONY “ / ace / sex: /60 64 vears M
Admitting Physician:

Admigssion Date / MRN / Financial Num: 02/08/23 10093435 117024562

Page 1 of 2

Print Date: 04/10/24
Print Time: 17:07 PDT
Printed by:Kulhavy, Sophie
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Patlent Name

Anthory SR S

DOB 1960
DOD/TOD 3/14/2023, 18:52
MRN 10093435

e 4/11/2024 Raymond , Brother

o Called brother, stated that his brother Anthony passed, and when | asked for
NOK he stated that he is the only one left in Callfornia, | am going to be referring
to the Coroner for indigent cremation, however it should be noted that Raymond
is disabled, unable to use transportation, and was having lapses of memory on
our phone call. Ha might be unable to fill out the indigent cremation forms.
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DocuSign Envelope ID: 0DADDC5C-DF10-41C3-8C16-52CF3E79C099

INDEPENDENT CONTRACTOR AGREEMENT (NON-CLINICAL, BA)
TRANSPORTATION AND STORAGE SERVICES AGREEMENT

THIS INDEPENDENT CONTRACTOR AGREEMENT (“Agreement”) is made and entered into by and
between the Dignity Health and/or Dignity Community Care affiliated entity(ies) identified in the Key Informational
Terms below (each, an “Affiliate”), and the independent contractor identified in the Key Informational Terms below
(“Contractor”). Contractor and Affiliate (each a “Party” and collectively the “Parties”) agree as follows:

KEY INFORMATIONAL TERMS

A. Dignity Health/Dignity Community Care B. Affiliate’s Notice Address.
Affiliate(s). Senior Director of Laboratories
Dignity Health, a California nonprofit public . Dignity Health Greater Sacramento Area
benefit corporation, doing business as Mercy San 4400 Duckhorn Drive, Suite 200
Juan Medical Center, Mercy General Hospital, and Sacramento, CA 95834
Mercy Hospital of Folsom.
L . Copy to: CommonSpirit Health Legal Team
Dignity Community Care, a Colorado nonprofit 3400 Data Drive
corporation, doing business as Methodist Hospital Rancho Cordova, CA 95670

of Sacramento and Woodland Memorial Hospital.

State in which Affiliates are located: California

(“State”)

C. Contractor’s Name and Description. D. Contractor’s Notice Address.
Mortuary Support Services of Northern California, 35 Quinta Court, Suite C
a California corporation, d/b/a Sacramento Sacramento, CA 95823
Mortuary Transport

E. Term. This Agreement commences on F. Without Cause Termination. Number of days’
October 1, 2021 (the “Effective Date”) and expires notice required for without cause termination: 30
on September 30, 2023 (the “Expiration Date”).

G. Parts. This Agreement is comprised of the
following parts:
(i) Part I Dignity Health/Dignity Community
Care Terms and Conditions
(ii) Part II Services and Fees
(i) Part III Business Associate Exhibit
(iv) Part IV Insurance Requirements

IN WITNESS WHEREOF, Affiliate and Contractor execute this Agreement as of the dates below.
AFFILIATE CONTRACTOR

Dignity Health, a California nonprofit public benefit Mortuary Support Services of Northern California,
corporation, on behalf of Mercy San Juan Medical a California corporation, d/b/a Sacramento Mortuary

Center, Mercy General Hospital, Mercy Hospital of ed by:
Folsom; and MM (,OR’MA:

Dignity Community Care, a Colorado nonprofit : == )
corporation, on behalf of Methodist Hospital of Printed Name: __Robert Michael Lofton

i i Title: President/CEO
ntesapd Woodland Memorial Hospital o “Sep 9, 2021
tdd Strwmwassr .

Printed Name: 'i“odd Strumwasser, MD

Title: SVP, Northern California Division
Date: Sep 11, ZUZ1

[248454].1317783 Page 1 of 12



DocuSign Envelope {D: 0ODADDC5C-DF 10-41C3-8C16-52CF3E79C089

Part1

INDEPENDENT CONTRACTOR AGREEMENT (NON-CLINICAL, BA)
DIGNITY HEALTH/DIGNITY COMMUNITY CARE TERMS AND CONDITIONS

1. CONTRACTOR’S OBLIGATIONS

1.1 Services. Contractor and/or employees or agents of Contractor that provide Services as defined below
under this Agreement or otherwise have access to Dignity Health or Dignity Community Care confidential
information (“Personnel”) shall perform the services set forth in Part II (the “Services”) in accordance with the
terms of this Agreement.

1.2 Time and Manner of Performance. Contractor shall ensure that only fully qualified Personnel perform
Services under this Agreement, and such Personnel shall perform Services diligently and in a timely manner,
according to the highest applicable standards. Affiliate reserves the right to refuse to use any Personnel assigned to
provide Services under this Agreement and to have removed from its premises any Personnel.

1.3 Warranties. Contractor represents and warrants that:

a. Contractor and Personnel, if applicable, have and shall maintain all licenses and/or certifications necessary
to do business and perform the Services in the State. Contractor shall provide Affiliate with a copy of such
license(s) upon request and shall promptly notify Affiliate in the event of any limitation or loss or termination of
such license(s) and certification(s).

b. Contractor and Personnel are not and at no time have been excluded from participating in Medicare,
Medicaid, or any other Federal healthcare program, as defined at 42 U.S.C. Section 1320a-7b(f) (each, a “Federal
Healthcare Program”). Contractor shall no less than monthly check the OIG List of Excluded Contractors and the
General Services Administration list of parties excluded from participation in Federal Healthcare Programs to ensure
that neither Contractor nor any Personnel appear on said lists. Contractor shall immediately notify Affiliate of any
threatened or actual exclusion from any Federal Healthcare Program. In the event that any Contractor or Personnel is
excluded from participating in any Federal Healthcare Program, this Agreement shall automatically terminate as of
the date of such exclusion (unless such Personnel is immediately removed from performing Services under this
Agreement). Contractor shall indemnify and hold harmless Affiliate for, from, and against any and all claims,
liabilities, losses, damages, penalties, and costs, including reasonable attorneys’ fees and costs, incurred by Affiliate
arising directly or indirectly, out of any violation of this Section by Contractor, or due to the exclusion of any
Contractor or Personnel from any Federal Healthcare Program.

c. Within 180 days prior to the Effective Date, Contractor engaged an independent entity to conduct
background screenings and Contractor and Personnel successfully passed in accordance with the standards set forth
in Appendix B of Dignity Health Policy 120.1.019, a copy of which is available from Affiliate. Contractor and
Personnel shall successfully complete such background screenings on an annual basis during the term hereof.
Contractor shall provide proof of compliance with this Section prior to commencing Services and no less than
annually thereafter.

d. No doctor of medicine, osteopathy, podiatry, optometry, dentistry, or chiropractic (or any family member
thereof) possesses any form of ownership or investment interest in Contractor. Contractor has no compensation
arrangement with any of the aforementioned medical professionals that in any way varies based upon the value or
volume of referrals or other business generated by such medical professional (or any family member) to Affiliate.

14 Laws and Standards. Contractor shall comply with the following, as amended from time to time, to the
extent applicable to the provision of Services under this Agreement: (a) Affiliate’s corporate integrity program and
any Dignity Health and/or Dignity Community Care Corporate Integrity Agreement(s), as applicable; (b) Dignity
Health and/or Dignity Community Care Standards of Conduct, as applicable; (c) all applicable federal, state, and
local laws and regulations (collectively, “Laws”); and (d) the policies, procedures, and rules of Affiliate (the
“Affiliate Rules”).

1.5 Medicare Records. To the extent required by Laws, Contractor shall make available, upon written request
from Affiliate, the Secretary of Health and Human Services, the Comptroller General of the United States, or any
other authorized agency, this Agreement and Contractor’s books, documents, and records (“Contractor’s Records”).
Contractor shall preserve and make available Contractor’s Records for a period of four years after the end of the
term of this Agreement. If Contractor is requested to disclose Contractor’s Records pursuant to this Section,
Contractor shall notify Affiliate of the nature and scope of such request, and Contractor shall make available to
Affiliate all such Contractor’s Records.
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1.6 Use of Affiliate Premises. Contractor shall not use any part of the Affiliate premises as an office for
private business. Contractor and Personnel shall only enter those areas of Affiliate’s facility that are necessary for
the performance of Contractor’s Services.

1.7 Health Screening and Immunization. If the provision of Services requires Contractor and/or Personnel to
be present in a clinical procedural area or to have direct contact with patients, Contractor, at Contractor’s expense,
shall assure that Contractor and all Personnel meet all health screening and immunization requirements in
accordance with Affiliate’s policies prior to providing Services. Contactor shall provide written documentation of
compliance with this Section prior to commencing Services and at least annually thereafter.

2. COMPENSATION

2.1 Reports. Contractor shall submit to Affiliate, on a periodic basis as agreed by the Parties, a report in a form
reasonably acceptable to Affiliate that accurately documents Services provided by Contractor (the “Report”).

2.2 Payment. Affiliate shall, within 30 days after receiving an undisputed Report, pay to Contractor the fees
set forth in Part II for Services performed by Contractor.

2.3 Sole Compensation. Contractor agrees that the compensation, as specified above, is the sole and exclusive
compensation for Services provided pursuant to this Agreement.

3. TERMINATION

3.1 Termination Without Cause. Each Party may terminate this Agreement without cause, expense, or
penalty effective upon expiration of the number of days’ prior written notice set forth in Section F of the Key
Informational Terms above.

3.2 Termination Upon Breach. Each Party may terminate this Agreement upon any breach by the other Party
if such breach is not cured to the satisfaction of the non-breaching Party within 10 days after written notice of such
breach is given by the non-breaching Party.

33 Effect of Termination or Expiration. Upon termination or expiration of this Agreement, all rights and
obligations of the Parties shall cease except those rights and obligations that have accrued and remain unsatisfied
prior to the date of termination or expiration, and those rights and obligations that expressly survive termination or
expiration of this Agreement. The following Sections of this Part I shall survive expiration or termination of the
Agreement: 1.5 (Medicare Records), 4 (Protected Information), 5 (Insurance and Indemnification), 6.3 (Dispute
Resolution), and 6.8 (Notices).

4. PROTECTED INFORMATION
4.1 HIPAA. Contractor shall be a business associate of Affiliate and comply with the HIPAA provision set

forth in Part III.
4.2 Confidential Information. Contractor shall not use or disclose any Confidential Information (as defined

below) for any purpose not expressly permitted by this Agreement without the prior written consent of Affiliate.
Contractor shall protect Confidential Information from unauthorized use, access, or disclosure with no less than
reasonable care. “Confidential Information” means any proprietary or confidential information of Affiliate or any
other Dignity Health and/or Dignity Community Care affiliate, any Affiliate patient’s protected health information,
as defined by HIPAA, and any information, records, and proceedings of Affiliate and/or Medical Staff committees
and peer review bodies. Confidential Information also includes proprietary or confidential information of any third
party that may be in Affiliate’s possession.

4.3 Work Product. Contractor acknowledges and agrees Affiliate shall have sole title to and exclusive
ownership of all reports, deliverables, and other work product (collectively the “Work Product’). The Work Product
shall be deemed a “work made for hire” as that term is defined under Section 101 of the U.S. Copyright Act and
Affiliate shall be considered the person for whom the work was prepared for the purpose of determining authorship
of any copyright in the Work Product. To the extent a Work Product is not a work made for hire under U.S law or
any other jurisdiction, Contractor hereby assigns all right, title, and interest in the Work Product to Affiliate and
retains no interest therein. Contractor agrees to execute any instruments requested by Affiliate during or after
completion of the Services to (i) transfer to Affiliate any rights Contractor may retain in the Work Product, and (if)
enable Affiliate perfect its rights, title, and interest in the Work Product.
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5. INSURANCE AND INDEMNIFICATION

5.1 Insurance Requirements. Contractor shall comply with the insurance requirements set forth in Part IV of
this Agreement.

5.2 Mutual Indemnification. Each Party shall defend, indemnify, and hold the other Party harmless for, from,
and against any and all claims, liabilities, losses, damages, penalties, and costs, including reasonable attorneys’ fees
and costs, incurred by the indemnified Party and arising out of or resulting from any actual or alleged (a) negligent
or willful acts or omissions, (b) breach of this Agreement, or (c) violation of Laws, by the indemnifying Party or the
indemnifying Party’s employees or agents. This Section 5.2 shall not apply to any action brought by one Party
against the other Party.

6. MISCELLANEOUS PROVISIONS

6.1 Assignment. Except for the foregoing, Contractor may not assign or transfer its rights and duties under
this Agreement without first obtaining the written consent of Affiliate. This Agreement shall be binding upon the
parties hereto and upon their successors, and, subject to the terms and conditions hereof, their assigns.

6.2 Counterparts. Signatures. This Agreement may be executed in multiple counterparts, each of which shall
be deemed an original but all of which together shall constitute one and the same instrument. When signed in pen
ink, this Agreement may be delivered by facsimile or by scanned email attachment, and said copies shall be treated
as original, Amendments to this Agreement shall be similarly executed by the Parties.

6.3 Dispute Resolution. In the event of any dispute or claim arising out of or related to this Agreement (each, a
“Dispute”) the Parties shall, as soon as reasonably practicable after one Party gives written notice of a Dispute to the
other Party (the “Dispute Notice”), meet and confer in good faith regarding such Dispute at such time and place as
mutually agreed upon by the Parties. If any Dispute is not resolved to the mutual satisfaction of the Parties within 10
business days after delivery of the Dispute Notice (or such other period as may be agreed upon by the Parties in
writing), the Parties shall submit such Dispute to arbitration conducted in the County in which Affiliate is located by
JAMS, Inc. in accordance with its commercial arbitration rules. The Parties waive the right to seek specific
performance or any other form of injunctive or other equitable relief or remedy arising out of this Agreement, except
that such remedies may be utilized for purposes of enforcing this Section 6.3 and Sections 1.5 (Medicare Records)
and 4 (Protected Information) of this Part I. The prevailing party shall be entitled to reasonable attorney's fees, costs,
and necessary disbursements, in addition to any other relief to which that Party may be entitled. All disputes shall be
governed by the laws of the State.

6.4 Entire Agreement, Amendment. This Agreement is the entirc understanding and agreement of the Parties
regarding its subject matter, and supersedes any prior oral or written agreements, representations, or discussions
between the Parties with respect to such subject matter. This Agreement may be amended only by mutual agreement
set forth in writing, signed and dated by the Parties.

6.5 Independent Contractor. The Parties shall at all times be independent contractors in performing under
this Agreement.

6.6 No Conflicting Obligations. Contractor represents and warrants that it is not a party to any arrangement
that may materially interfere with Contractor’s obligations under this Agreement, and Contractor shall immediately
notify Affiliate if Contractor becomes involved in any such arrangement.

6.7 Non-Discrimination. Contractor and Affiliate shall be in full compliance with Section 504 of the
Rehabilitation Act of 1973, Titles VI and VII of the 1964 Civil Rights Act, and regulations issued pursuant thereto.
Neither Contractor nor Affiliate shall differentiate or discriminate in the provision of services on any basis
prohibited by Laws or Affiliate Rules.

6.8 Notices. Notices under this Agreement shall be given in writing and delivered by either: (a) personal
delivery, in which case such notice shall be deemed given on the date of delivery; (b) next business day courier
service (e.g., FedEx, UPS, or similar service), in which case such notice shall be deemed given on the business day
following the date of deposit with the courier service; or (¢) U.S. mail, first class, postage prepaid, registered or
certified, return receipt requested, in which case such notice shall be deemed given on the third business day
following the date of deposit with the United States Postal Service. Notices shall be delivered to the notice
addresses set forth in the Key Informational Terms above.
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6.9 Referrals. Nothing in this Agreement or in any other written or oral agreement between Affiliate and
Contractor contemplates or requires the admission or referral of any patients or business to Affiliate or any affiliate
of Affiliate.

6.10 Waiver. No delay or failure to require performance of any provision of this Agreement shall constitute a
waiver of such provision or any other provision. Any waiver granted by a Party must be in writing and shall apply
solely to the specific instance expressly stated.

6.11 California Title 22 Compliance. If Affiliate is an acute care hospital located in California only: Without
limiting the obligations of Contractor, Affiliate shall retain administrative responsibility for its operation, as required
by Title 22, California Code of Regulations, Section 70713.
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Part I1

INDEPENDENT CONTRACTOR AGREEMENT (NON-CLINICAL BA)
SERVICES AND FEES
a. Description of Services.

Upon Affiliate’s request, Contractor shall transport human remains between the Affiliates and/or between
an Affiliate and an autopsy services provider contracted with the Hospital, and/or provide or arrange for the
storage of human remains at a storage facility that is properly licensed and operated under the laws of
California (the “Services”). Affiliate may request the Services by telephone call to Contractor. Contractor
shall make best efforts to arrive at Affiliate to pick up the human remains within twenty-four (24) hours of
receiving Affiliate’s request, and shall transport and deliver the human remains to the drop-off location
designated by Affiliate, and/or provide or arrange for the storage of the human remains.

b. Fees.

Affiliates shall pay Contractor for the Services in accordance with the fee schedule below. No guarantee is
made by Affiliates as to the quantity of Services to be performed under this Agreement. In addition, each
Affiliate in its sole discretion reserves the right to retain other individuals or companies to provide similar
services.

Fee to transport deceased between Affiliate, between an Affiliate and an autopsy services provider contracted with
Affiliate, or between an Affiliate/contracted autopsy services provider and Contractor’s contracted licensed storage
facility (based on body weight)

Removal Fees, per decedent, based on deceased’s weight:

Less than 300 Ibs (includes transportation to refrigeration facility) $100.00

300 1bs and over (includes transportation to refrigeration facility) $185.00

Daily Storage fee to store deceased at Contractor’s contracted licensed storage facility:

Per decedent, per day, up to 60 days (begins on day of removal) $15.00
Per decedent, per day, greater than 60 days (begins on day 61 of storage) $0.00
Inter-Facility Transfer (between Affiliates), per decedent $100.00
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Part III

INDEPENDENT CONTRACTOR AGREEMENT (NON-CLINICAL BA)
BUSINESS ASSOCIATE EXHIBIT

The parties agree that, under this HIPAA Business Associate Exhibit, Mortuary Support Services of Northern
California (“Business Associate”) shall have all the rights and obligations of a “Business Associate” as defined in
HIPAA (defined below), and Mercy General Hospital, Mercy San Juan Medical Center, Mercy Hospital of Folsom,
Methodist Hospital of Sacramento, and Woodland Memorial Hospital, each a member of the CommonSpirit Health
Organized Health Care Arrangement (OHCA) (“Covered Entity”) shall have all the rights and obligations of a
“Covered Entity,” as defined in HIPAA. This Exhibit will apply to all services Business Associate provides now or
in the future to Covered Entity and to CommonSpirit Health OHCA members. The OHCA members are listed at
https://www.catholichealthinitiatives.org/content/dam/chi-national/website/corp-resp-
/11.16.20%20CommonSpirit%20Health%200HCA %20November%2016%202020.pdf

1. General Provisions, Including Definitions. This Exhibit is intended to apply to all services provided to
Covered Entity by Business Associate under the Agreement (defined below), whether or not such engagement has
been formally reduced to writing, and this Exhibit supersedes any form of business associate agreement or provision
that the parties may have heretofore entered into with respect to the subject matter herein. The provisions of this
Exhibit shall remain effective as long as Business Associate creates, receives, maintains or transmits PHI on behalf
of Covered Entity, no matter whether the Agreement (as defined below) remains effective or not. All capitalized
terms not defined in this Exhibit shall have the meaning ascribed to them by HIPAA, including Business Associate,
Covered Entity, Data Aggregation, and Designated Record Set.

(a) “Agreement” shall mean the agreement to which this Exhibit is attached or incorporated within
by reference.
(b) “Breach” shall mean the acquisition, access, Use, or Disclosure of PHI in a manner not permitted

under the HIPAA Privacy Rule which compromises the security or privacy of the PHL

(c) “California Breach” shall mean, with respect solely to information created, received, maintained,
or transmitted by Business Associate from or on behalf of any California facilities, the unlawful or unauthorized
access to, and use or disclosure of, Individuals’ medical information, as the term “medical information” is defined at
California Civil Code Section 56.05.

(d) “HIPAA” shall mean the Health Insurance Portability and Accountability Act of 1996 (Public
Law 104-191), Title XIII of the American Recovery and Reinvestment Act of 2009 (Public Law 111-005), and the
rules, guidance and regulations promulgated thereunder, as amended from time to time, including 45 Code of
Federal Regulations, Parts 160 and 164.

(e) “Individual” shall have the meaning given to such term under HIPAA and shall include a person
who qualifies as a personal representative.

® “Protected Health Information” (“PHI”) shall have the meaning given to such term under
HIPAA, limited to the information created, received, maintained, or transmitted by Business Associate from or on
behalf of Covered Entity. PHI includes, without limitation, electronic PHI (“ePHI™).

(€4) “Secretary” shall mean the Secretary of the U.S. Department of Health and Human Services or
her/his designee.
(h) “Unsuccessful Security Incident” shall mean any attempted but unsuccessful access of system

operations in an information system by a Packer Internet Groper (PING) program or other broadcast attacks on
Business Associate’s firewall, port scans, unsuccessful log-on attempts, denial of service attacks, and any
combination of the above, so long as no such incident results in unauthorized access, acquisition, Use, or Disclosure
of PHI.

(i) “State” shall mean the state in which Covered Entity is located. If this Exhibit applies to more
than one Covered Entity, as indicated in the opening paragraph, in more than one state, “State” shall mean the state
in which each Covered Entity is located, respectively.
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@ “Subpart E” shall mean 45 Code of Federal Regulations, Part 164, Subpart E, which consists of
Sections 164.500 et seq., as amended from time to time.

2. Permitted Uses and Disclosures by Business Associate

(@) For Covered Entities. Except as otherwise limited in the Agreement and this Exhibit, Business
Associate (i) shall create, receive, maintain, transmit, access, Use or Disclose PHI for the benefit of Covered Entity
and to perform functions, activities, or services as specified herein and any other agreements between the parties
involving PHI, and (ii) shall not Use or Disclose PHI in a manner that would violate HIPAA if done by Covered
Entity. To the extent Business Associate is to carry out one or more of Covered Entity’s obligations under Subpart
E, Business Associate shall comply with the requirements of Subpart E that apply to Covered Entity in the
performance of such obligations.

(b) Minimum Necessary. Business Associate shall request, Use, or Disclose only the minimum
amount of PHI necessary to perform the specified functions, activities or services, in accordance with HIPAA’s
minimum necessary requirements. In the event of inadvertent access by Business Associate to more than the
minimum necessary amount of Covered Entity’s PHI, Business Associate will: (i) treat all such PHI in accordance
with the Agreement and this Exhibit; (ii) promptly notify Covered Entity, in accordance with Section 3(d) below, of
such access; (iii) erase, delete, or return such PHI as quickly as possible; and (iv) take all necessary actions to
prevent further unauthorized access to PHI beyond the minimum necessary amount.

() Management of Business Associate. Except as otherwise limited in the Agreement and this
Exhibit, Business Associate may Use or Disclose PHI for its proper management and administration or to carry out
its legal responsibilities, provided that (i) the Disclosure is required by law, or (ii) Business Associate obtains
reasonable assurances from the person to whom the PHI is Disclosed that such information shall remain confidential
and be Used or further Disclosed solely as required by law or for the purpose of assisting Business Associate to meet
Business Associate’s obligations under the Agreement. Business Associate shall require any person to whom PHI is
Disclosed under this Subsection to notify Business Associate of any instance of which it is aware in which the
confidentiality or security of the PHI has been breached or its integrity compromised.

(d) Data Aggregation. Business Associate may Use PHI to provide Data Aggregation services solely
for Covered Entity, consistent with HIPAA.

(e) Compliance with State Laws. Business Associate may Use, Disclose and access PHI only as
permitted by State law, unless such State law is contrary to HIPAA and is preempted by HIPAA in accordance with
45 Code of Federal Regulations Sections 160.201 et seq.

3. Obligations of Business Associate

(a) Use and Disclosure. Business Associate shall not Use or Disclose PHI other than as permitted or
required by the Agreement, this Exhibit, or as required by law.

(b) Safeguards. Business Associate shall use appropriate safeguards to prevent Use or Disclosure of
PHI other than as provided for by this Exhibit. Business Associate shall implement administrative, physical and
technical safeguards that reasonably and appropriately protect the confidentiality, integrity and availability of PHI
that it creates, receives, maintains, or transmits on behalf of Covered Entity. If Business Associate conducts credit
card transactions (i) such safeguards shall consist of or include the recommendations of the Payment Card Industry
Data Security Standards, found at https://www.pcisecuritystandards.org and (ii) Business Associate shall not store
security code (i.e., CVC) information or credit card information in any form. Also, if Business Associate regularly
extends, renews, or continues credit to individuals, or regularly allows individuals to defer payment for services,
including setting up payment plans in connection with one or more covered accounts, as the term is defined by the
Federal Trade Commission’s Red Flag Rules, Business Associate warrants that it shall comply with the Red Flag
Rules and, specifically, have in place and implement a written identity theft prevention program designed to
identify, detect, mitigate, and respond to suspicious activities that could indicate that identity theft has occurred in
Business Associate’s business practice.

(c) Mitigation. Business Associate shall promptly mitigate, at Business Associate’s expense and to
the extent practicable, any harmful effect of a Use or Disclosure of PHI by Business Associate in violation of this
Exhibit. Such mitigation shall be done with the advice and close cooperation of Covered Entity.
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@ Notify Covered Entity. Business Associate shall promptly notify Covered Entity by telephone
and by email of any Security Incident, Breach, or California Breach in writing in the most expedient time possible,
and not to exceed five (5) calendar days in the event of a Security Incident, Breach or California Breach, following
Business Associate’s initial awareness of such Security Incident, Breach, or California Breach. Notwithstanding any
notice provisions in the Agreement, such notice shall be made to CommonSpirit Health’s Chief Privacy Officer, at
both the phone number and email below. Without limitation, Security Incidents shall include ransomware attacks
and Business Associate’s knowledge of other types of infectious malware on Business Associate’s computer
systems. However, this Section constitutes advance and ongoing notice of Unsuccessful Security Incidents, for
which no further notice is necessary. Business Associate shall cooperate in good faith with Covered Entity in the
investigation of any Breach, California Breach, or Security Incident.

Any notice required under this BAA to be given to a party shall be made to:

If to Covered Entity: If to Business Associate:
Dignity Health Mortuary Support Services of Northern California
Attn: Privacy Officer Attn: President/CEO
Telephone No.: 760-608-3504 Telephone No.: 925-354-3011
Email: PrivacyOffice(@commonspirit.org Email: Michael{@mssnorcal.com
(e) Risk Assessment and Breach Notification. Following receipt of notification from Business

Associate of a Breach or California Breach, Covered Entity shall ensure a Breach risk assessment is conducted to
determine whether PHI has been compromised and notification to affected Individuals is required. Business
Associate shall cooperate with Covered Entity in the investigation of the event, the conduct of a Breach risk
assessment, and notification of Individuals as required by HIPAA. Covered Entity may delegate any or all aspects
of the investigation, Breach risk assessment, and notification of Individuals to Business Associate. If Business
Associate will provide any required notification(s), Business Associate shall provide such notification timely and
provide Covered Entity with documentation of Business Associate’s actions, including documentation of the names
and addresses of those to whom the notifications were provided.

43 Cloud Services. Business Associate may use a subcontractor for data hosting, where such
subcontractor receives, has access to, creates, maintains, or transmits PHI (a “Cloud Service Provider™), only on
the following conditions: (i) Use of the Cloud Service Provider is subject to prior approval by Covered Entity, which
approval will require a cybersecurity risk assessment, in which Business Associate will co-operate in gathering
information and documentation, and (ii) Use of a Cloud Service Provider is contingent on Business Associate
committing contractually to be responsible for its own adherence to certain minimum security standards of Covered
Entity and Business Associate’s truthful representation that it has contractually obligated its Cloud Service Provider
to adhere to the minimum security standards of Covered Entity.

(g Access. If Business Associate holds PHI in Designated Record Sets as determined by Business
Associate or Covered Entity, Business Associate shall provide prompt access to the PHI to Covered Entity whenever
so requested by Covered Entity, or, if directed by Covered Entity, to an Individual in order to meet the requirements
of HIPAA and State Law, as applicable. If requested, such access shall be in electronic format. If an Individual
requests directly from Business Associate: (i) to inspect or copy his/her PHI, or (ii) Disclosure of PHI to a third
party, Business Associate shall promptly notify Covered Entity’s Chief Privacy Officer of such request in
accordance with Section 3(d) above and await such officer's denial or approval of the request.

(h) Amendments. Business Associate shall promptly make amendment(s) to PHI requested by
Covered Entity and shall do so in the time and manner requested by Covered Entity to enable it/them to comply with
HIPAA and State Law, as applicable. If an Individual requests an amendment to his/her PHI directly by Business
Associate, Business Associate shall promptly notify Covered Entity’s Chief Privacy Officer of such request in
accordance with Section 3(d) above and await such officer's denial or approval of the request.

(i) Internal Records. Business Associate shall promptly make its internal practices, books, and
records relating to the Use, Disclosure, or security of PHI that Business Associate received from, maintained or
created for or on behalf of Covered Entity, available to the Secretary, in a time and manner designated by the
Secretary, to enable the Secretary to determine compliance with HIPAA.

G) Accountings. Business Associate shall document all Disclosures of PHI and information related
to such Disclosures as required under HIPAA in order that it may provide an accounting of such Disclosures as

[248454].1317783 ’ Page 90of 12



DocuSign Envelope ID: 0DADDCS5C-DF10-41C3-8C16-52CF3E79C089

Covered Entity directs. Business Associate shall: (i) Provide an accounting as required under HIPAA to those
Individuals who direct their requests to Business Associate; or (ii) Provide the accounting information required
under HIPAA to Covered Entity, if so requested, in the time and manner specified by Covered Entity.

& Destruction. If, during the term of the Agreement, Business Associate wishes to destroy the PHI,
it shall notify Covered Entity in writing about its intent to destroy data at least ten (10) business days before such
date of destruction and shall comply with the requirements for destruction of PHI found in Section 5(a) of this
Exhibit. If Covered Entity requests the return of any PHI, Business Associate shall comply as requested.

()] HIPAA Compliance. Business Associate shall comply with 45 Code of Federal Regulations Part
164, Subpart C with respect to ePHI. Business Associate shall maintain policies and procedures, conduct ongoing
risk assessment and risk management of its security program, identify a security official, and train and discipline its
work force in compliance with the relevant portions of the Privacy and Security Regulations. Covered Entity shall
have the right to request written copies of Business Associate’s policies, procedures, programs, and training
materials no more often than once per calendar year and Business Associate shall provide all such requested
information within fifteen (15) business days of any request by Covered Entity. Business Associate shall maintain
all documentation required under HIPAA for a period of six (6) years.

(m) Business Associates. Business Associate shall ensure that any agent, including a subcontractor,
that creates, receives, maintains, or transmits PHI on behalf of Business Associate, agrees in a written contract with
Business Associate to the same restrictions and conditions that apply to Business Associate with respect to such
information. In performing services under this Exhibit, Business Associate shall use agents, employees or
subcontractors that are domiciled only within the United States of America and its territories. Notwithstanding
anything to the contrary in the Agreement or this Exhibit, Business Associate shall not use any agent or
subcontractor to perform any service requiring access to PHI under this Exhibit without the express written consent
of an authorized representative of Covered Entity.

(n) Sale of PHI. Except as otherwise permitted by HIPAA, Business Associate shall not directly or
indirectly sell or receive remuneration in exchange for any of Covered Entity’s PHI unless Covered Entity or
Business Associate, with Covered Entity’s express written consent, obtains a valid, signed authorization from the
Individual whose PHI is at issue that specifically allows that Individual’s PHI to be further exchanged for
remuneration by the entity receiving the PHI.

4, Effect of Breach of Obligations. If Business Associate breaches any of its obligations, Covered Entity
shall have the option to do the following:

(a) Cure. Provide Business Associate an opportunity to cure the breach, to the extent curable, and
end the violation within a reasonable time specified by Covered Entity. If Business Associate does not cure the
breach or end the violation as and within the time specified by Covered Entity, or if the breach is not curable,
Covered Entity may terminate its obligations to Business Associate, including, but not limited to, its future payment
obligations, if any, and obligations to provide information, materials, equipment or resources to Business Associate;
or

(b) Termination. Immediately terminate the Agreement and any other agreements between Business
Associate and Covered Entity involving PHI, if Covered Entity reasonably determines that Business Associate: (i)
has acted with gross negligence in performing its obligations; (ii) is itself or causes Covered Entity to be in violation
of the law; (iii) willfully has violated or is violating the privacy and security provisions of this Exhibit or HIPAA; or
(iv) is unable to provide, if requested, written assurances to Covered Entity of its ability to protect the confidentiality

and security of the PHI.
S. Effect of Termination
(a) Disposition of PHI. Upon termination of this Exhibit and subject to Section 5(b) below, Business

Associate shall promptly return to Covered Entity a copy of all PHI, including derivatives thereof, and shall take all
reasonable steps to promptly destroy all other PHI held by Business Associate by: (i) shredding; (ii) securely
erasing, or (iii) otherwise modifying the information in those records to make it unreadable or undecipherable
through any means. This provision shall apply to all PHI in the possession of Business Associate and agents of
Business Associate. At Covered Entity’s request, Business Associate shall certify in writing that it has complied
with the requirements of this Section.

(b) Infeasible; Survival. If Business Associate believes the retumn or destruction of PHI is infeasible,
Business Associate shall promptly notify Covered Entity of the conditions that make such return or destruction
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infeasible. Upon mutual determination by the parties that return or destruction of PHI is infeasible, the obligations
of Business Associate under this Exhibit shall survive the termination of this Exhibit. Business Associate shall limit
the further Use or Disclosure of all PHI to the purposes that make its return or destruction infeasible. If Business
Associate subsequently wishes to destroy PHI, Business Associate shall notify Covered Entity in writing about its
intent to destroy data at least ten (10) business days before such date of destruction and shall comply with Section
5(a) above. If Covered Entity requests the return of any PHI, Business Associate shall comply as requested.

6. Credit Monitoring. In the event that either Covered Entity or Business Associate is required by law to
notify Individuals whose PHI was inappropriately accessed, Used, or Disclosed by Business Associate, its
employees, subcontractors, or its agents, and the PHI contains: (i) the Individual’s first initial or first name, last
name, and social security number; (ii) the Individual’s first initial or first name, last name, and driver’s license or
state identification card; (iii) the Individual’s first initial or first name, last name, account number, credit or debit
card number, in combination with any required security code, access code, or password that would permit access to
an Individual's financial account; or (iv) the Individual’s first initial or first name, last name, and PHI, then Business
Associate and Covered Entity shall work together to structure a credit monitoring offering commensurate to the risk
posed by the Breach and Business Associate shall pay the costs of credit monitoring for one year or a longer time
period if required by law for such individuals and the costs and fees related to timely notification in accordance with
law.

7. Amendment. The parties agree to promptly modify or amend this Exhibit to permit the parties to comply
with any new laws, rules or regulations that may subsequently be enacted or issued.

8. General. The Agreement (and attachments thereto) and this Exhibit are intended to be construed in
harmony with each other, but in the event that any provision in this Exhibit conflicts with the provisions of the
Agreement, or its other attachments, the provisions in this Exhibit shall be deemed to control and such conflicting
provision or part thereof shall be deemed removed and replaced with the governing provision herein to the extent
necessary to reconcile the conflict. This Exhibit supersedes and replaces all previous oral or written business
associate agreements or exhibits between Business Associate and Covered Entity pertaining to protection of PHI.

9. No Third-Party Beneficiaries. There are no third-party beneficiaries of this Exhibit,

10. Independent Contractor. Business Associate and Covered Entity expressly acknowledge and agree that
Business Associate is an independent contractor and shall not for any purpose be deemed to be an agent, employee,
servant, partner, or joint venturer of Covered Entity.

11. Indemnity. Business Associate shall promptly and fully defend, indemnify and hold harmless Covered
Entity, its subsidiaries, affiliates and respective officers, directors, agents and employees (“Indemnified Parties”)
against any claim, demand, liability, loss, fine, penalty, assessment, cost, judgment, award or attorney’s fees
(including the reasonable costs of Covered Entity’s in-house counsel), related to (i) the breach of this Exhibit by
Business Associate, (ii) the negligent acts or omissions of Business Associate or any employee, subcontractor, or
agent of Business Associate, (iii) any related Breach, California Breach, Security Incident or any cost of notification
or remediation relating to notifications required by law, and (iii) any action to enforce this Section (collectively,
“Claims”). The Claims covered by this Section shall include Claims made or recovered against the Indemnified
Parties and Claims issued in favor of a third party. This Section shall survive the expiration or termination of this

Exhibit.
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Part IV

INDEPENDENT CONTRACTOR AGREEMENT (NON-CLINICAL, BA)
INSURANCE REQUIREMENTS

Contractor shall obtain and continuously maintain during the term hereof and for not less than three years following
the Expiration Date or earlier termination of this Agreement the following insurance coverages naming Contractor
and Personnel as named insureds:

1)

2)
3)

4)

5)

Commercial and general liability insurance with an annual limit of not less than $1,000,000 per occurrence
and $2,000,000 annual aggregate. Affiliate shall be named as an additional insured.

Workers” compensation insurance, as required by Laws.

If workers’ compensation insurance is required by Laws, then Contractor shall also obtain and maintain
employer’s liability insurance with an annual limit of not less than $1,000,000 per occurrence.

Business automobile liability insurance covering hired, owned, and non-owned vehicles used to provide
Services under the Agreement, if applicable, with a limit of not less than $1,000,000 combined single limit
per accident. Affiliate shall be named as an additional insured.

Errors and omissions insurance with an annual limit of not less than $1,000,000 per claim and $2,000,000

aggregate.

No required policy shall contain a deductible or retention in excess of $10,000.

For each required policy, Contractor shall provide Affiliate with (1) certificates of insurance prior to the Effective
Date and as of each annual renewal during the term of this Agreement, and (2) endorsements evidencing Affiliate’s
status as an additional insured, as required above. In the event of any meodification, termination, expiration, non-
renewal or cancellation of any of such insurance policy, Contractor shall give written notice thereof to Affiliate not
more than ten (10) days following Contractor’s receipt of such notification.
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Greater Sacramento Division Laboratories

SUBJECT: GSD Laboratories Morgue Policy and Procedure
DEPARTMENTS: Pathology, Nursing, Security
SITES: MET, MGH, MHF, MSJ, and WMH

DATE APPROVED: 3/1/2022

APPROVERS: Oswal MD, Hemlata; Rodriguez MD, Rafael; Wang MD, Kim; Wilton MD, Maaya;
Wong MD, Anna

PURPOSE: To outline the pathology responsibilities for post mortem procedures.

PROCEDURE OBJECTIVES:

This procedure defines the pathology department handling of post mortem patients, autopsy as
requested, death certificate, donor services and disposition of the body to a mortuary or other locations.
Complete paperwork required and chain of custody of the body is further defined by this procedure.

EQUIPMENT: Gurney, patient lift, hover mat.

SAFETY PRECAUTIONS: Universal Safety Precautions.

PROCEDURE:
Nursing /ANS

1.

Nursing is responsible for preparing the deceased patient, removing jewelry/valuables, placement of
body in shroud, completing the required documentation, and requesting a morgue transport. Non-
removable jewelry is to be documented by the nurse on form. Forms: Notification of Death (NOD) and
Face sheet are completed by Nursing. Nursing will contact security to secure valuables. Nursing will
follow the facility specific Post-Mortem Policy for detailed instructions. No personal items will be
transported with the patient. If autopsy is requested obtain 2 witness signatures and submit Autopsy
release form to pathology.

Families wishing to view the deceased will be offered the opportunity before the deceased is
transported to the morgue.

Deceased may be picked up directly from hospital room by a licensed funeral director, or licensed
Transportation Company. In so doing, the local facility post-mortem policy and procedure will be
followed.

During regular business hours, 0700 to 1500, Monday through Friday, Pathology staff will operate the
morgue. After hours (Mon-Fri 1500 to 0700 and Fri 1500 until Monday 0700), the Administrative
Nursing Supervisor (ANS) or Delegate assigned by local facility will supervise and operate the
morgue.

4.1. Administrative Nursing Supervisor working night shift is responsible for night shift decedent
pickups by calling Morgue Transport services (888-974-3923).

When the deceased is ready for Morgue Transport, Nursing will enter a Morgue Transport request
into Teletracking and notify pathology or follow the transport procedure the local facility has defined.

THIS DOES NOT SUPERCEDE FACILITY POST-MORTEM CARE POLICIES
Patient Transportation/ANS

1.

After receiving transportation request via dispatch from Teletracking, Patient Transportation staff or
assigned delegate will go to pathology or ANS to obtain morgue keys, check for available morgue
space, and obtain printed NOD/Face sheet copies from ANS or facility assigned delegate if after
hours.
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2.

Greater Sacramento Division Laboratories

Local facility designated transporters will bring covered morgue stretcher to the nursing unit. Staff will
wear gown and gloves during the transfer process. Designated transportation staff and nurse will
jointly check to ensure that all jewelry is removed, check 2 patient identifiers (name and date of birth),
and review the Notification of Death form and Facesheet for completion with special attention to the
following:

2.1. Morgue Release of Remains from Unit/Floor:

2.2. Name of patient

2.3. Date and time of death

2.4. Time in Morgue

2.5. Patient’s weight and if bariatric

2.6. Notice of Death (NOD)

2.7. Jewelry/Personal items removed

2.8. Wrist ID/Toe Tag Verification paperwork on floor
2.9. Autopsy requirement

2.10. Coroner’s case (if yes, has body been released by Coroner?)
2.11.  Donor information and checking if clear to release
2.12. Copy of Face sheet

2.13. Name of mortuary, if known

At least two members of hospital staff will transport the deceased to the morgue when possible.
Facility designated patient transportation will routinely dispatch 2 staff for Morgue transports except
during nights if only one patient transporter is present. In that case, patient transporter will notify
nursing unit and request that Nursing staff assist with the transport. Staff will use patient safe
handling equipment (hover mat) and supplies as necessary to safely move the deceased from
location to location. (Refer to Nursing department Policy and Procedures for safe moving and
transport.)

Designated patient transportation staff will transport deceased patient to the morgue and place in
available locker (if applicable). If after hours, Patient Transportation staff will attach NOD and Face
sheet to deceased body, outside of locker, and place copies in the pathology lab to be forwarded to
the regional morgue coordinator. During regular business hours, pathology staff will make those
copies and attach to deceased body, outside of locker, and forward to the regional morgue office.

Fetal and Infant Remains

1.

If the deceased is an infant, staff will transfer the infant to the morgue. The staff will contact pathology
or ANS to obtain access to the morgue. The Staff will then deliver all documents to the pathology lab
staff or the ANS. Staff delivering body to the Morgue will complete the Morgue log book.

Pathology
Decedent Affairs

Abandoned Body — Sacramento County Resident

1.

2.

Next of kin has not responded to either telephone contacts or phone number is disconnected.

After 3 phone attempts or disconnected number with no call back, the case will be referred to the
coroner’s office and a death certificate is started.

Fax letter to coroner with information and documentation of the dates of attempted contact.
Communicate that death certificate is filed and attach death/discharge summary and fax to coroner to
request them to pick up body.

Abandoned Body — Out of Sacramento County Resident

1.

Contact specific County Coroner for procedures after unsuccessful attempts to reach the next of kin
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Greater Sacramento Division Laboratories

Patient with No Next of Kin/legal decision maker for disposition — Sacramento County

1.

Assure diligent search is done for next of kin — check social work notes/ social work available to assist
with getting info via Lexis Nexis access.

Complete death certificate process with Evergreen Memorial.

Once death certificate filed, contact Public Administrator for referral and complete their intake form.
Fax form, face sheet, death/discharge summary to Public Administrator.

Public administrator will notify by fax/phone when deputy is assigned.

Public administrator will continue diligent search — if found will ask hospital to contact for
arrangements — if not found, Public administrator will contact Coroner to pick up body.

Patient with No Next of Kin/legal decision maker for disposition — Out of Sacramento County
Resident

1.

Contact specific county coroner or public administrator office for instructions. Some counties do have
their own form. Other counties have agreements with a specific funeral home and will coordinate with
them to pick up body.

Other Issues — Miscellaneous

1.

If patients whose family/next of kin live out of area/state, refer them to local funeral home in their area
and the funeral home should work with them on transportation.

If the family is out of area but in California and has financial constraints, refer to Coroner for indigent
cremation resources. Coroner will send them the form to complete.

Patients who have legal next of kin/power of attorney for death arrangements, but no funds and verify
patient has no assets will be referred to the Coroner for Indigent Cremation. Always inform family that
indigent cremation does not give them the remains — the cremations are done collectively.

If family is out of state or they are adoptive parents as children or divorced, the indigent cremation is
not available — adoptive parents of child does not apply to adult unless there is a written power of
attorney.

Death Certificate Filing

1.

Contact GSD Morgue Coordinator at the Regional Morgue Office to file electronically with
Sacramento County. The Physician will be contacted for cause of death completion and signature.

There may be a request for assistance if there is a serious delay of completion by the Physician or
the office is not cooperative. If this is the case remind the Physician and/or office the law
requirements for completion of death certificates as well as the effect on family dissatisfaction and
distress.

Submit an Event Report for those situations that are not resolved promptly so that there can be
medical staff peer review.

Other Pathology Responsibilities

1.

Pathology regional morgue coordinator is responsible for the following:
11. Daily monitoring of deceased in the morgue.
1.2. Calling mortuary when patient is ready for release.
1.3. Arrange for release of bodies to funeral homes.
1.4. Notifying ANS or Director of Social Services.
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1.5. Notify the attending practitioner and/or their medical staff of scheduled autopsy and
document contact in the patient electronic medical record as a “Called Report”.

Pathology staff will make three (3) copies of the Notification of Death (NOD) form and Face sheet.
Once the Morgue log is completed, the originals are to be stapled to the backside of the Morgue log.
One copy of the Notification of Death and the Face sheet are to be stapled to the outside of shroud.
The next set of copies is to be secured to the locker door where the deceased is stored (if applicable).
The last sets of copies are given to pathology to be forwarded to the regional morgue office. If jewelry
or other items could not be removed by nursing staff and is still with the deceased, this must be
documented.

Pathology will facilitate the release of the deceased to the appropriate destination. Pathology shall
document the status of morgue activities, which includes delivery of deceased to the morgue, or
release directly to a Mortuary at the regional morgue office. During regular business hours, pathology
will review NOD forms and if a mortuary/funeral home is identified, pathology will contact the
establishment and make arrangement for pickup.

Pathology will also make arrangements with offsite storage to facilitate open morgue lockers during
nights and weekends as needed. Minimum of one open morgue locker on nights and two open
morgue lockers to begin weekends. ANS can contact offsite storage as needed to free up additional
morgue lockers after hours.

4.1. For storage and transport call morgue transport services at 888-974-3923.

Pathology may contact the Social Services Department for follow-up with coroner cases, unresolved
situations, family concerns, no family, or no financial means for burial.
Contact the Regional Director of Clinical Social Work at 916-453-4603.

Prior to releasing the body to a funeral home, a completed Authorized Release and original Release
of Remains form must be presented. Both forms are placed in the Morgue log for retention. Coroners
will document in Morgue Log before removing deceased.

During Pathology business hours (Mon-Fri 700-1500), Pathology lab staff will assist with the release
of the body to the authorized entity. After hours and weekends, the release of the body to the
authorized entity is completed by the ANS and/or Nursing Shift Manager.

Pathology staff and licensed funeral director or licensed transportation company verifies correct
patient, i.e., check patient’s wristband / toe tag), the paper attached to the shroud must match
wristband. All forms related to tissue donation and Autopsy or Coroner’s case must be finalized and
signature completed. When questioning release approval on status of Sierra Donor services, refer to
‘clear for release’ form (see image below) attached to the paperwork located inside the Morgue book
as that will indicate the most recent updated status.
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If forms are not completed, the deceased cannot be released. The pathology regional morgue
coordinator will contact the appropriate agency, and inquire how to complete the documentation, and
ready the decease for release to the funeral home. When speaking with the Coroner’s office, always
ask for last name and badge number, and document this information.

Pathology/lab staff will complete the Greater Sacramento Division (GSD) Disclosure of Protected
Health Information (PHI) form any time patient information is released by telephone, or copies of the
NOD or Face sheet are given out. Completed form is forwarded to the regional morgue office. Face
sheet will be sent to the Pastoral Care department.

In the event the morgue cannot accommodate the number of deceased, the outside storage facility,
will be contacted by the regional morgue office and a request will be made to transport the deceased
to their off-site storage facility. Document on the NOD form, the date of transfer, and the name of the
storage facility. In the Morgue Log, document: the date, time and signature of the representative from
the storage facility. Do not write the name of the storage facility in the area reserved for the mortuary.

In the event of power failures, lack of locker space, or refrigeration failures, pathology will utilize an
outside storage facility to hold deceased patients until adequate space is available. Any unresolved
problems regarding morgue procedures should be referred to the Regional Pathology
Manager/designee or to the ANS or ANS Director.

Donor Services

1.

Any autopsy room usage for donor harvesting is arranged through regional pathology morgue staff by
Donor Services. Any Surgical rooms arranged for donor services will be coordinated with Main
Operating Room.

2. The hospital operator will direct mortuary, and family telephone calls to the Pathology Regional
Morgue Coordinator (916-515-4045).
Security

1.

Access to the Morgue shall only be provided by the Pathology Department or the ANS at each facility.
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CONTACT NUMBERS:

Morgue Transport Services
e (888)974-3923

Sacramento County Public Administrator
o (916) 875-4491
e Fax (916) 875-3187

Sacramento County Coroner- Abandoned Body and Indigent Cremation
e (916) 874-9320 Option “0”
o Fax (916) 874-9257

Regional Pathology Support Supervisor
e (916) 515-4010

Regional Morgue Coordinator
e (916) 515-4045

Regional Director of Clinical Social Work
e (916) 453-4603

Yolo County Clerk-Recorder
¢ (530)666-8100

Nevada County Coroner
o (530) 265-1321

Pathology Labs:

e MGH (916)453-4900

e MSJ (916) 537-5275

e MET (916) 423-6191

¢ WMH (530) 669-5630

e MHF (916) 983-7473
ANS:

MGH (916) 453-4433
MSJ (916) 537-3195
MET (916) 681-1819
WMH (530) 662-3961 ext 4442
MHF (916) 983-7288

ASSOCIATED DOCUMENTS:

Mercy General Hospital: Post Mortem Care

Mercy San Juan Medical Center: Post-Mortem Care
Methodist Hospital of Sacramento: Post Mortem Care Protocol

Woodland Memorial Hospital: Death Pronouncement/Postmortem Care/Removal of Patient's Bodies

Mercy Hospital of Folsom: Post Mortem Care

Notification of Death-Generated by Cerner
Face sheet example-Generated by Cerner
Autopsy Release Form-PS-G-MHS-635
Disclosure of PHI Form-PS-X-MGH-210
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From: "John A. Mason" <john@gurneelaw.com>

Date: April 2, 2025 at 1:29:28 PM PDT

To: "Greenberg, Marc R." <Marc.Greenberg@tuckerellis.com>

Cc: "Candace H. Shirley" <CShirley@gurneelaw.com>, Martha Squibbs
<martha@gurneelaw.com>

Subject: RE: Cremations Only

<<< EXTERNAL EMAIL >>>

Marc:

| will try to answer your questions as best | can given the information | have at
present.

Laura Lukin is correct that the bodies in question were in the custody and control
of the hospital and were being held at SMT’s facility because the hospital’s own
morgue has limited capacity. This was per a contract between the hospital and
SMT. SMT does not need a license to provide transportation and refrigerated
storage services. However, SMT leases its storage facility from Cremations Only,
which is a licensed funeral establishment.

Cremations Only should not have been identified as the location of temporary
envaultment. That was an error and it should have said Sacramento Mortuary
Transport. After the hospital asked SMT to help it out by filing some DC’s and
permits after the hospital lost its own EDRS filing privileges, SMT subbed those
requests out to Cremations Only because SMT does not have EDRS filing
privileges and, as a storage facility, is not able to file DCs and permits in any
event. The person from Cremations Only who prepared and filed the permit and
DC for Jessie Peterson was James Lofton, whose signature is in Box 9A. Itis
standard in the industry for the filer to sign that box, even though it’s a rare case
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indeed when a mortuary is actually the one who has he legal right to control
disposition under Health & Safety Code section 7100. | don’t know why the form
is like that. | also don’ know why the form includes a certification that the manner
of disposition is one of those permitted under H&S Code section 103055 when
temporary envaultment is not listed in that statute. Yet, H&S section 103050
states that a permit must be filed within 8 days even cases of temporary
envaultment.

Regarding Phil Manning, who is the licensed funeral director of Cremations Only,
being identified as the “Informant” in box 7A, that was another error. The
informant should have been listed as Laura Luken or someone else at Mercy since
it had custody and control of the remains why they were in temporary
envaultment at SMT as well as possession of the vital statistics information
necessary to file a DC and permit. Mercy should have filed the permit for
temporary envaultment as required under section 103050 within 8 days of death,
but for some reason it failed to do so with respect to Ms. Peterson. It was only
months later, after Mercy informed SMT that it had not done so for Ms. Peterson
and some other decedents it was holding at SMT, that SMT first became aware of
this and agreed to have Cremations Only file the permits and DCs for the hospital.

John

John A. Mason, Esq.

Gurnee Mason Rushford Bonotto & Forestiere LLP
2240 Douglas Boulevard, Suite 150

Roseville, CA 95661-3875

Tel: 916-797-3100

Fax: 916-797-3131

www.gurneelaw.com

Notice of Confidentiality:

This e-mail, and any attachments thereto, is intended only for use by the addressee(s) named
herein and may contain confidential information. If you are not the intended recipient of this e-
mail, you are hereby notified that any dissemination, distribution or copying of this e-mail, and
any attachments thereto, is strictly prohibited. If you have received this e-mail in error, please
immediately notify me by e-mail (by replying to this message) or telephone (noted below) and
permanently delete the original and any copy of any e-mail and any printout thereof. Thank you
for your cooperation with respect to this matter.
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From: Greenberg, Marc R. <Marc.Greenberg@tuckerellis.com>
Sent: Tuesday, April 1, 2025 4:15 PM

To: John A. Mason <john@gurneelaw.com>

Subject: RE: Cremations Only

| have a structural question:
The contract was between Dignity Health and SMT.

The contract states that the bodies will be stored at “Contractor’s
licensed storage facility.” The only licensed storage facility is
Cremations Only, which is presumably why Cremations Only and
not SMT is listed on all of the death certificates as the location of the
temporary Envaultment. The Declaration of Laura Lukin in various
court filings states that the bodies are in the custody and control of
the hospital and held in storage at SMT’s facility. But SMT is not
licensed to hold bodies and is not listed on the death certificate for
Ms. Peterson as the place of temporary Envaultment. Similarly, the
Permit prepared by your client is for a transfer on April 5, 2024,
Jessie was transferred to Cremations Only on April 9, 2023. The
Affirmation on the Permit is signed by Phil Manning and states that
he has the right to control disposition pursuant to Health and Safety
Code Section 7100.

It seems to me that a Permit was needed in April 2023, but never
obtained.

A death certificate for Jessie Peterson should have been prepare in
April 2023, but wasn’t done until your client drafted it in April 2024.

Mr. Manning claims to control the disposition and Laura Lukin
claims to controls the disposition.

Happy to discuss but this seems out of order.

Marc

Marc R. Greenberg | Partner | Tucker Ellis LLP



515 South Flower Street Forty Second Floor| Los Angeles, CA 90071
Direct: 213-430-3355 | Fax: 213-430-3409 | Mobile: (213) 215-8887

Marc.greenberg @tuckerellis.com www.tuckerellis.com

CLEVELAND, CoLumBus, CHicaco, ST. Louis, Los ANGELES, ORANGE COUNTY, SAN
Francisco, ATLanTA, NEw JeErseY, WasHINGTON D.C.

This e-mail is sent by the law firm of Tucker Ellis LLP and may contain
information that is privileged or confidential.

If you are not the intended recipient, please delete the e-mail and notify us
immediately by return email.

From: John A. Mason <john@gurneelaw.com>

Sent: Tuesday, April 1, 2025 3:57 PM

To: Greenberg, Marc R. <Marc.Greenberg@tuckerellis.com>
Subject: RE: Cremations Only

<<< EXTERNAL EMAIL >>>

Apparently at one point they were sent by fax and at other times emails. Hopefully
the transmittals are all still available but | can’t say that for sure at this point.

John A. Mason, Esq.

Gurnee Mason Rushford Bonotto & Forestiere LLP
2240 Douglas Boulevard, Suite 150

Roseville, CA 95661-3875

Tel: 916-797-3100

Fax: 916-797-3131

www.gurneelaw.com

Notice of Confidentiality:

This e-mail, and any attachments thereto, is intended only for use by the addressee(s) named
herein and may contain confidential information. If you are not the intended recipient of this e-
mail, you are hereby notified that any dissemination, distribution or copying of this e-mail, and
any attachments thereto, is strictly prohibited. If you have received this e-mail in error, please
immediately notify me by e-mail (by replying to this message) or telephone (noted below) and
permanently delete the original and any copy of any e-mail and any printout thereof. Thank you
for your cooperation with respect to this matter.

From: Greenberg, Marc R. <Marc.Greenberg@tuckerellis.com>
Sent: Tuesday, April 1, 2025 3:50 PM
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To: John A. Mason <john@gurneelaw.com>
Subject: RE: Cremations Only

| assume they have those emails if someday we request them?

Marc

Marc R. Greenberg | Partner | Tucker Ellis LLP
515 South Flower Street Forty Second Floor| Los Angeles, CA 90071
Direct: 213-430-3355 | Fax: 213-430-3409 | Mobile: (213) 215-8887

Marc.greenberg @tuckerellis.com www.tuckerellis.com

CLeVELAND, CoLumBus, CHicaco, ST. Louis, Los ANGELES, ORANGE COUNTY, SAN
Francisco, ATLANTA, NEw JERSEY, WasHINGTON D.C.

This e-mail is sent by the law firm of Tucker Ellis LLP and may contain
information that is privileged or confidential.

If you are not the intended recipient, please delete the e-mail and notify us
immediately by return email.

From: John A. Mason <john@gurneelaw.com>

Sent: Tuesday, April 1, 2025 3:45 PM

To: Greenberg, Marc R. <Marc.Greenberg@tuckerellis.com>
Subject: RE: Cremations Only

<<< EXTERNAL EMAIL >>>

Yes they were.

John A. Mason, Esq.

Gurnee Mason Rushford Bonotto & Forestiere LLP
2240 Douglas Boulevard, Suite 150

Roseville, CA 95661-3875

Tel: 916-797-3100

Fax: 916-797-3131

www.gurneelaw.com

Notice of Confidentiality:

This e-mail, and any attachments thereto, is intended only for use by the addressee(s) named


mailto:john@gurneelaw.com
mailto:firstname.lastname@tuckerellis.com
https://url.us.m.mimecastprotect.com/s/GffuCv2Y8msNM5Z9hXhncQ0HxE?domain=tuckerellis.com/
mailto:john@gurneelaw.com
mailto:Marc.Greenberg@tuckerellis.com
https://url.us.m.mimecastprotect.com/s/mtgiCrkEmgUVLYOqC7fBc4bbI4?domain=gurneelaw.com/

herein and may contain confidential information. If you are not the intended recipient of this e-
mail, you are hereby notified that any dissemination, distribution or copying of this e-mail, and
any attachments thereto, is strictly prohibited. If you have received this e-mailin error, please
immediately notify me by e-mail (by replying to this message) or telephone (noted below) and
permanently delete the original and any copy of any e-mail and any printout thereof. Thank you
for your cooperation with respect to this matter.

From: Greenberg, Marc R. <Marc.Greenberg@tuckerellis.com>
Sent: Tuesday, April 1, 2025 2:14 PM

To: John A. Mason <john@gurneelaw.com>

Subject: Cremations Only

John,

Your client produced an email from May 2,
2023 transmitting the first inventory list for
Woodland Memorial, Bruceville Terrace,
Mercy Folsom, Mercy San Juan, Mercy
General and Methodists. (SNC 000039.)
Additionally, your client produced hundreds
of other inventory sheets. Were the
Inventory sheets regularly sent to someone at
Dignity?

Thank you,

Marc


mailto:Marc.Greenberg@tuckerellis.com
mailto:john@gurneelaw.com

Marc R. Greenberg | Partner | Tucker Ellis LLP
515 South Flower Street Forty Second Floor| Los Angeles, CA 90071
Direct: 213-430-3355 | Fax: 213-430-3409 | Mobile: (213) 215-8887

Marc.greenberg @tuckerellis.com www.tuckerellis.com

CLEvELAND, CoLumBus, CHicaco, ST. Louis, Los ANGELES, ORANGE COUNTY, SAN
Francisco, ATLANTA, NEw JERSEY, WasHINGTON D.C.

This e-mail is sent by the law firm of Tucker Ellis LLP and may contain
information that is privileged or confidential.

If you are not the intended recipient, please delete the e-mail and notify us
immediately by return email.
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