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Attorneys for Plaintiffs 

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: 

1. NEGLIGENT HANDLING OF A CORPSE;
2. NEGLIGENCE;
3. NEGLIGENT INFLICTION OF

EMOTIONAL DISTRESS;
4. NEGLIGENT MISREPRESENTATION;
5. NEGLIGENT HIRING AND SUPERVISION;
6. VIOLATION OF CALIFORNIA HEALTH

AND SAFETY CODE § 7100;
7. VIOLATION OF CALIFORNIA HEALTH

AND SAFETY CODE § 7104;
8. GROSS NEGLIGENCE;
9. INTENTIONAL INFLICTION OF

EMOTIONAL DISTRESS;
10. INTENTIONAL MISREPRESENTATION;

and
11. CONCEALMENT.

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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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 



https://www.dignityhealth.org/about-us/press-center/about-dh
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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.7 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.8 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 

 
6https://www.commonspirit.org/news-articles/commonspirit-health-releases-fy2024-year-end-

results#:~:text=CommonSpirit%20Health%20reported%20revenues%20of,8.2%25%20over%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 is 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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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 

transferred Jessie to an off-site cold storage facility. 

Jessie was placed on Shelf Number Red 22 A and not 

a second thought was given to her or her family.  

34. Jessie’s family was not notified of 

Jessie’s passing, despite extensive previous contact 

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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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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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 

5 at pp. 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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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 I. 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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to Dignity Health’s failure to timely issue a death certificate; 

g. 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; 

h. 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; 

i. 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; 

j. 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; 

k. 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, 

l. 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. 

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

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. Ms. Lukin stated, in each and every declaration, under penalty of perjury, stating: “I am 

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

well aware of the large number of patients 

that they were storing at Cremations Only. 

At least as early as May 2023, Cremations 

Only sent monthly reports to Dignity 

Health listing the names of the people in 

storage and the date they were first placed 

in storage. Page one of the July 14, 2023 

Report by Cremations Only to Dignity 

Health documents the continued storage of 

two patients from 2021, twenty-four 

patients from 2022, and twelve patients 

stored prior to Jessie Peterson on April 9, 

2023. (Exhibit 12 at SNC001018-1020.) 





http://www.dignityhealth.org/about-us/press-center/about-dh
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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. In violation 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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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. As a direct 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 a direct 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. 



 

 

 

 43 
SECOND AMENDED COMPLAINT 

 
 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

TU
C

K
ER

 E
LL

IS
 L

LP
 

A
tla

nt
a 

♦ 
C

hi
ca

go
 ♦

 C
le

ve
la

nd
 ♦

 C
ol

um
bu

s ♦
 L

os
 A

ng
el

es
 ♦

 M
or

ris
to

w
n,

 N
J 

♦ 
O

ra
ng

e 
C

ou
nt

y 
♦ 

Sa
n 

Fr
an

ci
sc

o 
♦ 

St
. L

ou
is

 ♦
 W

as
hi

ng
to

n,
 D

.C
. 

  

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. As a direct 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 8, 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.   

/// 

/// 
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Stal. f California-Health·ahd Human Servi' 3 Agency 

California Department of Public Health 

TOMAS J. ARAGON, M.D., Dr.P.H. 

Director and State Public Health Officer 

April 8, 2022 

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 

GAVIN NEWSOM 

Governor 

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 
3901 Lennane Drive, Ste 210, Sacramento, CA 95834 

Telephone: (916) 263-5800 / Fax: (916) 263-5841 
Internet Address: www.cdph.ca.gov 



Mercy San Juan Medica, enter 
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 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 Deborah Clifton, Health Facilities Evaluator 
Supervisor, at (916) 263-5800. 

Sincerely, 

.Mvtiam ~, 9'""'fJ"CU1'- g ecfmician II 

:JCIJI,: Lisa Bennefield 
District Administrator 

Enclosure (CMS 2567) 
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TOMAS J, ARAGON, M.D., Dr P.H 
Director and State Public Health Officer 

April 8, 2022 

Stated . .,alifornia-Health and Human Servid, Agency 

California Department of Public Health 

Michael Korpiel, Administrator 
Mercy San Juan Medical Center 
6501 Coyle Ave 
Carmichael, CA 95608 

Dear Administrator, 

GAVIN NEWSOM 
Governor 

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, 

..Mvdatn J!iaw=, [J''Wf111,<U11, !]' ecfmi.cian II 

fi{!J/,: Lisa Bennefield 
District Administrator 

Licensing and Certification Program, Sacramento District Office 
3901 Lennane Drive, Suite 210, Sacramento, CA 95834 

PHONE (916) 263-5800 • (916) 263-5840 FAX 
Internet Address: www.cdph.ca.gov 
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worsening shortness of breath, pneumonia, and a 
cardiopulmonary arrest (heart stops). 

During an interview with the Emergency 
• Department 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) ... if 
needed, 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 

, Auxiliary Morgue used. 

During an interview with the ANS, on 5/4/23 at 
10:35 a.m., ANS stated the following information 

' regarding body disposition: 
"During business hours the Pathology 
Department is 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. n1e ANS places the 
: paperwork in a folder". 
: "If a funeral home comes to pick-up the body 
, during business hours, the Pathology Department 
l 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). The ANS confirmed this 
: information is in the Morgue Policy._ 

! During a ~oncurrent interview a~d record review 
• with the Emergency Department E9ucator (EDE) 
on 5/2/23 at 11:10 a.m., EDE confirmed, the 

: morgue signature page did not have a signature 
: or the location where Patient 1 's body was taken, 
I it was left blank, and the person picking up the 
I body did riot sign. • 
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• Review of the facility policy titled "XXX 
Laboratories Morgue Policy and Prncedure", 
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appropriate destination. Pathology-shall 
document the status of morgue activities, which 

' includes delivery of deceased to the morgue, or 
, release directly to a Mortuary ... 6, Prior to 
; releasing the body to a funeral hom·e, a 
, completed Authorized Release and original 
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i Laboratories Morgue Policy and Procedure", 
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contacted ... and a request will be made to 
transport the deceased to 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 
representative from the storage facility." 
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PLAN OF CORRECTION 
CA00747251 

Corrective Action Complete 
, Date 
§70213. Nursing Service Policies and Procedure (ID Prefix Tag E 264) 

(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 to locate a patient's family member. 

Response to Tag E 269 Begins Here 

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

1, At the time of death, the patient will continue to be cared for with dignity and 
respect for his/her wishes and in accordance with federal and state regulatory 
requirements. 

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

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

4. All deposits are documented in the morgue log book, 
5, Access to the Morgue shall only be provided by the Pathology Department or 

the ANS 
Completed by: Director - Laboratory Services 

06/30/2023-
07/31 /2023 

B, Retrospective auditing was used to verify that patients were deposited in the morgue Ongoing 
with the appropriate documentation, 
a. Numerator= Number of expired patients documented in the morgue log book, 
b. Denominator= Number of patient mortalities. 
c. Performance goal= 100%, 
d, Sample = 100% of patient mortalities 
e, Monitoring continued until three consecutive months of goal performance was 

achieved, 
Completed by: Quality and Patient Safety Program Manager 

Response to Tag E 269 Ends Here 
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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 staled the 
previous plans of corrections did not have 
ongoing monitoring. HP stated QD does not have 
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BARRY VOGEL, STATE BAR NO. 108640 
Bvogel@ljdfa.com 
SCOTT W. FOLEY, STATE BAR NO. 278357 
SFoley@ljdfa.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, 
CHANDRA PETERSON-CHASTAIN 
AND JESSIE PETERSON, via her estate, 
individually, 
 
  Plaintiffs, 
 
 vs. 
 
DIGNITY HEALTH, d/b/a MERCY SAN 
JUAN MEDICAL CENTER; a division of 
COMMON SPIRIT and DOES 1-50, 
inclusive, 
 
  Defendants. 
 

CASE NO.: 24CV015815 
 
 
DEFENDANT DIGNITY HEALTH dba 
MERCY SAN JUAN MEDICAL CENTER’S 
RESPONSES TO PLAINTIFF’S SPECIAL 
INTERROGATORIES, SET ONE 
 
 
 
 
 
 
 
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: 

/ / / 
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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.) 

/ / / 
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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 [¶] 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 
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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. 

/ / / 
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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. 

/ / / 

/ / / 
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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. 

/ / / 

/ / / 

/ / / 
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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 
 
 

By: 

 
/s/ Scott Foley 

 SCOTT FOLEY 
Attorneys for Defendants 
COMMONSPIRIT HEALTH and DIGNITY HEALTH 
dba MERCY SAN JUAN MEDICAL CENTER; A 
DIVISION OF COMMON SPIRIT 
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Re: Peterson v. Dignity Health, et al. 
 
 

VERIFICATION 
 

I, the undersigned say: 

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

 
[] I 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 I 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.  I am informed and 

believe and on that ground allege that the matters stated in it are true. 

I declare under penalty of perjury that the foregoing is true and correct. 
 
Executed this _____ day of March, 2025, at Sacramento, California. 

 
 

____________________________________      
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.  I 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, I 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:  I 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:  I caused such envelope with postage thereon fully prepaid to be placed in the 
United States mail at Sacramento, California.  I 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.  I 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:  I 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:  I caused such envelope to be delivered by hand to the 
offices of the addressee(s).   

I 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.greenberg@tuckerellis.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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BARRY VOGEL, STATE BAR NO. 108640 
Bvogel@ljdfa.com 
SCOTT W. FOLEY, STATE BAR NO. 278357 
SFoley@ljdfa.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, 
CHANDRA PETERSON-CHASTAIN 
AND JESSIE PETERSON, via her estate, 
individually, 
 
  Plaintiffs, 
 
 vs. 
 
DIGNITY HEALTH, d/b/a MERCY SAN 
JUAN MEDICAL CENTER; a division of 
COMMON SPIRIT and DOES 1-50, 
inclusive, 
 
  Defendants. 
 

CASE NO.: 24CV015815 
 
 
DEFENDANT DIGNITY HEALTH dba 
MERCY SAN JUAN MEDICAL CENTER’S 
RESPONSES TO PLAINTIFF’S REQUEST 
FOR ADMISSIONS, SET ONE 
 
 
 
 
 
 
 
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: 

/ / / 



 

  

- 2 - 
DEFENDANT DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER’S 

RESPONSES TO PLAINTIFF’S REQUEST FOR ADMISSIONS, SET ONE 
 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
 

LA
 F

O
LL

E
T

T
E

, J
O

H
N

S
O

N
, D

eH
A

A
S

, F
E

S
LE

R
 &

 A
M

E
S

 

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. 

/ / / 
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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 

TP2
Highlight

TP2
Highlight



 

  

- 4 - 
DEFENDANT DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER’S 

RESPONSES TO PLAINTIFF’S REQUEST FOR ADMISSIONS, SET ONE 
 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
 

LA
 F

O
LL

E
T

T
E

, J
O

H
N

S
O

N
, D

eH
A

A
S

, F
E

S
LE

R
 &

 A
M

E
S

 

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. 

/ / / 
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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. 

TP2
Highlight



 

  

- 6 - 
DEFENDANT DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER’S 

RESPONSES TO PLAINTIFF’S REQUEST FOR ADMISSIONS, SET ONE 
 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
 

LA
 F

O
LL

E
T

T
E

, J
O

H
N

S
O

N
, D

eH
A

A
S

, F
E

S
LE

R
 &

 A
M

E
S

 

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 
 
 

By: 

 
/s/ Scott Foley 

 SCOTT FOLEY 
Attorneys for Defendants 
COMMONSPIRIT HEALTH and DIGNITY HEALTH 
dba MERCY SAN JUAN MEDICAL CENTER; A 
DIVISION OF COMMON SPIRIT 
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Re: Peterson v. Dignity Health, et al. 
 
 

VERIFICATION 
 

I, the undersigned say: 

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

 
[] I 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 I 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.  I am informed and 

believe and on that ground allege that the matters stated in it are true. 

I declare under penalty of perjury that the foregoing is true and correct. 
 
Executed this _____ day of February, 2025, at Sacramento, California. 

 
 

____________________________________      
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.  I 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, I 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:  I 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:  I caused such envelope with postage thereon fully prepaid to be placed in the 
United States mail at Sacramento, California.  I 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.  I 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:  I 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:  I caused such envelope to be delivered by hand to the 
offices of the addressee(s).   

I 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 



148.44845 BV 
 
 

 
n:\00148\00148.4
4845 peterson 
(congi)\discovery\
pltf to 

- 8 - 
DEFENDANT DIGNITY HEALTH dba MERCY SAN JUAN MEDICAL CENTER’S 

RESPONSES TO PLAINTIFF’S REQUEST FOR ADMISSIONS, SET ONE 
 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 

LA
 F

O
LL

E
T

T
E

, J
O

H
N

S
O

N
, D

eH
A

A
S

, F
E

S
LE

R
 &

 A
M

E
S

 

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.greenberg@tuckerellis.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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