
 
UNITED STATES DISTRICT COURT 

DISTRICT OF COLUMBIA 
 

UNITED STATES OF AMERICA, the States 
of CALIFORNIA, COLORADO, 
CONNECTICUT, DELAWARE, FLORIDA, 
GEORGIA, HAWAII, ILLINOIS, INDIANA, 
IOWA, LOUISIANA, MARYLAND, 
MICHIGAN, MINNESOTA, MONTANA, 
NEVADA, NEW JERSEY, NEW MEXICO, 
NEW YORK, NORTH CAROLINA, 
OKLAHOMA, RHODE ISLAND, 
TENNESSEE, TEXAS, VERMONT, 
WASHINGTON, the Commonwealth of 
MASSACHUSETTS, VIRGINIA, the 
DISTRICT OF COLUMBIA, and the 
policyholders of XYZ Nos. 1-10 Insurance 
Companies,      
           
 ex rel. [UNDER SEAL],  

 
Plaintiffs, 
 

v. 
 

[UNDER SEAL], 
  

Defendant. 
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UNITED STATES DISTRICT COURT 

DISTRICT OF COLUMBIA 
 

UNITED STATES OF AMERICA, the States 
of CALIFORNIA, COLORADO, 
CONNECTICUT, DELAWARE, FLORIDA, 
GEORGIA, HAWAII, ILLINOIS, INDIANA, 
IOWA, LOUISIANA, MARYLAND, 
MICHIGAN, MINNESOTA, MONTANA, 
NEVADA, NEW JERSEY, NEW MEXICO, 
NEW YORK, NORTH CAROLINA, 
OKLAHOMA, RHODE ISLAND, 
TENNESSEE, TEXAS, VERMONT, 
WASHINGTON, the Commonwealth of 
MASSACHUSETTS, VIRGINIA, the 
DISTRICT OF COLUMBIA, and the 
policyholders of XYZ Nos. 1-10 Insurance 
Companies,      
           
 ex rel. RICHARD GARDNER,  
 

Plaintiffs, 
 

v. 
 

VANDA PHARMACEUTICALS, 
  

Defendant. 
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Civil Action No. __________ 
 
 
COMPLAINT 
 
FILED UNDER SEAL PURSUANT TO 
31 U.S.C. § 3730(b)(2) 
 
DEMAND FOR JURY TRIAL 
 
 
 
 

 
 

The United States of America (the “United States”) and the Plaintiff States (defined 

below) (the United States and Plaintiff States are collectively referred to herein as the 

“Government”), by and through their qui tam Relator, Richard Gardner (“Relator”), bring this 

action under the Federal False Claims Act (the “False Claims Act” or “FCA”), 31 U.S.C. § 3729 

et seq., and the false claims acts and analogous statutes of the respective Plaintiff States1 against 

                                                 
1 Specific citations for relevant state qui tam statutes are as follows: California False Claims Act, 
Cal. Gov’t Code § 12650 et seq.; California Insurance Frauds Prevention Act, Cal. Ins. Code §§ 
1871 et seq.; Colorado Medicaid False Claims Act, C.R.S.A. § 25.5-4-304 et seq.; Connecticut 
False Claims Act, Conn. Gen. Stat. § 4-274 et seq.; Delaware False Claims and Reporting Act, 6 
Del. C. Ann. tit. 6 § 1201 et seq.; Florida False Claims Act, Fla. Stat. § 68.081 et seq.; Georgia 
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Vanda Pharmaceuticals (“Vanda” or “Defendant” or “Company”) to recover all damages, 

penalties, and other remedies provided by the aforementioned statutes, and for their complaint 

(“Complaint”) allege: 

1. Based on the Relator’s personal knowledge and further investigation, sufficient 

evidence exists to allege that Defendant has violated and continues to violate the False Claims 

Act, 31 U.S.C. § 3729 et seq., state false claims acts, and applicable regulatory and ethical 

guidance by submitting fraudulent bills to the government (and/or through its conduct in causing 

others to submit fraudulent bills to the government) as a result of off-label marketing and other 

prohibited marketing strategies.  

2. This is also an action to recover treble damages and civil penalties from 

Defendant for knowingly and/or recklessly presenting or causing to be presented false or 

fraudulent health care claims to the States of California and Illinois, and to presently unknown 

                                                                                                                                                             
False Medicaid Claims Act, Ga. Code Ann., § 49-4-168 et seq.; Hawaii False Claims Act, Haw. 
Rev. Stat. § 661-21 et seq.; Illinois False Claims Act, 740 ILCS 175/1 et seq.; Illinois Claims 
Fraud Prevention Act, 740 I.L.C.S §§ 92/1 et seq.; Indiana False Claims and Whistleblower 
Protection Act, Ind. Code § 5-11-5.5 et seq.; Iowa False Claims Law, I.C.A. § 685.1 et seq.; 
Louisiana Medical Assistance Programs Integrity Law, La. Rev. Stat. Ann. § 46:437.1 et seq.; 
Maryland False Claims Act, Md. Code Ann. Health - Gen., § 2-601 et seq.; Michigan Medicaid 
False Claims Act, Mich. Comp. Laws § 400.601 et seq.; Minnesota False Claims Act, M.S.A. § 
15C.01 et seq.; Montana False Claims Act, MCA § 17-8-401 et seq.; Nevada False Claims Act, 
Nev. Rev. Stat. Ann. § 357.010 et seq.; New Jersey False Claims Act, N.J.S.A. § 2A:32C-1 et 
seq.; New Jersey Medical Assistance & Health Services Act, N.J.S.A. 30:4D-1 et seq.; New 
Mexico Medicaid False Claims Act, N.M. Stat. Ann. § 27-14-1 et seq.; New Mexico Fraud 
Against Taxpayers Act, N.M. Stat. Ann. § 44-9-1 et seq.; New York State False Claims Act, 
N.Y. State Fin. Law § 188 et seq.; North Carolina False Claims Act, N.C. Gen. Stat. Ann. § 1-
605 et seq.; Oklahoma Medicaid False Claims Act, 63 Okl. Stat. Ann. Tit. 63, § 5053 et seq.; 
Rhode Island False Claims Act, R.I. Gen. Laws § 9-1.1-1 et seq.; Tennessee Medicaid False 
Claims Act, Tenn. Code Ann. § 71-5-181 et seq.; Texas False Claims Act, V.T.C.A. Hum. Res. 
Code § 36.001 et seq.; Vermont False Claims Act, Vt. Stat. Ann. tit. 32, § 630 et seq.; 
Washington Medicaid Fraud Act, Wash. Rev. Code Ann. § 74.66.005 et seq.; Massachusetts 
False Claims Act, Mass. Gen. Laws Ann. Ch. 12 § 5(A) et seq.; Virginia Fraud Against Tax 
Payers Act, Va. Code Ann. § 8.01-216.1 et seq.; and District of Columbia Procurement Reform 
Amendment Act, D.C. Code Ann. § 2-381.02 et seq.   
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private insurance companies (captioned as XYZ Nos. 1-10 Insurance Companies) operating or 

insuring policyholders in those states, pursuant to the California Insurance Frauds Prevention Act 

(“CIPFA”), Cal. Ins. Code §§ 1871 et seq., and the Illinois Claims Fraud Prevention Act 

(“ICFPA”), 740 I.L.C.S. §§ 92/1 et seq.      

3. The illegal acts alleged herein began in at least December 2014 and continue 

through the present (“Covered Period”).  

PARTIES 

4. Relator worked at Vanda as a Regional Business Leader (“RBL”) for the mid-

west region from November 16, 2015 until August 5, 2016.  Relator’s territory included Illinois, 

Wisconsin, Michigan, Ohio, Western Pennsylvania, West Virginia, and Indiana. Prior to joining 

Vanda, Relator worked in the pharmaceutical industry for over 23 years, including ten years at 

Pfizer/Pharmacia where he served as Regional Sales Trainer, Corporate Sales Trainer, and 

District Manager. Relator has held several key pharmaceutical leadership roles throughout his 

exemplary career including Corporate Training Leader, Senior Regional Manager, and Senior 

Regional Manager of Government Accounts.  Relator is an original source and has direct, 

personal, and independent knowledge of the information upon which the allegations herein are 

based. 

5. Plaintiff United States, acting through the Department of Health and Human 

Services (“HHS”), and its Centers for Medicare and Medicaid Services (“CMS”), administers the 

Health Insurance Program for the Aged and Disabled, established by Title XVIII of the Social 

Security Act, 42 U.S.C. § 1395 et seq. (“Medicare”). 

6. The Plaintiff States are the States of California, Colorado, Connecticut, Delaware, 

Florida, Georgia, Hawaii, Illinois, Indiana, Iowa, Louisiana, Maryland, Michigan, Minnesota, 
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Montana, Nevada, New Jersey, New Mexico, New York, North Carolina, Oklahoma, Rhode 

Island, Tennessee, Texas, Vermont, Washington, the Commonwealths of Massachusetts and 

Virginia, and the District of Columbia.  They each bring claims for Defendant’s violations of 

their respective state false claims acts, as set forth in detail in the Counts below. 

7. Vanda is a pharmaceutical manufacturer based out of Washington, D.C., and its 

CEO is Mihael Polymeropoulos. Vanda owns and markets its drugs Fanapt and Hetlioz.  

According to Fanapt’s prescribing information: 

FANAPT is an atypical antipsychotic agent indicated for the acute treatment of 
schizophrenia in adults. In choosing among treatments, prescribers should 
consider the ability of FANAPT to prolong the QT interval and the use of other 
drugs first. Prescribers should also consider the need to titrate FANAPT slowly to 
avoid orthostatic hypotension, which may lead to delayed effectiveness compared 
to some other drugs that do not require similar titration. 
 
8. Fanapt has been in development since 1995, and had an initial anticipated market 

release date of 2001, however, in May 1996 Vanda discontinued research on the drug and in June 

1997 Fanapt’s research rights were given to Titan Pharmaceuticals (“Titan”).  In August 1998, 

Titan sold Fanapt’s worldwide development, manufacturing, and marketing rights to Novartis.  

9. Fanapt was approved by the United States Food and Drug Administration 

(“FDA”) in May 2009 and, at the time, the drug was marketed by Novartis. In December 2014, 

Vanda took over the marketing responsibilities for Fanapt. 

10. Hetlioz (Tasimelteon) is a circadian regulator and is only approved to treat Non-

24-Hour Sleep-Wake Disorder (“Non-24”). Hetlioz resets the master body clock and aligns it 

with the 24-hour day.  On January 19, 2010, the FDA granted Hetlioz orphan drug designation 

status for Non-24-Hour Sleep-Wake Disorder in blind individuals without light perception.2 At 

                                                 
2 The FDA’s Orphan Drug Designation program provides “orphan” status to drugs defined as 
those intended for the safe and effective treatment, diagnosis, or prevention of rare 
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the time, Vanda expected Hetlioz to become commercially available in the second quarter of 

2014. On January 31, 2014, Vanda announced that the FDA had approved Hetlioz 20 mg 

capsules for the treatment of Non-24. Hetlioz is the first FDA-approved medication for Non-24. 

11. Non-24 is a circadian rhythm sleep disorder (“CRSD”).  CRSDs result from a 

misalignment of the sleep/wake cycle and an individual’s daily activities or lifestyle.  Examples 

of CRSDs include jet lag, delayed sleep phase disorder, shift work sleep disorder, and Non-24. 

JURISDICTION AND VENUE 

12. Jurisdiction in this Court is proper pursuant to 31 U.S.C. §§ 3732(a) and 3730(b).  

This Court also has jurisdiction pursuant to 28 U.S.C. § 1331.   

13. The Court may exercise personal jurisdiction over the Defendant, and venue is 

proper in this Court pursuant to 31 U.S.C. § 3732(a) and 28 U.S.C. § 1391 because the acts 

proscribed by 31 U.S.C. § 3729, et seq., and complained of herein took place in part in this 

District and the Defendant transacted business in this District as described herein. 

14. In accordance with 31 U.S.C. § 3730(b)(2), this Complaint has been filed in 

camera and will remain under seal for a period of at least 60 days and shall not be served on the 

Defendant until the Court so orders. 

15. Pursuant to 31 U.S.C. § 3730(b)(2), Relator prepared and will serve the 

Complaint on the Attorney General of the United States, and the United States Attorney for the 

District of Columbia, as well as a statement of all material evidence and information currently in 

its possession and of which he is the original source.  These statements are supported by material 

evidence known to the Relator at the time of filing, establishing the existence of Defendant’s 

                                                                                                                                                             
diseases/disorders that affect fewer than 200,000 people in the United States, or that affect more 
than 200,000 persons but are not expected to recover the costs of developing and marketing a 
treatment drug.  As a result of being granted orphan drug status, Vanda was provided with an 
additional seven years to sell Hetlioz free from generic competition.  
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false claims.  Because the statements include attorney-client communications and work product 

of Relator’s attorneys, and will be submitted to those Federal officials in their capacity as 

potential co-counsel in the litigation, Relator understands these disclosures to be confidential and 

exempt from disclosure under the Freedom of Information Act.  5 U.S.C. § 552; 31 U.S.C. § 

3729(c). 

16. Relator is not aware that the allegations in this Complaint have been publicly 

disclosed.  Further, to the extent Relator is aware of any public disclosures, this Complaint is not 

based on such public disclosures.  In any event, this Court has jurisdiction under 31 U.S.C. § 

3730(e)(4) because the Relator is an “original source” and has knowledge which is both direct 

and independent of any public disclosures to the extent they may exist. 

BACKGROUND 

The False Claims Act 

17. Originally enacted in 1863, the FCA was substantially amended in 1986 by the 

False Claims Amendments Act.  The 1986 amendments enhanced the Government’s ability to 

recover losses sustained as a result of fraud against the United States.  Further clarifying 

amendments were adopted in May 2009 and March 2010. 

18. The False Claims Act provides, in pertinent part: 

(a) Liability for Certain Acts.— 

(1) In general.— Subject to paragraph (2), any person who: 
 

(A) knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 
 
(B) knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim; 
 
(C) conspires to commit a violation of subparagraph (A), (B), (D), (E), 
(F), or (G); 
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(D) has possession, custody, or control of property or money used, or to be 
used, by the Government and knowingly delivers, or causes to be 
delivered, less than all of that money or property; 
 
(E) is authorized to make or deliver a document certifying receipt of 
property used, or to be used, by the Government and, intending to defraud 
the Government, makes or delivers the receipt without completely 
knowing that the information on the receipt is true; 
 
(F) knowingly buys, or receives as a pledge of an obligation or debt, 
public property from an officer or employee of the Government, or a 
member of the Armed Forces, who lawfully may not sell or pledge 
property; or 
 
(G) knowingly makes, uses, or causes to be made or used, a false record or 
statement material to an obligation to pay or transmit money or property to 
the Government, or knowingly conceals or knowingly and improperly 
avoids or decreases an obligation to pay or transmit money or property to 
the Government, is liable to the United States Government for a civil 
penalty of not less than $5,000 and not more than $10,000, as adjusted by 
the Federal Civil Penalties Inflation Adjustment Act of 1990 
(28 U.S.C. 2461 note; Public Law 104–410), plus 3 times the amount of 
damages which the Government sustains because of the act of that person. 
 

(3) Costs of civil actions.— A person violating this subsection shall also be liable 
to the United States Government for the costs of a civil action brought to recover 
any such penalty or damages. 
 
(b) Definitions.— For purposes of this section— 
 

(1) the terms “knowing” and “knowingly”— 
 

(A) mean that a person, with respect to information— 
 

(i) has actual knowledge of the information; 
 

(ii) acts in deliberate ignorance of the truth or falsity of the 
information; or 
 
(iii) acts in reckless disregard of the truth or falsity of the 
information; and 
 

(B) require no proof of specific intent to defraud; 
 

(2) the term “claim”— 
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(A) means any request or demand, whether under a contract or 
otherwise, for money or property and whether or not the United 
States has title to the money or property, that— 
 

(i) is presented to an officer, employee, or agent of the 
United States; or 
 
(ii) is made to a contractor, grantee, or other recipient, if the 
money or property is to be spent or used on the 
Government’s behalf or to advance a Government program 
or interest, and if the United States Government— 
 

(I) provides or has provided any portion of the 
money or property requested or demanded; or 
 
(II) will reimburse such contractor, grantee, or other 
recipient for any portion of the money or property 
which is requested or demanded; and 
 

(B) does not include requests or demands for money or property 
that the Government has paid to an individual as compensation for 
Federal employment or as an income subsidy with no restrictions 
on that individual’s use of the money or property; 
 

(3) the term “obligation” means an established duty, whether or not fixed, 
arising from an express or implied contractual, grantor-grantee, or 
licensor-licensee relationship, from a fee-based or similar relationship, 
from statute or regulation, or from the retention of any overpayment; and 
 
(4) the term “material” means having a natural tendency to influence, or 
be capable of influencing, the payment or receipt of money or property. 

 
19. Pursuant to the Federal Civil Penalties Inflation Adjustment Act Improvements 

Act of 2015, Public Law 114-74, Sec. 701, False Claims Act civil penalties were increased to a 

minimum of $10,781, and a maximum of $21,563, for violations occurring on or after November 

2, 2015. See also 28 C.F.R. § 85.5. 

20. Significantly, the FCA imposes liability where the conduct is merely “in reckless 

disregard of the truth or falsity of the information” and further clarifies that “no proof of specific 

intent to defraud is required.” 31 U.S.C. § 3729(b)(1). 
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SUBSTANTIVE ALLEGATIONS 

I. Overview of Medicare and Its Benefits 

21. Medicare is a federal health insurance system for people 65 and older and for 

people under 65 with certain disabilities. 

22. Medicare Part D began January 1, 2006 and pays for prescription drug benefits for 

the elderly and disabled. 42 U.S.C. § 1395w-101, et seq.  All persons enrolled in Medicare Part 

A and/or Medicare Part B are eligible to enroll in a prescription drug plan under Part D. HHS, 

through its component agency, CMS, contracts with private companies (or “sponsors”) 

authorized to sell Part D insurance coverage. Such companies are regulated and subsidized by 

CMS pursuant to one-year, annually renewable contracts. 

23. Medicare Part D requires all participants in the program – prescription drug plan 

(“PDP”) sponsors, Pharmacy Benefit Managers (“PBM”), and pharmacies – to adhere to all 

federal laws and regulations, including those designed to prevent fraud, waste, and abuse. 42 

C.F.R. § 423.505(h)(1).  Under CMS regulations, PDP sponsors’ subcontracts with PBMs and 

pharmacies must contain language obligating the pharmacy to comply with all applicable federal 

laws, regulations, and CMS instructions. 42 C.F.R. § 423.505(i)(3)(v).  

24. The federal government’s target is to pay 74.5% of the actual costs of basic 

prescription drug coverage (as defined at 42 U.S.C. § 1395w-1029(a)(3)).  42 U.S.C. § 1395w-

115(a).  Rather than a straight reimbursement, however, the government uses economic 

incentives and disincentives to encourage both beneficiaries and Part D Plan sponsors to reduce 

costs.  42 U.S.C. § 1395w-115. 

25. For beneficiaries, the disincentives for running-up high drug expenditures include 

requiring them to pay certain amounts out-of-pocket (in the aggregate referred to as a 
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beneficiary’s True Out-Of-Pocket (“TrOOP”)).  Those sums include:  

a) a beneficiary premium equal to 25.5% of the national weighted average plan 
bid, as adjusted (approximately $350), 42 U.S.C. § 1395w-113(a);  

 
b) a deductible defined as 100% of the first $250, as adjusted (although 90% of 

Part D Plans eliminate the deductible and use a tiered co-pay), 42 U.S.C. § 
1395w-102(b)(1);  
 

c) thereafter a 25% copay on all costs up to the coverage gap, 42 U.S.C. § 
1395w-102(b)(2);  
 

d) 100% of costs between $2,250 and $3,600, as adjusted, 42 U.S.C. § 1395w-
102(b)(3) & (4)  (the “coverage gap” or “donut hole”); and 
 

e) whereafter, the beneficiary enters the catastrophic coverage phase and only 
pays a copay of 5%, or $2 for a generic drug and $5 for any other drug. 42 
U.S.C. § 1395w-102(b)(4)(A)(i).  

 
26. Because beneficiaries are required to pay a significant copay, and 100% of the 

cost of drugs while they are in the deductible and coverage gap phases of the program, Medicare 

Part D provides certain protections to beneficiaries.  For example, sponsors must make the 

negotiated prices available to beneficiaries regardless of what “phase” of the Part D benefit an 

enrollee is in (i.e., deductible, ordinary coverage, coverage gap or catastrophic coverage).  In 

addition, that negotiated price must also remain uniform within a particular pharmacy regardless 

of what phase of the program the beneficiary is in. Prescription Drug Benefit Manual, Ch. 5 

“Benefits and Beneficiary Protections,” § 20.6 (“the negotiated price for a particular covered Part 

D drug purchased at a particular pharmacy must always be the same regardless of what phase of 

the Part D benefit an enrollee is in”).   

27. Another beneficiary protection is that, while they are in the deductible or 

coverage gap phases where they pay 100% of the costs, beneficiaries may avail themselves of a 

cash price that is better than their PDP’s negotiated price if the pharmacy is offering a “‘special’ 

price or other discount for all customers, or if the beneficiary is using a discount card.” 
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Prescription Drug Benefit Manual, Ch. 14 “Coordination of Benefits,” at 50.4.2.  If the 

beneficiary makes such a purchase outside of their plan, their expenditure will still count toward 

their TrOOP if they report it to their plan. Id.  

28. For Part D plan sponsors, the program is a quasi-free market model that uses a 

variety of incentives which are part of the structure of the program.  The starting point is that the 

program only pays the sponsor “interim payments . . . based on the Secretary’s best estimate of 

amounts that will be payable after obtaining all of the information.” 42 U.S.C. § 1395w-

115(d)(1).  In other words, Medicare Part D is not a capitated federal insurance program, but 

rather an actual cost program.  Id.; see 42 U.S.C. § 1395w-112(g) (prohibiting states from 

imposing premium taxes on Part D subsidy since, unlike Part C, the payments are not capitated 

premiums); compare to 42 U.S.C. § 1395w-114(c)(2) (expressly authorizing capitated payment 

only for those Part D beneficiaries in the lowest income tier who qualify for greater subsidy).   

29. In a nutshell, the sponsor submits a bid based on actuarial data estimating the 

actual cost of providing prescription drugs to its pool of beneficiaries.  The government then 

makes “interim payments” to the Sponsor on a monthly basis.  As an express condition of 

receiving those interim payments, the Sponsor is required to submit to the government truthful 

and complete data, including actual cost, for every prescription filled.  At the end of each year 

the government then compares its interim payments to the actual cost data, and determines 

whether the sponsor owes a refund to the government, or whether the government is required to 

pay more money in order to meet its subsidy target.  In order to further incentivize the Sponsor to 

keep costs down, however, the refund or additional payment is first subject to risk corridors 

which penalize the sponsor if actual costs exceed its bid, and reward the Sponsor if actual costs 

are below its bid. 42 U.S.C. § 1395w-115(e).  As a practical matter, these risk corridors would 
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only slightly increase or decrease the total percentage paid by the government for each 

prescription. 

II. Overview of Medicaid and Its Benefits 

30. Medicaid is a joint federal-state program created in 1965 that provides health care 

benefits for certain groups, primarily the poor and disabled.  The federal portion of each state’s 

Medicaid payments, known as the Federal Medical Assistance Percentage (“FMAP”), is based 

on the state’s per capita income compared to the national average. 42 U.S.C. § 1396d(b).  

Among the states, the FMAP is at least 50 percent and is as high as 83 percent. 

31. The Medicaid program pays for services pursuant to plans developed by the states 

and approved by the HHS Secretary through CMS. 42 U.S.C. § 1396a(a)-(b). States pay doctors, 

hospitals, pharmacies, and other providers and suppliers of medical items and services according 

to established rates. 42 U.S.C. §§ 1396b(a)(1), 1903(a)(1). The federal government then pays 

each state a statutorily-established share of “the total amount expended . . . as medical assistance 

under the State plan . . . .” See 42. U.S.C. § 1396b(a)(1). This federal-to-state payment is known 

as federal financial participation (“FFP”). 

32. The Medicaid programs of all states reimburse for prescription drugs.  The vast 

majority of states award contracts to private companies to evaluate and process claims for 

payment on behalf of Medicaid recipients.  Typically, after processing the claims, these private 

companies then generate funding requests to the state Medicaid programs.  Before the beginning 

of each calendar quarter, each state submits to CMS an estimate of its Medicaid federal funding 

needs for the quarter.  CMS reviews and adjusts the quarterly estimate as necessary, and 

determines the amount of federal funding each state will be permitted to draw down as it incurs 

expenditures during the quarter.  The state then draws down federal funding as actual provider 
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claims, including claims from pharmacies seeking payment for drugs, are presented for payment.  

After the end of each quarter, the state then submits to CMS a final expenditure report, which 

provides the basis for adjustment to the quarterly federal funding amount (to reconcile the 

estimated expenditures to actual expenditures).  42 C.F.R.§ 430.30. 

III. The TRICARE Program 

33. TRICARE, formerly known as CHAMPUS, is a managed health care program 

established by the Department of Defense. 10 U.S.C. §§ 1071-1110. TRICARE provides health 

care benefits to eligible beneficiaries, which include, among others, active duty service members, 

retired service members, and their dependents. 

34. The regulatory authority establishing the TRICARE program does not cover drugs 

not approved by the FDA. See 32 C.F.R. § 199.4(g)(15)(i)(A). TRICARE does not cover drugs 

used for off-label indications unless such off-label use is proven medically necessary and safe 

and effective by medical literature, national organizations, or technology assessment bodies. See 

32 C.F.R. § 199.4(g)(15)(i)(A)(Note). 

IV.  The United States Food, Drug, and Cosmetic Act 

35. The FDA regulates the manufacture, sale, and distribution of drugs and devices in 

the United States under the authority of the United States Food, Drug and Cosmetic Act 

(“FDCA”). The FDCA establishes the framework for regulation of, inter alia, the sales and 

marketing activities of pharmaceutical manufacturers in the United States.  This authority 

includes oversight of promotional labeling and advertising for prescription drugs and restricted 

devices.  21 U.S.C. § 502. 

36. The FDCA defines “label” to mean “a display of written, printed, or graphic 

matter upon the immediate container of any article . . . .” 21 U.S.C. § 321(k).  “Labeling” means 
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“all labels and other written, printed, or graphic matter (1) upon any article or any of its 

containers or wrappers, or (2) accompanying such article.” 21 U.S.C. § 321(m).  For a 

prescription drug or device to comply with the FDCA’s requirement of adequate directions for 

use, its labeling must contain, among other things, information addressing product hazards and 

other risk information, as specified in FDA regulations.  21 C.F.R. §§ 201.100(d)(1) & (3) and 

801.109(d). 

37. The FDCA also subjects advertising for prescription drugs and restricted devices 

to the disclosure of risk and other informational requirements.  Advertisements for prescription 

drugs must include, among other things, “information in brief summary relating to side effects, 

contraindications, and effectiveness,” as specified in FDA regulations.  21 U.S.C. § 352(n). 

Advertisements for restricted devices must include “a brief statement of the intended uses of the 

device and relevant warnings, precautions, side effects, and contraindications . . . .”  21 U.S.C. § 

352(r).  Both prescription drug and restricted device advertisements also must not be false or 

misleading.  21 U.S.C. § 352(q)(1) & 321(n); 21 C.F.R. § 202.1(e)(5). 

38. Disease awareness communications are communications disseminated to 

consumers or health care practitioners that discuss a particular disease or health condition, but do 

not mention any specific drug or device or make any representation or suggestion concerning a 

particular drug or device. FDA Guidance for Industry (draft guidance), “Help-Seeking” and 

Other Disease Awareness Communications by or on Behalf of Drug and Device Firms (January 

2004).3  Help-seeking communications are disease awareness communications directed at 

                                                 
3 On May 6, 2015, the FDA announced that it was withdrawing the draft guidance.  See 80 Fed. 
Reg. 26059.  Thus, pharmaceutical manufacturers can now rely on two previously released 
industry policy guidance releases: Clarification of Policy on Institutional, Corporate, or Health 
Message Advertising (September 1985) and Institutional/Disease-oriented Advertisements (June 
3, 1988). 
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consumers. Id. 

39. Help seeking and disease awareness communications constitute neither labeling 

nor advertising.  Id.  Therefore, help seeking and disease awareness communications are not 

subject to the disclosure of risk information and other requirements for labeling and 

advertisement communications under the FDCA.  Id. 

40. The FDA will treat as a disease awareness communication any communications 

by or on behalf of a manufacturer, distributor, or retailer of a drug or device that: 

i. discuss a disease or health condition; 
 
ii. if consumer-directed, advise the audience to “see your doctor” for possible 

diagnosis and/or treatment; 
 
iii. if aimed at health care practitioners, encourage awareness of signs of the 

particular disease or health condition, or otherwise provide information to 
assist in the diagnosis of the particular disease or health condition; 

 
iv. do not mention a particular drug or device; and 
 
v. do not include any representation or suggestion relating to a particular drug or 

device. 
 
Id. 
 

41. When a disease awareness communication is presented in a combination with a 

product promotion communication, in a way that causes the audience to perceive the two pieces 

as an advertisement or promotional labeling piece, a disease awareness communication may be 

treated by the FDA as labeling or advertising.  Id.  For example, a purported disease awareness 

communication disseminated by or on behalf of a drug manufacturer can be subject to the FDA’s 

labeling or advertising requirements if it mentions a specific drug or contains a representation or 

suggestion concerning a specific drug or device.  Id.   

42. In determining whether a disease awareness communication and promotional 
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communication were disseminated in such a way as to trigger the FDA’s advertising or labeling 

requirements, the FDA focuses on how the audience is likely to perceive the communication.  

Specifically, the FDA has stated that: 

a supposed disease awareness communication could be properly treated as 
advertising or promotional labeling if presented in combination with a product 
claim advertisement or promotional labeling piece in a manner that causes the 
pieces’ messages to be linked together by the audience. In such a case, the 
combined communication would also communicate a particular product’s 
indication and efficacy for a certain medical condition. If the combined 
communication does not comply with the act and FDA’s advertising or labeling 
regulations, the communication would cause the promoted product to be 
misbranded. 
 

Id.; see also Enforcement Letter From FDA’s Division of Drug Marketing, Advertising, and 

Communications to Schering Corp.  (Aug. 18, 2000)4 (finding that two advertisements, a help 

seeking advertisement and a reminder advertisement, which immediately followed each other in 

a magazine, converted the entire presentation into one full product advertisement, subject to the 

FDA’s regulations); FDA Guidance for Industry, Distributing Scientific and Medical 

Publications on Unapproved New Uses – Recommended Practices (February 2014) (stating that 

scientific or medical journal articles, reference texts and clinical practice guidelines (“CPG”) 

provided by pharmaceutical manufacturers to health care professionals should be distributed 

“separately from the delivery of information that is promotional in nature.  For example, if a 

sales representative delivers a CPG to a physician in his or her office, the CPG should not be 

attached to any promotional material the sales representative uses or delivers during the office 

visit.  To the extent that the recipients of the CPG have questions, the sales representative should 

refer the questions to a medical/scientific officer or department, and the officer or department to 

                                                 
4 Available at http://www.fda.gov/downloads/Drugs/GuidanceComplianceRegulatory 
Information/EnforcementActivitiesbyFDA/WarningLettersandNoticeofViolationLetterstoPharma
ceuticalCompanies/UCM166052.pdf. 
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which the referral is made should be independent of the sales and/or marketing departments.” 

(emphasis added)). 

43. Moreover, the FDA has identified two factors which it examines when 

determining whether two communications together qualify as promotional labeling or 

advertising.  The two factors are: (1) Are the pieces perceptually distinct in use of graphic, 

visual, thematic, or other presentation elements; and (2) Are the pieces presented in close 

physical or temporal proximity? Id. 

44. Of these two factors, the FDA considers the determinant factor to be whether the 

pieces are perceptually distinct.  In addressing this factor, the FDA recommended that 

manufacturers: 

ensure that their disease awareness communications and reminder promotional 
pieces or product claim promotional pieces are sufficiently distinctive in terms of 
their thematic, graphic, visual and other presentation elements so that they will 
not be perceived as a single promotional piece that includes both a product name 
and a use, and is thus subject to the requirements for “labeling” or “advertising” 
mandated by the act and regulations. 

 
“Help-Seeking” and Other Disease Awareness Communications by or on Behalf of Drug and 
Device Firms (January 2004). 
 
V. The California & Illinois Insurance Fraud Prevention Acts 

45. While the federal and state FCA statutes protect public insurance entities from 

fraud, California and Illinois are unique in permitting whistleblowers to bring a qui tam action 

against any person or company that defrauds private insurance companies and share in the 

recovery.  See CIPFA, Cal. Ins. Code §§ 1871, et seq.; ICFPA, 740 I.L.C.S §§ 92/1, et seq. 

46. Rather than bringing the case on behalf of the government and fellow taxpayers, a 

CIPFA or ICFPA relator brings the case on behalf of the government and the relevant private 

insurance companies’ policyholders. 
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VI. Defendant’s Fraudulent Conduct  

A. False Claims Act Violations 

47. Defendant has, since at least November 2015, engaged in a scheme to promote its 

drugs Fanapt and Hetlioz for off-label uses, in addition to several other prohibited promotional 

strategies.  Specifically, Defendant: (1) promoted Fanapt for uses outside of treating 

schizophrenia, the drug’s sole indication; (2) promoted Fanapt off-label to pediatric patients; (3) 

overstated Fanapt’s efficacy to providers; (4) made false and misleading statements regarding 

Fanapt’s safety warnings; (5) misled providers about Fanapt’s approved dosing schedule; (6) 

improperly provided titration packets which did not have adequate instructions for use; (7) 

promoted Fanapt as a first line therapy; (8) misused Fanapt copay cards; and (9) promoted 

Hetlioz for off-label uses. These prescriptions were reimbursed by federal health care programs, 

including Medicare, Medicaid and Tricare, and therefore were issued in violation of the FCA.  

As a result of Defendant’s misconduct, the Government has been defrauded and suffered a 

substantial loss.     

B. Overview of Antipsychotic Medication Use By Medicare Beneficiaries 

48. In the United States, antipsychotic drug treatments are a protected class. 

According to the Council on Behavioral Health, in 2005, CMS directed that Part D formularies 

include all or substantially all drugs in six drug classes, including: antidepressant; antipsychotic; 

anticonvulsant; immunosuppressant (to prevent rejection of organ transplants); antiretroviral (for 

the treatment of infection by retroviruses, primarily human immunodeficiency virus (HIV)); and 

antineoplastic. The Medicare Improvements for Patients and Providers Act created the six 

protected classes and the Affordable Care Act also defined them by name. Today, Medicare Part 

D plans must carry “all or substantially all” of the chemically distinct drugs in these categories 
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on their formularies. For other categories, the plans can typically carry one brand-name drug and 

one generic drug.  

49. Millions of people with mental illness rely on Medicare as a health and economic 

lifeline. About 26% of all Medicare beneficiaries (more than 13 million Americans) experience 

some mental disorder every year. Severe mental illness, including bi-polar disorder or 

schizophrenia, is especially prevalent among beneficiaries who are under 65 and eligible for 

Medicare based on their disability. Approximately 37% of all disabled Medicare beneficiaries 

have a severe mental disorder. In addition, mood disorders were the second leading cause of 

disability in 2011. SSA Publication No. 13-11827, P. 25, Table 6 (Sept. 2012).5  Further, 56% of 

all Medicare inpatient psychiatric facility patients are dually eligible. MedPAC.6   

50. Dually eligible beneficiaries – those with both Medicare and Medicaid – are more 

likely to have cognitive impairments and mental disorders than people who have only Medicare 

coverage. Further, more than half of all dual eligible beneficiaries have mental or cognitive 

impairments. The Kaiser Family Foundation, Medicare’s Role for Dual Eligible Beneficiaries 

(April 4, 2012).7   

C. Background Information  
 

51. Relator started working for Defendant on November 16, 2015 as an RBL for the 

mid-west region.  Relator was one of five RBLs hired by Defendant, and they were responsible 

for Fanapt’s relaunch scheduled for November 20, 2015.  The RBLs were responsible for 

managing Vanda’s Fanapt sales force, which consisted of fifty independent contractor sales 

representatives, hired through a third-party marketing agreement between Defendant and 

                                                 
5 Available at https://www.ssa.gov/policy/docs/statcomps/ssi_asr/2011/ssi_asr11.pdf. 
6 Available at http://www.medpac.gov/transcripts/IPF presentation--October 2011--final.pdf. 
7 Available at http://www.kff.org/medicare/upload/8138-02.pdf. 
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Publicis Touchpoint Solutions (“Publicis”).    

52. Relator and the other RBLs attended training at Vanda’s headquarters in 

Washington, D.C. from November 16, 2015 to November 20, 2015.  According to Relator, 

during this training, Vanda did not provide the RBLs with any product specific information. 

Rather, this training was primarily focused on familiarizing the RBLs with Publicis and their 

representatives, as well as other corporate administrative issues such as year-end reviews.  

Following this training, the RBLs were sent home on November 23, 2015, and shortly thereafter 

were provided with a binder containing Fanapt product information.  

53. Twelve of the sales representatives, known as the Fanapt 12, had been selling 

Fanapt since December 2014 in the New York City, New York, and St. Louis, Missouri areas.  

The Fanapt 12 were primarily managed by David James, Vanda’s National Sales Director, and 

Paul Ramirez, Defendant’s Head of Sales. The other thirty-eight sales representatives were hired 

around the same time as Relator. The sales representatives, RBLs, and senior management 

attended a five-day national relaunch meeting in late November/early December 2015 at the 

Fairmount Hotel in Washington, D.C. 

54. The Fanapt 12 were universally praised by Defendant’s senior management. They 

were viewed as “experts” at selling Fanapt because they had been selling the drug for eleven 

months before the other sales representatives were hired, and therefore had real-life experience 

promoting the drug to providers.  Vanda senior management even stated to the other sales 

representatives that they should thank the Fanapt 12 for their jobs because their success in selling 

the drug was the main factor which convinced senior management to hire additional sales 

representatives.   

55. Fanapt sales training consisted of home study followed by a Fanapt national sales 
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training held at the Fairmount Hotel in Washington, D.C. from November 30, 2015 to December 

4, 2015.  The sales training was conducted by senior management and a team of six Medical 

Science Liaisons, who were managed by Dewey McLin, Defendant’s Director of Medical 

Affairs.  During training, sales representatives participated in training workshops, listened to 

guest speakers, and became certified to sell Fanapt by conducting a sales call “detail” role-play 

in front of the RBLs. The RBLs were not invited to attend the full National Sales Training 

meeting but were required to attend the last two days of the meeting where they conducted role-

play certification for the newly hired sales representatives.  Significantly, RBLs were expected to 

certify sales representatives at training.  However, as stated above, the RBLs were not provided 

any Fanapt product information until days before they were supposed to certify the sales 

representatives. Relator even commented to Vanda management that he could not get through all 

the Fanapt material in time to certify the sales representatives. Vanda senior management simply 

instructed him to “do his best.”  Thus, Vanda tasked its RBLs, who only had a few days to 

review information specific to Fanapt, to certify its sales representatives to sell the drug in the 

field. 

56. The diagram below depicts Vanda’s Fanapt corporate structure: 
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D. Defendant Promoted Fanapt for Off-Label Uses 

57. As discussed above, Fanapt was approved by the FDA solely to treat adult 

schizophrenia patients.  This limited indication severely decreased the potential patient 

population that could be prescribed Fanapt on-label, especially compared to its competitors’ 

antipsychotic drugs with more expansive indications.  To overcome this obstacle, Vanda senior 

management implemented a plan to promote the drug for off-label uses, mainly bi-polar disorder 

and other conditions treated by competitors’ antipsychotic medications. The training, provider 

targets and compensation, among other things Vanda provided to its sales force, were all 

designed to secure off-label Fanapt prescriptions. 
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58. Specifically, and as discussed in more detail below, Vanda trained its sales force 

to market Fanapt to providers as an effective substitute for other atypical antipsychotics that have 

more expansive indications and are commonly prescribed for bipolar disorder rather than 

schizophrenia. After convincing a provider that Fanapt was an effective substitute for other 

atypical antipsychotics, regardless of the condition it was prescribed to treat, Fanapt sales 

representatives were trained to differentiate the drug from other antipsychotics by promoting 

Fanapt’s safety profile. Significantly, during their sales pitch, sales representatives were trained 

to avoid any discussion of schizophrenia, and if brought up by the provider, to steer the 

conversation back to Fanapt’s efficacy and safety profile messaging. Further, the sales goals, 

physician target lists and incentive compensation plans all demonstrate that Vanda intended its 

sales representatives to promote Fanapt off-label.  

59. Vanda was aware that the providers its sales representatives targeted were 

primarily prescribing atypical antipsychotics for bipolar disorder and conditions other than 

schizophrenia.  Vanda was also aware that a significant portion of the prescriptions secured by its 

sales force were for off-label uses. However, this was Vanda’s intended result – to promote 

Fanapt to physicians prescribing antipsychotics for any disorder and convert them to Fanapt 

prescribers. 

1. Off-Label Messaging 

60. Vanda trained its sales force to promote Fanapt off-label for bipolar disorder, as 

well as other mental health conditions treated by similar drugs, in large part because 

schizophrenia only accounts for a very small portion of the atypical antipsychotic market, 
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especially when compared to more prevalent conditions like bipolar disorder.8 Therefore, by 

targeting bipolar patients and patients with other mental conditions outside of its indicated use, 

Vanda was able to significantly increase the potential patient population for Fanapt.  And Vanda 

made no secret that Fanapt was to be promoted off-label.  For example, early on in sales training, 

sales representatives and RBLs were told by Vanda’s CEO that schizophrenia was the hardest 

indication to get approved by the FDA, and therefore providers would understand that if Fanapt 

had proven effective to treat schizophrenia, then it could also be used and is effective in treating 

other types of mental health illnesses, such as bipolar disorder. 

61. Vanda trained its sales representatives to first promote Fanapt as an effective 

substitute for drugs such as Risperidone, Saphris and Latuda, all of which are indicated for 

schizophrenia and bipolar disorder. Sales representatives were instructed to make this pitch 

without regard to whether the provider was prescribing these drugs to treat schizophrenia, bipolar 

disorder, or some other condition.  And, as discussed below, Vanda intended and was aware that 

a majority of the providers its sales representatives called on were prescribing Risperidone, 

Saphris, and Latuda for conditions other than schizophrenia. Further, Vanda was aware that a 

majority of the Fanapt prescriptions its sales representatives secured from these providers were 

off-label. 

62. After convincing the physician that Fanapt could be prescribed to any patient 

currently prescribed to another atypical antipsychotic, regardless of the condition it was 

prescribed to treat, sales representatives were trained to differentiate Fanapt as the superior 

                                                 
8 Approximately 2.6% of adults in the United States suffer from bipolar disorder, while 
approximately 1.1% of adults in the United States suffer from schizophrenia.  See National 
Institute of Mental Health, available at 
https://www.nimh.nih.gov/health/statistics/prevalence/schizophrenia.shtml and 
https://www.nimh.nih.gov/health/statistics/prevalence/bipolar-disorder-among-adults.shtml.  
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choice by focusing on its safety profile and side effects compared to other atypical antipsychotics 

medications. By using this carefully crafted sales technique, Vanda’s sales representatives were 

able to promote Fanapt to providers without ever mentioning schizophrenia by focusing on 

Fanapt’s efficacy and safety profile compared to other antipsychotic medications. 

63. First, as just discussed, sales representatives were trained and did in fact promote 

Fanapt as an effective substitute for other atypical antipsychotics, regardless of the condition 

they were prescribed to treat.  To convey this message, Vanda trained its sales representatives to 

promote Fanapt as an effective substitute for Risperidone,9 but with fewer side effects.  Vanda 

provided sales representatives with two clinical studies to help demonstrate Fanapt’s 

effectiveness compared to Risperidone.  The first was a four-week study which used Geodon as 

an active control.  The second was a six-week study which used Risperidone as an active control.  

In discussing the six-week study, sales representatives were instructed to tell physicians that 

Risperidone only appeared more effective in that study because Fanapt, unlike Risperidone, had 

to be titrated. Sales representatives would then show providers the four-week study and explain 

that when compared to a drug that requires titration, such as Geodon, Fanapt proved just as 

effective as Risperidone. This was misleading, especially considering that Vanda never 

conducted any head-to-head trials of Fanapt and Risperidone or Geodon. 

64. In pitching Fanapt to providers, sales representatives were instructed to say: 

If Risperidone was titrated, we’d have equal or better efficacy (pointing to the 
graph depicting the Geodon data, not Risperdal) but we are much cleaner because 
we don’t cause the serious side effect Akathisia, in fact we are the only atypical 
that has a placebo-like side effect profile. Fanapt is metabolically neutral and the 
cleanest treatment option. Why try anything else? 

                                                 
9 Risperidone, marketed by Jannsen as Risperdal, is indicated for: (1) treatment of schizophrenia; 
(2) as monotherapy or adjunctive therapy with lithium or valproate, for the treatment of acute 
manic or mixed episodes associated with Bipolar I disorder; and (3) treatment of irritability 
associated with autistic disorder.  
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65. In making this pitch to providers, Fanapt sales representatives were encouraged 

not to mention schizophrenia. In fact, according to Relator, sales representatives received 

virtually no training on the disease state of schizophrenia and the condition was rarely mentioned 

during sales training. For example, during sales training, Relator suggested they create patient 

profiles for schizophrenia. In response, Vanda senior management got mad at Relator for 

suggesting this because promoting Fanapt for schizophrenia was not part of their plan.  And, 

according to Relator, if asked by a physician about schizophrenia or the proper patient profile, 

sales representatives were trained to steer the conversation back to a discussion of Fanapt’s 

efficacy compared to other antipsychotics.  Further, as discussed below, Vanda’s Fanapt 

marketing materials similarly failed to discuss, in any meaningful way, schizophrenia, Fanapt’s 

sole indication.  

66. For example, Vanda prepared an overcoming objections sales aide, which 

demonstrates Vanda’s intent to promote Fanapt as a substitute for other atypical antipsychotics 

prescribed for non-schizophrenia patients. In the overcoming objections sales aide, the first 

provider objection is “I don’t see any/a lot of patients with schizophrenia.”  The canned response 

to this objection states, “You don’t see a lot of schizophrenia but you do use atypical 

antipsychotics, correct?” (emphasis added). This objection demonstrates that Vanda intended its 

sales force to promote Fanapt off-label for non-schizophrenia patients. The response contained in 

the sales aide is clearly intended to steer the conversation to a discussion of other atypical 

antipsychotics the physician prescribes, obviously for non-schizophrenia patients as made clear 

by the objection, so the sales representative can promote Fanapt as effective for those patients. 

And although there are other responses listed on the sales aide, Relator states that Vanda focused 

primarily on this response during sales training.  
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67. According to Relator, after convincing a physician that Fanapt was just as 

effective as other atypical antipsychotics, sales representatives were trained to sell the provider 

on Fanapt’s superior safety/side effect profile compared to other atypical antipsychotics the 

provider was considering or currently prescribing.  This was necessary because positioning 

Fanapt as an effective substitute was not sufficient to convince the physician to prescribe Fanapt 

because, if the drug provided the same efficacy, there was no reason to switch. Thus, Vanda 

trained its sales force to convince the physician that Fanapt was just as effective, but with a better 

safety profile.  

68. To promote its superior safety/side effect profile message, Vanda trained its sales 

force to tell physicians that Fanapt has a “placebo-like safety profile” with the primary focus on 

the drug’s “placebo-like rate of Akathisia.”10 Akathisia is a side effect experienced with many 

atypical anti-psychotics, including Risperidone, Saphris and Latuda. Therefore, by promoting 

Fanapt as an effective substitute for other atypical antipsychotics, but without the Akathisia side 

effect and other safety concerns, Vanda was able to position Fanapt as a superior treatment 

option for non-schizophrenia patients prescribed to a different atypical antipsychotic.  

69. According to Relator, sales representatives were trained to connect Akathisia to 

lowered efficacy in other atypical antipsychotics.  Specifically, sales representatives were trained 

to tell physicians that many patients prescribed to atypical antipsychotics stop taking their 

medications due to Akathisia.  Therefore, by prescribing Fanapt instead of other drugs, patients 

would have greater compliance on their medication regimen, and therefore greater efficacy, 

because they do not experience Akathisia. Again, this sales pitch was targeted at capturing 

                                                 
10 Akathisia is one of the most frequent, common, and distressful adverse effects of treatment 
with antipsychotic drugs. This syndrome consists of subjective (feeling of inner restlessness and 
the urge to move) as well as objective components (rocking while standing or sitting, lifting feet 
as if marching on the spot and crossing and uncrossing the legs while sitting).  
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prescriptions for any atypical antipsychotic prescribed by the provider, regardless of the reason it 

was prescribed, as nearly all such drugs cause Akathisia.  

70. For example, in the Fanapt Call Guidance sales aide provided to sales 

representatives, it has an entire section devoted to Akathisia, which states: 

Now that I shared with you these great new data on Fanapt efficacy, I would like 
to focus your attention on patients on antipsychotics who need to switch therapy 
due to akathisia. As you know, one common reason for switching schizophrenia 
patients’ antipsychotic treatment is akathisia symptoms . . . . 
 
Doctor, can you see from these data how Fanapt could provide robust short- and 
long-term efficacy for your patients who may be experiencing akathisia on 
another antipsychotic? (wait for response) So, the next time you need to switch 
patients because they need long-term efficacy and have akathisia, would you 
choose Fanapt as your primary switch agent? 
 
Is there a specific patient you can identify right now who might benefit from 
switching to Fanapt? 
 
71. As the script above demonstrates, the focus of the sales pitch, after convincing the 

physician on efficacy, was to position Fanapt as superior due to its low rates of Akathisia, 

without regard to whether these patients are prescribed to antipsychotic medications for 

conditions other than schizophrenia. 

72. The Overcoming Objections and Call Guidance sales aides, provided by Vanda, 

include several references to schizophrenia.  According to Relator, Vanda included numerous 

references to schizophrenia in the sales aides to prevent allegations of off-label marketing.  

However, according to Relator, this was just for show and Vanda senior management never 

emphasized or instructed its sales representatives to discuss or even mention schizophrenia while 

making sales calls. Rather, Vanda instructed sales representatives to focus on pushing the 

efficacy and safety messaging described herein. For example, during sales training sales 

representatives participated in exercises where they would role-play mock sales calls for Vanda 
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senior management.  On several occasions, the sales representative would fail to even mention 

schizophrenia when performing the role-play and, according to Relator, Vanda’s management 

team would not correct them or even mention the need to discuss schizophrenia.  

73. Vanda also provided the RLBs with a Reprieve study, which was not approved by 

the FDA and therefore not allowed to be used in marketing, to promote this message. According 

to Relator, all of the RBLs were provided multiple copies of these studies and he believes senior 

management intended they use them when marketing Fanapt to providers. 

74. Even when sales representatives were promoting Fanapt’s safety profile, Vanda 

trained sales representatives to avoid discussing Fanapt’s sole indication, and steer the 

conversation back to a discussion of Fanapt’s safety profile.  For example, the overcoming 

objections sales aide also contains the objection “Fanapt has only one indication.” The canned 

response prepared by Vanda states: 

I understand that other antipsychotics have more than one indication. Can you 
think of any of your adult schizophrenia patients who are experiencing inner 
restlessness, agitation or other treatment-induced movement disorders on their 
current medication? 

 
The Fanapt efficacy and tolerability profile, including its placebo-like rate of 
akathisia make it an option for patients who need to switch from one 
antipsychotic to another.  
 
75. Further, the overcoming objection sales aide instructs sales representatives, in 

response to the objection that the provider does not “see any/a lot of patients with 

schizophrenia,” to respond by saying, “Akathisia is a drug-induced side effect that can 

necessitate a treatment switch” and “Fanapt offers atypical antipsychotic efficacy with placebo-

like rates of Akathisia.” (emphasis added). 

76. This messaging further demonstrates Vanda’s illegal promotional scheme. This 

sales technique is designed to steer the conversation with a provider away from Fanapt’s sole 
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indication – schizophrenia – and focus on a side effect associated with most atypical 

antipsychotics. This, again, was a technique designed by Vanda to position Fanapt as a drug that 

can be prescribed as an effective substitute for other atypical antipsychotics, regardless of the 

condition the drug was prescribed to treat. 

77. According to Relator, the goal of this sales technique was to pitch Fanapt without 

ever mentioning its indicated use.  Sales representatives started the sales pitch by discussing 

Fanapt’s efficacy compared to other antipsychotics, which was followed by a discussion of 

Fanapt’s side effects compared to other antipsychotics. As the sales pitch focused on Fanapt’s 

efficacy compared to other antipsychotics, many providers presumed it would treat the same 

conditions as the antipsychotics they were currently using or contemplating prescribing. And if 

the physician brought up schizophrenia, sales representatives were trained to steer the 

conversation away from that subject. 

78. Vanda’s marketing materials for Fanapt also demonstrate that the focus of the 

promotional scheme was on the drug’s efficacy and side effects as compared to other atypical 

antipsychotics, and not schizophrenia. For example, Vanda’s master sales aide has on its cover, 

in very large letters, “Akathisia” and “Antipsychotic medications are switched due to efficacy 

and/or side-effect concerns, including drug induced akathisia.” And, in an attempt to minimize 

its significance, the marketing piece states in very small letters at the top, “For adult patients with 

schizophrenia.” According to Relator, the marketing pieces and aforementioned sales techniques 

resulted in sales representatives promoting Fanapt as a cure for Akathisia, rather than a treatment 

option for schizophrenia.  In fact, according to Relator, occasionally his sales representatives 

would inform him that physicians were asking whether Fanapt is a treatment option for 

Akathisia. 
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79. This marketing piece caused internal disputes among Vanda senior management. 

According to Relator, Kate Holland, Vanda’s Vice President and Director of Marketing, 

vehemently protested this marketing piece because it marketed a side effect, Akathisia, and that 

the marketing strategy as a whole falsely presented Fanapt as a cure for Akathisia because that 

side effect was the main focus of the marketing strategy. However, despite Holland’s protests, 

CEO Polymeropoulos refused to alter the marketing strategy, and as a result Holland resigned in 

January 2016 along with Thomas Gibbs, Vanda Senior Vice President and Chief Compliance 

Officer. Vanda subsequently removed the sales piece in March 2016, leaving the sales force 

without any marketing materials for several months.  However, even though the marketing piece 

was removed, sales representatives were still instructed to continue marketing Fanapt in the same 

manner. 

80. Relator also recently came across a job posting for a Vanda Neuroscience District 

Sales Manager, dated January 16, 2017, that further suggests the aim of Vanda’s marketing 

scheme was to promote Fanapt off-label.11  The job posting, under the “Requirements” section 

states, in part “Highly preferred specialty experience in psychiatry, schizophrenia, bipolar 

depression, CNS or pain management. Other Specialty will be considered.” (emphasis added).  

This job posting suggests that Vanda’s intent is to promote Fanapt off-label for bipolar disorder 

because neither Fanapt nor any other drug owned by Vanda is indicated for bipolar depression.  

Therefore, the only purpose to making this a requirement of a Fanapt District Manager is to 

better facilitate off-label sales. 

2. Targeting Competitors’ Drugs 
 

81. The sales goals and incentive compensation plans Vanda provided to its sales 

                                                 
11 Available at https://www.linkedin.com/jobs/view/248261922. 

Case 1:17-cv-00464-APM   Document 1   Filed 03/10/17   Page 32 of 150



 

33 

 
representatives also demonstrates that Vanda intended and encouraged its sales representatives to 

promote Fanapt off-label.  According to Relator, sales representatives’ sales goals and incentive 

compensation were based on Fanapt’s monthly sales’ growth rate compared to the growth rate of 

the rest of the antipsychotic market. Although Fanapt measured sales representatives’ 

performance based on monthly sales growth compared to the entire antipsychotic market, Vanda 

senior management placed a high priority on targeting high prescribers of Risperidone, Saphris 

and Latuda, which are also atypical antipsychotic drugs indicated for schizophrenia and bipolar 

disorder.12  In other words, sales representatives were held accountable for Fanapt’s growth 

compared to the atypical antipsychotic market as a whole, and were reprimanded if their 

prescription growth, measured by monthly prescription growth, was lower. And, tellingly, sales 

representatives were compensated for all Fanapt prescriptions secured, whether prescribed on-

label or off-label. 

82. According to Relator, these sales goals and expectations were set by Vanda senior 

management and, during sales training, sales representatives were instructed that their main goal 

was to switch physicians currently prescribing antipsychotics, and specifically Risperidone, 

Latuda and Saphris, to prescribe Fanapt, regardless of whether or not the provider was 

prescribing these drugs to treat schizophrenia. 

83. Sales representatives were responsible for growing Fanapt faster than the entire 

antipsychotic market.  Significantly, Vanda’s sales goals were not adjusted to account for the fact 

that almost all other antipsychotic medications, including Risperidone, Latuda and Saphris, are 

                                                 
12 Saphris is indicated to treat: (1) schizophrenia; and (2) acute treatment of manic or mixed 
episodes associated with Bipolar I Disorder as monotherapy or adjunctive treatment to lithium or 
valproate. Latuda is indicated for: (1) schizophrenia; and (2) depressive episodes associated with 
Bipolar I Disorder (bipolar depression) as monotherapy and as adjunctive therapy with lithium or 
valproate. 
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indicated for schizophrenia and bipolar disorder. And, as stated above, bipolar disorder is more 

than twice as prevalent in the United States as schizophrenia.  Therefore, by requiring sales 

representatives to exceed the growth rate of other antipsychotic medication, without discounting 

Vanda’s expectations to account for patients with bipolar disorder, Vanda necessarily required its 

sales representatives to promote Fanapt off-label to meet their sales goals and receive incentive 

compensation. Further, according to Relator, Vanda’s Fanapt sales goals and expectations could 

not be met if sales representatives only promoted the drug for schizophrenia. 

84. From the time of Fanapt’s relaunch in November 2015 until early 2016, Vanda 

had not provided the RBLs or sales representatives with any sales metrics to gauge their sales 

goals or an incentive compensation plan. The RBLs and sales representatives were, however, 

informed by Ramirez that the coming incentive compensation plan and sales goals would be 

based on the “total prescription universe,” including off-label prescriptions. According to 

Relator, when the sales goals and incentive compensation plans were provided, they included 

off-label prescriptions. And due to the fact that these metrics were measured against other 

atypical antipsychotics, with more expansive indications, the Fanapt sales force could only meet 

these expectations through off-label sales. According to Relator, Vanda senior management 

made it clear to the RBLs and the sales force that they were accountable for the growth of all 

Fanapt prescriptions, including off-label prescriptions, because the national sales goal included 

off-label prescriptions.  

85. Each week, Veeva CRM (a national prescription data software tool Vanda 

provided to its sales force) released new sales figures for each region. The Veeva CRM 

prescription data illustrated to the sales representatives the number of new prescriptions and total 

prescriptions written by providers in their sales territory each week. This data was also presented 
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in graphs and charts that showed Fanapt’s territory specific growth in prescriptions compared to 

the total antipsychotic drug market as well as to Risperidone, Latuda and Saphris. Ramirez 

scheduled weekly calls with the RBLs to discuss these numbers. During such calls, Ramirez 

would review Fanapt’s prescription growth rate compared to the prescription growth rate of other 

atypical antipsychotic medications in that region.  If a region was declining in Fanapt 

prescription growth compared to other atypical antipsychotic drugs, it was highlighted in red. If a 

region’s Fanapt prescriptions were growing at a faster rate compared to other atypical 

antipsychotic prescription medications, it was highlighted in green. Ramirez consistently berated 

the RBLs for being in the red and told them that their sales representatives would have to be 

more aggressive in order to grow ahead of the market and “get in the green.”  

86. Relator took issue with the sales goals being based upon the growth rate of other 

atypical antipsychotic medications with more expansive indications than Fanapt because it 

forced sales representatives to promote Fanapt off-label to meet sales expectations and therefore 

keep their jobs.  On several occasions, Relator brought his concerns to Vanda senior 

management and suggested that sales goals and incentive compensation be based on approved 

call targets only (i.e., providers treating adult schizophrenia patients), and eliminate all sales 

from off-label prescriptions. Relator also expressed that it was unrealistic to expect Fanapt to 

grow ahead of the entire atypical antipsychotic market because nearly all other antipsychotics 

have several indications, while Fanapt was only indicated for schizophrenia.  Ramirez, in 

response to Relator’s concerns, would always give a response along the lines of, “the goal is the 

goal” and “what are you worried about? We are paying on the total dirt,” and that the sales goals 

included the “total prescription universe.”   

87. The sales goals and incentive compensation plans just discussed also caused 
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recurring issues between the RBLs and Vanda senior management.  Specifically, RBLs were 

constantly attacked by Vanda senior management over their sales figures to which the RBLs 

protested because the sales targets were based on prescription rates for other drugs with more 

expansive indications.  On one occasion, in June 2016, Relator participated in a conference call 

with the other RBLs, Senior Vice President Gian Piero Reverberi, Ramirez, and Vanda’s 

National Sales Director, David James.  On the call, Reverberi angrily confronted the RBLs about 

the Fanapt sales results and said, “you are not doing anything to grow this product.” Several of 

the RBLs asked where they were supposed to increase sales when Fanapt only has one 

indication, to which Reverberi replied, “Doctors can use Fanapt anywhere they want.” Reverbi 

warned the RBLs that their failure to increase sales would jeopardize their jobs. After the 

conference call, the Southwest region RBL, Jeff Bourgeois, called Relator and said, “Did we just 

get threatened?” 

88. Tellingly, Vanda had the ability to remove off-label prescriptions from its sales 

goals and incentive compensation plans but chose not to remove such prescriptions.  According 

to Relator, early on in his employment as a Fanapt RBL, Vanda senior management informed 

him that they would be receiving ICD-9 data which showed, for each Fanapt prescription, the 

indication it was prescribed for (ICD-9 diagnosis code) and the dosage amount (NDC code). 

Despite having access to such information and therefore the ability to remove off-label 

prescriptions from sales goals and incentive compensation, Vanda continued to compensate sales 

representatives for off-label prescriptions and refused to adjust its sales goals.  In addition, on 

one occasion Relator asked Paul Ramirez to extract only the on-label prescriptions for the 

purposes of determining sales goals and incentive compensation and remove off-label 

prescriptions. Relator also stated to Ramirez that Vanda’s sales goals and incentive 
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compensation were encouraging off-label promotion and therefore “Vanda is paying for off-label 

promotion” and “the sales goals are based on illegitimately earned prescriptions.”  In response, 

Ramirez stated that Relator was “not acting like a leader” and not to use the word “illegitimate” 

again.  Ramirez further asked Relator, “are you saying that Vanda is doing something wrong?” 

and told Relator not to bring up the off-label topic again and not to send him any emails about 

the sales goals or incentive compensation plan. 

89. The provider target lists that Vanda provided to sales representatives also 

demonstrate its off-label promotion, informing them that they should not rely solely on these lists 

and should also create their own target lists. The target lists provided by Vanda included 

providers who prescribed Risperidone, Latuda, Saphris, and other atypical antipsychotic 

medications.  Sales representatives could identify other physicians prescribing atypical 

antipsychotics from the Veeva CRM data they were provided.  The Veeva CRM data showed the 

breakdown of which atypical antipsychotics a physician was prescribing and how many 

prescriptions for those drugs they wrote each week. 

90. According to Relator, the target lists were a joke and were designed solely to 

shield Vanda from liability.  Specifically, every provider on the target list had at least two or 

three schizophrenia patients.  In fact, in November 2015, Head of Sales, Ramirez, told the RBLs, 

including Relator, that the target lists Vanda provided were just “for show” and in place just in 

case Vanda was ever questioned about off-label promotion. Ramirez further stated that if the 

Company was ever questioned about off-label promotion, it could just show the target lists as 

proof that the Company only encouraged sales representatives to target physicians treating 

schizophrenia patients. 
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91. In addition, according to Relator, the target lists provided by Vanda also 

contained some physicians who could only prescribe Fanapt off-label.  For example, the Vanda 

target lists contained physicians specializing in internal medicine, who are very unlikely to have 

any adult schizophrenia patients, and child psychiatrists (discussed below).  According to 

Relator, his sales representatives would regularly complain that several of the physicians on the 

Vanda target lists could only prescribe the drug off-label. 

92. According to Relator, the target lists were not useful, as they were in place solely 

to shield the Vanda from liability, and as a result nearly all of the sales representatives relied 

almost exclusively on the target lists they personally created.  In fact, according to Relator, if a 

sales representative were to only call on the providers listed in Vanda’s target lists, they would 

not be able to even come close to meeting Vanda’s Fanapt sales expectations.   

93. To create their own target lists, Vanda senior management provided the Fanapt 

sales force with access to Veeva CRM, which provided historical prescribing information, with a 

three month lag time, for each physician in their region. The Veeva CRM data showed, by 

region, the prescribing trends and actual prescribing amounts for all physicians who prescribed 

any antipsychotic medication, whether or not they were prescribed for schizophrenia.  This 

prescribing information allowed Fanapt sales representatives to see the amount and type of 

atypical antipsychotics each physician in their territory was prescribing. However, this 

information did not allow the Fanapt sales force to see which condition these medications were 

prescribed to treat, as only senior management was privy to such information.  Vanda senior 

management instructed sales representatives to use this data to target high volume atypical 

antipsychotic prescribers and switch them to Fanapt, and specifically to switch Risperidone, 

Latuda and Saphris prescribers. 
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94. Relator, on several occasions, challenged Vanda’s use of target lists that did not 

differentiate between providers prescribing atypical antipsychotics prescribed to treat 

schizophrenia and those prescribed to treat other conditions. Relator suggested that the ICD-9 

data, which Vanda senior management had previously stated it would provide to the RBLs, could 

be used to remove physicians who do not treat schizophrenia patients from sales representatives’ 

target lists. However, Vanda refused to provide this information to its Fanapt sales force or 

remove such providers from their target lists. And on several occasions when Relator asked to 

view the ICD-9 data, Paul Ramirez responded, “you don’t need to see [the ICD-9 data] because 

we are paying you on total dirt.” Significantly, the ICD-9 data provided Vanda with the means to 

remove physicians with no schizophrenia patients from its sales representatives call plans. 

However, Vanda did not remove these physicians from its sales representatives target lists, and 

even compensated its sales representatives for off-label prescriptions. Relator believes that after 

senior management reviewed the ICD-9 data, they discovered that a majority of the targeted 

providers were not prescribing antipsychotics for schizophrenia, but rather some other condition, 

mainly bipolar disorder, and therefore did not provide the data to its sales force.   

95. The fact that Vanda provided its sales force with “just for show” target lists, 

which alone were insufficient to meet their sales expectations, and instructed them to create their 

own target lists targeting high volume antipsychotic prescribers demonstrates that the Company 

intended its sales force to promote Fanapt off-label. Indeed, as demonstrated by the target lists 

Vanda provided its Fanapt sales force, the Company had the ability to separate physicians 

prescribing atypical antipsychotics for schizophrenia from physicians prescribing those drugs for 

other mental disorders but chose not to refine this information.  Further, Ramirez’s claim that the 

target lists were just for show to shield Vanda from liability is confirmed by the fact that Vanda 
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instructed its sales force to compile target lists which the company knew contained physicians 

prescribing atypical antipsychotics for non-schizophrenia patients.  By doing this, Vanda 

attempted to put itself in a position where it could use the Company target lists as proof that it 

did not encourage off-label promotion, and place blame on sales representatives who it allowed 

and encouraged to create target lists containing physicians who do not treat schizophrenia 

patients. 

3. Fanapt Internal Sales Projections Included Off-Label Prescriptions 

96. Vanda’s internal sales expectations for Fanapt included off-label prescriptions.  In 

March 2016, Dallas Medenwald, the Fanapt sales representative who covered the state of 

Indiana, called Relator because the Indiana Medicaid program had changed its coverage policy 

and it was no longer reimbursing for off-label atypical antipsychotics.  This was a major concern 

as Indiana was ranked first or second in the nation for Fanapt sales.  Medenwald informed 

Relator that this coverage change would result in a loss of 400 prescriptions per month in 

Indiana.  According to Relator, the 400 prescriptions were written off-label for pediatric patients.  

97. Relator contacted David James and Paul Ramirez to inform them of Indiana’s 

coverage change, and requested that the off-label sales be removed from Medenwald’s sales 

goals and incentive compensation plan. In response, Ramirez instructed Relator to “just deal with 

it.” Relator continued to discuss the issue out of concern for his sales representative, and 

expressed his concern that holding Medenwald responsible for off-label prescriptions was akin to 

forcing him to promote off-label to meet these expectations. Ramirez responded that there was 

no reason to be concerned because sales representatives were paid on “total dirt” and stated, 

“fine, if you are worried about your Indiana sales goal, then spread [the 400 lost prescriptions] 

across your other sales territories.”  This solution, of course, was not only unrealistic, but also 
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did not eliminate the issue that Vanda’s sales goals and compensation model accounted for off-

label prescriptions and, even in an instance such as here where coverage changes result in non-

reimbursement for off-label Fanapt prescriptions, Vanda refused to adjust the sales goals to 

account for the coverage change.   

98. Relator believes that Vanda’s unwillingness to remove these off-label 

prescriptions from the Indiana territory’s sales goal was because doing so would result in Vanda 

not meeting its internal sales estimates, as these off-label prescriptions were included in Vanda’s 

sales expectations. Relator believes that Vanda’s unwillingness to adjust its internal sales 

estimates was because Vanda feared such action would cause its stock price to drop.  According 

to Relator, in discussing the Indiana coverage change, he requested that these prescriptions be 

removed from the sales goal. Ramirez stated that no change would be made because Vanda 

“already gave the sales expectation number to the Street, and it is not changing.” Relator took 

this to mean that the sales expectation figures had already been provided to analysts on Wall 

Street, and if Vanda was to lower that number it would cause a drop in stock price. 

E. Vanda Promoted Fanapt Off-Label to Pediatric Patients  

99. Vanda promoted Fanapt off-label to pediatric patients.  As stated above, Fanapt is 

only indicated to treat schizophrenia in adult patients. Vanda encouraged its sales representatives 

to call on child psychiatrists, in part, by compensating them on all prescriptions secured, whether 

on- or off-label.  This, combined with the fact that Vanda held sales representatives accountable 

for unrealistic sales goals, which included off-label prescriptions, provided significant pressure 

on the Fanapt sales force to call on and promote the drug to child psychiatrists.   

100. Vanda provided its sales representatives with target lists that included child 

psychiatrists.  As discussed above, Vanda provided sales representatives with limited target lists 
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that had the primary purpose of shielding the Company from liability due to off-label marketing.  

According to Relator, the target lists provided by the Company contained child psychiatrists who 

treat pediatric patients.  Therefore, Vanda must have intended that its sales force would call on 

and promote Fanapt to child psychiatrists, as they must have known, or it was willfully ignorant 

of the fact that some of the physicians on the target lists contained child psychiatrists. 

101. In addition, Vanda instructed its sales representatives to call on high-volume 

writers of atypical antipsychotics, including child psychiatrists.  Vanda senior management 

required each sales representative to create a list of the top twenty-five prescribers of 

antipsychotics in their territory, with the instruction to focus their sales efforts on convincing 

these providers to prescribe Fanapt.  According to Relator, sales representatives compiled this 

list by requesting a report of the top twenty-five prescribers from Veeva.  These reports from 

Veeva, would regularly contain child psychiatrists.  Significantly, Vanda must have at least 

known these lists contained child psychiatrists because senior management provided sales 

representatives with the Veeva data to compile these lists, and, more importantly, these top 

twenty-five prescriber lists were submitted to and reviewed by senior management. 

102. For example, below are two such lists for the Indiana territory, both of which 

contain child psychiatrists: 
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103. As shown above, these lists contain several child psychiatrists.   

104. Further, Vanda had a competition called “10 to win,” which pays an additional 

bonus every four to six weeks to the sales representative who has the most new prescription 

growth from a list of ten physicians in their territory. Vanda required sales representatives, both 

through instruction and due to the bonus payments, to focus their sales efforts on these providers.  

Similar to the top twenty-five target lists, discussed above, the “10 to win” target lists similarly 

contained child psychiatrists. Below is a picture of the “10 to win” target list from the sales 

representative in the Indiana territory: 
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105. As shown above, the “10 to Win” target lists for the Indiana territory contained 

the child psychiatrists. Similar to the “Top 25 Writers” target lists, the “10 to win” target lists 

were also submitted to senior management for their review.   

106. The fact that Vanda included child psychiatrists in its targets lists demonstrates 
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that the Company intended its sales representatives to promote Fanapt to child psychiatrists. 

Significantly, Vanda had the ability to remove child psychiatrists from its sales representatives’ 

target lists by using the ICD-9 and Veeva CRM data it possessed, or by simply performing a 

quick search on the provider; however, they chose not to. 

107. Further, Vanda was also aware that sales representatives were calling on child 

psychiatrists prescribing Fanapt off-label to their pediatric patients, and took no action to stop 

this practice.  As discussed above, in early 2016, Indiana Medicaid stopped reimbursing for off-

label prescriptions of Fanapt.  This was a major concern for Relator because Indiana was in his 

territory and due to the coverage change this territory was expected to lose 400 Fanapt 

prescriptions per month.  Significantly, these 400 Fanapt prescriptions were from child 

psychiatrists who were prescribing the drug off-label to pediatric patients.  Relator informed 

senior management that the 400 Fanapt prescriptions from the territory were a result of off-label 

pediatric prescriptions.  However, and as discussed above, Vanda’s senior management refused 

to remove these prescriptions from the territory’s sales goals.  Therefore, Vanda clearly included 

these off-label prescriptions in their sales goals and intended that their sales representatives 

would secure such business. 

108. The issues surrounding the Indiana coverage change also indicate that Vanda, at 

the very least, was aware that Medenwald was promoting Fanapt for pediatric patients. 

According to Relator, he was made aware of Indiana’s coverage change through Medenwald, 

who was assigned to that territory. Medenwald learned of this coverage change from child 

psychiatrists located in Indiana, who contacted him directly upon learning of the new coverage 

rules.  Therefore, Medenwald must have had a preexisting relationship with these child 

psychiatrists prior to this as it is unrealistic to believe they would have sought out and contacted 
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the Fanapt sales representative for their territory had they not had prior dealings. Therefore, the 

reasonable conclusion is that prior to Indiana’s coverage change, Medenwal was calling these 

child psychiatrists. 

109. Vanda also spent money promoting Fanapt in child psychiatrists’ offices.  Vanda 

acquired the United States and Canadian rights to Fanapt in December 2014, but did not relaunch 

Fanapt until November 20, 2015.  Prior to relaunch, Vanda began promoting Fanapt in child 

psychiatrists’ offices.  According to CMS OpenPayments, between August 2015 and December 

2015, Vanda paid for food and beverages for twenty-five unique child psychiatrists. 

F. Vanda Promoted Fanapt as a First Line Treatment  

110. Fanapt was approved by the FDA as a second line treatment.  Specifically, 

Fanapt’s FDA approved label states, “QT prolongation: Prolongs QT interval and may be 

associated with arrhythmia and sudden death – consider using other antipsychotics first” and 

“Prolongation of the QTc interval is associated in some other drugs with the ability to cause 

torsade de pointes type arrhythmia, a potentially fatal polymorphic ventricular tachycardia which 

can result in sudden death. In many cases this would lead to the conclusion that other drugs 

should be tried first.” (emphasis added). 

111. Despite the FDA’s limitation, Vanda trained its sales force to promote Fanapt as a 

first line drug. The FDA approved Fanapt as a second-line treatment due to its risk of QT 

Prolongation.  As discussed in more detail below, Vanda trained its sales representatives to 

combat this potential objection from providers by stating that there was no longer a risk of QT 

Prolongation with Fanapt. Further, during sales training, Polymeropoulos, Vanda’s CEO, told the 

Fanapt RBLs that if Fanapt were approved today, it would be approved as a first line drug. 

Therefore, by downplaying Fanapt’s QT Prolongation side effect, thereby mitigating the sole 
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reason Fanapt was approved as a second line drug, Vanda positioned its sales representatives to 

promote the drug as a first line treatment. In addition, sales representatives received no training 

and there was no instruction given that potential Fanapt patients should have tried other therapy 

options before using Fanapt.  Rather, Polymeropoulos told them that most patients will have tried 

other drugs prior to being prescribed Fanapt. 

112. Further, the sales pitch which Vanda’s sales force was trained to provide to 

physicians – focusing on effectiveness and side effects, and avoiding mention of schizophrenia – 

also required sales representatives to position Fanapt as a first line treatment. This is because if a 

sales representative could convince a physician that Fanapt was just as effective as other atypical 

antipsychotics, but without the safety risks, Fanapt should be the provider’s “go-to drug” for all 

patients prescribed to atypical antipsychotics.  For example, Vanda instructed its sales 

representatives to use the following messaging when calling on providers: 

Doctor, Akathisia is a common and serious risk factor, why even run the risk by 
trying other atypical antipsychotics when Fanapt has placebo like rates of 
Akathisia?  Fanapt is the ONLY atypical antipsychotic that does not cause 
Akathisia. 
 
Doctor, why induce Akathisia when Fanapt is cleaner than any other atypical 
antipsychotic on the market? 
 
Doctor, why would you even consider risking a serious side effect like Akathisia 
when Fanapt is just as good or better than other atypical antipsychotics in the 
marketplace, but much cleaner? 
 
Doctor, Fanapt is a great treatment option for your new start patient because it’s 
the only treatment that doesn’t cause Akathisia. 

 
113. These statements, and other instructions given to sales representatives, 

demonstrate that Vanda intended its sales representatives to promote Fanapt as a first-line 

therapy. 

G. False Dosing Message  
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114. Vanda trained its sales representatives to promote Fanapt as a once-a-day 

medication, despite its FDA approved indication.  Fanapt was approved by the FDA for a dosing 

amount of 12 to 24 mg per day, administered twice daily. Therefore, Fanapt must be 

administered twice a day, unlike other atypical antipsychotic medications on the market.  This 

put Fanapt at a disadvantage to its competitors because patient compliance with their medication 

regimen is vital to effective treatment. Further, patients with a mental illness are less likely to 

stay compliant with their medication schedule, and therefore providers treating such patients 

typically prefer medications that are administered once a day compared to medications 

administered twice per day.  To combat this, Vanda trained its sales force to inform providers 

that because of its 23.5 hour half-life, Fanapt could be administered only once a day and would 

be just as effective.  

115. Vanda trained its sales representatives to pitch Fanapt to physicians as a once-a-

day medication, despite the FDA’s approved dosage.  Fanapt sales representatives were taught to 

tell physicians that because of its long half-life, administering the drug once a day would treat 

patients’ conditions just as effectively as when administered twice a day.  In addition, sales 

representatives were told that Fanapt was only approved for twice a day dosing because that’s 

how it was studied, and if studied today it would be a once-a-day drug.   

116. Further, to convince physicians that Fanapt was an effective once-a-day treatment 

option, sales representatives would highlight Fanapt’s “23 ½ hour half life.”  Indeed, according 

to Relator, Fanapt’s long half-life was repeatedly discussed during sales training.  For example, 

during sales training, Vanda’s senior management emphasized that Fanapt’s long half-life was a 

unique benefit to providers because it offered providers “the flexibility to dose Fanapt any way 

they want.” Also during the national Fanapt relaunch meeting, CEO Polymeropoulos told the 
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RBLs and sales representatives that Fanapt should have been approved for once-a-day dosing 

and “many people have told me that I should go back to the FDA and request approval for QD 

[once a day] dosing for Fanapt because Fanapt’s half-life of 23 ½ hours is so long.”  

Polymeropoulos continued, stating, “Doctors will ask you if Fanapt can be dosed once daily 

because of the long half-life and you know what the answer to that question is? It can be!”  

Indeed, Polymeropoulos’ comments make clear that Vanda intended its sales force to promote 

Fanapt for once-a-day dosing. And that’s exactly what the sales force did.  

117. Fanapt’s dosing schedule was of such importance to Vanda that it even provided 

its sales force with sales aides to train them how to address this objection from providers in the 

field.  For instance, in the sales aide entitled “Overcoming Objections,” one of the objections 

states, “BID dosing is not practical for schizophrenia patients.”  The “Key Points” section under 

that objection then states, “Fanapt half-life is 18-26 hours.” This messaging is intended to 

indicate to providers that Fanapt, due to its long half-life, can be prescribed once per day and led 

the physician to ask whether Fanapt could be dosed once per day, to which sales representatives 

were trained to respond, “It can be.” Further, sales representatives were instructed to tell 

providers concerned about Fanapt’s twice-a-day dosing that “with that kind of half-life, Doctor, I 

will let you decide.” And if a physician decided to prescribe the drug once-a-day, sales 

representatives were instructed to tell them to “dose it at night because it has a calming effect.” 

118. This scheme was so successful that during a February 2015 earnings call, 

Polymeropoulos announced that Vanda would be increasing the price of 10mg and 12mg tablet 

prices 100% to account for once-a-day dosing.  Specifically, Polymeropoulos stated: 

Fanapt comes in several doses -- 1 milligram, 2, 4, 6, 8, 10, 12 and a titration 
pack. Based on the demand and understanding how the product is used, we took a 
price increase on the 6 and 8 milligrams, which was a significant jump of about 
30% or so. The 12 milligrams was adjusted in what appears to be 100% but 
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actually it is consistent with the use of 12 milligrams as once a day, and 
therefore it was adjustment for usage. Now, the net Fanapt increase overall is 
actually small. It is about a 15% net, taking into account that 40% of the patients 
are on Medicaid, and price increases based on the legislation result in additional 
rebates leading to actually a decrease, a net decrease of the Medicaid channel. 

 
(Emphasis added).   

 
119. Vanda made this pricing change to protect it from losing revenue as a result of 

physicians prescribing Fanapt once per day instead of twice per day. Further, the decision to 

increase the price of the 10mg and 12mg tablets in February 2015, many months before Vanda 

trained its Fanapt sales force, was a result of the success the Fanapt 12 had at convincing 

physicians to prescribe Fanapt once a day. 

H. Downplaying Safety Profile  

120. In order to gain FDA approval, Fanapt was required to give certain safety 

warnings to patients and providers.  Knowing Fanapt’s safety profile may cause providers to 

prescribe their patients a different antipsychotic. Vanda implemented sales techniques to 

downplay the safety risks associated with its drug.  This messaging was false and misleading, 

and ranged from broad claims about Fanapt’s safety profile to messages tailored to address 

specific side effects caused by the drug.   

1. Placebo-Like Safety Profile  

121. One of the core messages taught to sales representatives during training was that 

Fanapt had a “placebo-like” safety profile and that in clinical studies the side effects experienced 

by patients taking Fanapt were similar to the side effects experienced by patients given a 

placebo.  This messaging, however, is false and misleading because in its clinical trials Fanapt 

was shown to have a greater safety risk than a placebo. 

122. During sales training, sales representatives were told to use the phrase “placebo-
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like” when discussing Fanapt’s safety profile, even though Fanapt’s side effect profile was not 

“placebo-like” across the board for all side effects.  And this is demonstrated in Vanda’s own 

sales aides.  The Fanapt master sales aide demonstrates the side-effect rate for each of Fanapt’s 

side effects and the rate at which patients taking a placebo in clinical studies suffered the same 

side effects.  As the sales aide demonstrates, the side effect rate for Fanapt was higher for almost 

all side effects than a placebo. For example, for weight gain, in the clinical studies, patients 

receiving a placebo lost 0.1kg on average while patients taking 20-24mg per day of Fanapt 

gained 2.7kg and patients taking 10-16mg per day gained 2.0kg. Further, Ramirez instructed 

sales representatives to tell providers, when reviewing all patients participating in clinical 

studies, that “Fanapt only showed a 2.1 increase in weight.” (Emphasis added).  Ramirez then 

explained that physicians would think this was in reference to 2.1 pounds when in reality it was 

in reference to kilograms (approximately 5 pounds). 

123. Vanda also instructed its sales force to claim that Fanapt was “metabolically 

neutral,” when referring to Fanapt’s effect on lipid levels as a placebo, which was false. The use 

of the phrase “metabolically neutral” insinuates that Fanapt causes no change in fasting lipid 

measures, but, in fact, in a four-week clinical trial, 1.4% of patients taking a placebo experienced 

a shift from normal-to-high in fasting cholesterol measures compared to 3.6% of patients taking 

Fanapt. Thus, Fanapt had twice the effect on cholesterol compared with the placebo.  Further, 

8.3% of patients taking a placebo experienced a shift from normal-to-high in fasting triglyceride 

measures compared to 10.1% of patients taking Fanapt. In fact, Vanda’s own marketing 

materials demonstrate this is false. On the Fanapt Patient Profile sales aide under the section 

“Consider Fanapt when it’s time to switch” it states, “Low adverse metabolic impact in the 

majority of patients.” 
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124. To demonstrate, below is a chart showing Fanapt side effect frequency during the 

clinical trials as compared to the placebo: 

Side Effect Fanapt 10-16 
mg/day (%) (n=483) 

Fanapt 20-24 
mg/day (%) (n=391) 

Placebo (%) (n=587) 

Dizziness 10 20 7 
Dry Mouth 8 10 1 
Fatigue 4 6 3 
Nasal Congestion 5 8 2 
Somnolence 9 15 5 
Tachycardia 3 12 1 
Orthostatic 
Hypotension 

3 5 1 

Weight Increase 1 9 1 
 

125. A similar chart is contained in one of Vanda’s Fanapt master sales aides. As the 

chart demonstrates, side effects, across the board, were much more prevalent in patients taking 

Fanapt than patients taking a placebo.  Therefore, Vanda’s messaging about its “placebo-like” 

safety profile is false and misleading.  

2. QTc Prolongation  

126. The FDA-approved Fanapt label states that Fanapt is associated with prolongation 

of the QTc interval. Other drugs that have been associated with prolongation of the QTc interval 

have caused torsade de pointes-type arrhythmia, a potentially fatal polymorphic ventricular 

tachycardia, which can result in sudden death.  Due to this severe safety risk, Fanapt’s label 

advises providers to “consider using other antipsychotics first.”  Vanda sought to minimize the 

QTc Prolongation safety warning required by the FDA, and convince providers that Fanapt did 

not cause QTc Prolongation.  

127. Sales representatives were trained to downplay the risk of QTc Prolongation in 

patients taking Fanapt.  Specifically, sales representatives were instructed to tell providers: 

if Fanapt was approved today, it would not have received the QTc Interval 
Prolongation warning. When the FDA approved Fanapt years ago, there was very 
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little data about QTc Interval Prolongation so it was blown out of proportion. 
Now, it is no longer a concern and if Fanapt were approved today it would not 
have the QTc Prolongation side effect warning. 
 
128. Further, when comparing Fanapt to Latuda or Saphris, sales representatives were 

trained by CEO Polymeropoulos to say that those drugs did not have the QTc Interval 

Prolongation warning because they were approved years after Fanapt.  And, if Fanapt were 

approved today, it similarly would not have the QTc Prolongation warning. Polymeropoulos, 

who is also a psychiatrist, further explained to the Fanapt sales force that doctors would laugh at 

Fanapt’s QTc Prolongation safety warning because it was approved years ago and it is no longer 

an issue. 

129. Such messaging is confirmed in Relator’s notes from a manager meeting he 

participated in while at Vanda.  Relator’s notes state: 

Any A-Typical launched post Latuda will no longer have QT Prolongation as part 
of the [package insert] as [the] FDA realizes [QT Prolongation] is no long worth 
noting. [The number of patients experiencing QT Prolongation] are too small to 
be an issue.  
 
130. In addition, the overcoming objections sales aide specifically addressed this 

potential physician objection.  In the sales aide, one of the objections states, “I am concerned 

about QT Prolongation.” Under this objection in the “Additional Data and Support” section, it 

directs sales representatives to tell the provider that “no arrhythmias or torsade de pointes were 

observed with Fanapt . . . .”  According to Relator, this response is meant to imply that while QT 

Prolongation can be serious, it was not serious with Fanapt.  Further, this message is in direct 

contradiction to Fanapt’s FDA approved package insert which states, “[w]hether FANAPT will 

cause torsade de pointes or increase the rate of sudden death is not yet known.” 
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I. False Titration Messaging  

131. The FDA-approved Fanapt label states that patients starting on the drug should 

use titration to achieve the target dose.  Specifically, Fanapt’s label provides: 

The recommended target dosage of FANAPT tablets is 12 to 24 mg/day 
administered twice daily. This target dosage range is achieved by daily dosage 
adjustments, alerting patients to symptoms of orthostatic hypotension, starting at a 
dose of 1 mg twice daily, then moving to 2 mg, 4 mg, 6 mg, 8 mg, 10 mg, and 12 
mg twice daily on Days 2, 3, 4, 5, 6, and 7 respectively, to reach the 12 mg/day to 
24 mg/day dose range. FANAPT can be administered without regard to meals. 
 
132. The FDA, in approving Fanapt, also approved the titration schedule shown above.  

The official Fanapt titration pack, however, does not follow the FDA’s approved titration 

schedule. Rather, the pack contains two 1 mg tablets for day one, two 2 mg tablets for day two, 

two 4 mg tablets for day three, and two 6 mg tablets for day four, as shown below. 

133. Relator learned that Fanapt sales representatives in some territories were ignoring 

the FDA-approved titration schedule and giving providers two or three titration packs, rubber 

banded together, to give to their patients starting Fanapt.  In some instances, multiple titration 

packs were provided to physicians as samples, however, in most cases they were provided for the 

purposes of titrating a patient.  

134. Relator became aware of this scheme when he was certifying sales representatives 

from the New York region during the Fanapt launch meeting in November/December 2015.  

Specifically, Relator and Dewey McLin, Vanda’s Director of Medical Affairs, were certifying 

one of the Fanapt 12, who during the role-play exercise stated: 

Doctor, you can give your patients more than one Fanapt titration pack[] to 
eliminate the risk of orthostatic hypotension, I will leave you a bunch of titrations 
packs today so you can get your patients started. 
 
135. Relator and McLin failed the sales representative for using this unapproved 

titration message.  Relator explained to the sales representative that he was not being certified 
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because he was prohibited from telling the physician that he could titrate his patients using 

multiple titration packs, and that this would eliminate orthostatic hypotension.  In response, the 

sales representative stated that all of the sales representatives in the Northeast Region were 

putting rubber bands around multiple titration packets and giving them to physicians with the 

same instructions. 

136. Relator then met with the sales representative’s direct supervisor, Northeast RBL 

Jennifer Heddon, who managed 8 of the Fanapt 12.  Heddon told Relator that “this is what we 

have been doing in our region” and explained that providing multiple titration packs offered a 

cost benefit to the provider and was convenient for the patients. However, Heddon further stated 

that her sales representative would never use this messaging in a certification role-play because 

“he knows better than that.” Relator reported this to Paul Ramirez (Head of Sales) and David 

James (National Sales Director), however, no action was taken to prevent this conduct from 

continuing. 

137. Heddon then complained to James and Ramirez that Relator refused to certify her 

sales representative. James agreed to allow the sales representative to conduct the certification 

role-play again in front of him instead of Relator. According to Relator, Vanda’s senior 

management made no attempt to correct the off-label message regarding the titration packs even 

though he told James and Ramirez that the sales representative from New York told him that 

everyone was using this sales message, including RBL Heddon. Ramirez and James 

subsequently certified the sales representative that Relator failed to certify. 

138. This same messaging was included in a slide deck that senior management 

selected Heddon to prepare and present to the other RBLs, entitled “Influenced Selling.”  The 

purpose of this presentation was to share with the other RBLs the best practices used in her 
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region to drive sales.  When giving the presentation, Heddon explained that in her region, sales 

representatives rubber band two or three titration packs together for “convenience and cost 

savings.”  The cost savings message was that if sales representatives provided multiple titration 

packs, it would save the physician from having to write the patient a prescription for days five, 

six and seven because Vanda’s titration packs only provided enough Fanapt for the first four 

days.  The slide deck containing this false messaging was distributed to and approved by 

Vanda’s senior management before being shown to the RBLs. 

139. This scheme had the effect of increasing the target dose for patients receiving the 

bundled titration packs.  Fanapt’s package insert states,  “[e]fficacy was demonstrated with 

FANAPT in a dose range of 6mg to 12 mg twice daily . . .” and “[p]rescribers should be mindful 

of the fact that patients need to be titrated to an effective dose of Fanapt . . . .”  The Fanapt 

titration pack, providing patients with tablets for days one to four, was designed to slowly titrate 

a patient to 6mgs twice daily, with titration to continue only if needed.  By providing several 

titration packs, Vanda helped ensure patients would titrate above the 6 mg effective mark, and 

therefore increase their target dose to a 12 mg tablet twice daily.  Even though a patient may 

have been adequately treated with 6 mg twice daily, Vanda instructed its sales representatives to 

give every provider three Fanapt titration packs rubber banded together which ensured that most 

patients would be prescribed the higher 12 mg twice daily dose.  Further, Vanda wanted patients 

to take the highest dose, 24 mg/daily, because, according to Relator, he heard from several 

providers that Fanapt was not a very effective drug, and therefore if the patient did not titrate up 

to 24 mg/daily, the chances the drug would be effective were much lower.      

140. Vanda also did not provide any instructions for how to use multiple titration 

packets to properly titrate Fanapt.  The titration packet is shown below: 
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141. As shown above, Vanda only provided titration instructions for the first four days.  

Specifically, the directions Vanda provided for its titration pack instructs patients to take: (1) one 

1 mg pill in the morning and evening on day one; (2) one 2 mg pill in the morning and evening 

on day two; (3) one 4 mg pill in the morning and evening on day three; and (4) one 6 mg pill in 

the morning and evening on day four. Vanda did not include instructions on how a patient should 

properly use multiple titration packs to properly titrate Fanapt. This is especially concerning 

given that patients prescribed Fanapt (i.e., patients with mental illness) may struggle to figure 

out, on their own, how to properly administer these titration packs without proper instructions.  
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More pointedly, if a patient, who was given three Fanapt titration packs, followed Vanda’s 

instructions printed on the titration packets, the result would be: (a) six 1 mg pills on day one; (b) 

six 2 mg pills on day two; (c) six 4 mg pills on day three; and (d) six 6 mg pills on day four.  

142. The approved FDA label for Fanapt states,  

FANAPT is an atypical antipsychotic agent indicated for the acute treatment of 
schizophrenia in adults. In choosing among treatments, prescribers should 
consider the ability of FANAPT to prolong the QT interval and the use of other 
drugs first. Prescribers should also consider the need to titrate FANAPT slowly to 
avoid orthostatic hypotension, which may lead to delayed effectiveness compared 
to some other drugs that do not require similar titration. 

 
143. The Fanapt FDA package insert states under the Warnings section: “Orthostatic 

Hypotension and Syncope: Fanapt can induce orthostatic hypotension associated with dizziness, 

tachycardia, and syncope. This reflects its alpha1-adrenergic antagonist properties. More rapid 

titration than recommended would be expected to increase the rate of orthostatic hypotension and 

syncope.”  The insert further states under the “Approved Dosing and Administration” section 

that Fanapt must be titrated slowly from a low starting dose to avoid orthostatic hypotension due 

to its alpha-adrenergic blocking properties.  

144. The distribution of multiple titration packs, rubber banded together, can result in 

patients dosing the titration packs according to the written instruction on the package, causing 

the patients to rapidly titrate Fanapt, thus increasing the risk for orthostatic hypotension and 

defeating the entire purpose of the FDA warning to slowly titrate Fanapt.  

145. Fanapt’s FDA-approved titration schedule states that to effectively titrate a 

patient, daily dosage adjustments should not exceed 2 mg twice daily.  Therefore, titrating a 

patient to 24 mg/daily would require 86 mg of Fanapt.  However, the titration packs only 

contained 26 mg of Fanapt, and therefore a provider would need four titration packs to properly 

titrate the patient to 24 mg/daily.  As such, if a provider wanted to titrate a patient to 24 mg/daily, 
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the patient would have to mix and match the various pills in the titration pack to achieve the 

daily titration dosage. Vanda, however, provides no instructions to achieve such a target dose. 

J. False and Misleading Drug Comparisons 

146. Vanda regularly promoted, falsely, that the clinical studies demonstrate that 

Fanapt is just as effective as Risperidone (Risperdal). This comparison is not true, however.  As 

discussed above, sales representatives were trained to make this comparison using the four-week 

study, which used Geodon as an active control, and the six-week study that used Risperidone as 

an active control. Sales representatives were trained to use these studies to show that in the six-

week study Fanapt only appeared less effective than Risperidone because it did not require 

titration, and the four-week study shows comparable efficacy because the active control was 

Geodon, which requires titration.   

147. Vanda prepared for physician objections to Fanapt’s efficacy message, and sales 

representatives were specifically instructed to “attack the efficacy objection.”  For example, in 

Vanda’s Fanapt Call Guidance sales aide, sales representatives are instructed to tell providers, 

when discussing the two studies, the following: 

At both doses Fanapt appeared to have comparable efficacy to risperidone for 
patients who remained on treatment longer than the first two weeks. What is 
interesting, is that because of the study design, risperidone appeared to have 
superior efficacy during the first two weeks, a finding that may in part be 
explained by risperidone’s more rapid titration while patients were achieving 
steady state on Fanapt. 
 
148. This sales pitch was false and misleading because it states that the study results 

show that Fanapt is just as effective as Risperidone, however, these studies were active control 

studies, and not studies comparing the two drugs head-to-head.  In such a study, the active 

control is used to ensure the study worked because the active control has proven in previous 

studies to be more effective than a placebo.  Active control studies do not compare the drug 
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being studied against the active control. See OPDP Untitled Letter to The Medicines Company, 

Apr. 13, 2012 (“In general, claims of superiority must be supported by adequate and well-

controlled head-to-head clinical trials comparing appropriate doses and dose regimens of your 

drug and the comparator drug or drugs . . . Non-inferiority trials are not designed to demonstrate 

superiority over other agents. Rather, they are intended to show that the effect of a new treatment 

is not worse than that of an active control by more than a specified margin.”) 

K. Misuse of Copay Cards  

149. In March 2016, Relator discovered a fraudulent scheme to misuse Fanapt copay 

cards which Vanda helped conceal.  Specifically, in March 2016, Relator was on a field ride with 

one of his sales representatives, LaShonda Harris, who was responsible for the Detroit, Michigan 

sales territory.  During the ride along, Relator reviewed the Veeva historical prescribing data for 

Harris’ territory when he noticed a large spike in Fanapt prescriptions among a certain group of 

physicians in Detroit.  These physicians historically prescribed only 2-3 Fanapt prescriptions per 

month, but the Veeva data showed that in October and November 2015, these physicians wrote 

over seventy Fanapt prescriptions. 

150. This increase in prescriptions in October and November 2015 was not noticed 

until March 2016 because the Veeva historical prescribing information has a three-month lag 

time for reporting. 

151. Relator suspected this was an error and called James and Ramirez to inform them 

of the error.  To Relator’s surprise, Ramirez instructed him to tell Harris not to call on those 

physicians’ offices again and cancel all lunches and appointments she had scheduled with them. 

Relator, believing this was an error, asked how it would affect Harris’ sales goals and incentive 

compensation plans, as both were based on historic prescription growth.  In response, Ramirez 
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stated that Harris would be paid 100% of her goal regardless of what happened with the group of 

physicians in Detroit, and he further instructed Relator to tell her “you’re welcome.” 

152. Relator then followed up with Ramirez regarding this issue.  Ramirez conceded 

that the increase in prescriptions was the result of a fraudulent scheme between the physicians 

and local pharmacists to submit hundreds of Fanapt copay cards and prescriptions, receive 

reimbursement from the insurance provider, and then pocket the money because the prescriptions 

were never dispensed.  Ramirez instructed Relator not to discuss the matter with anyone and not 

to email him or anyone else about the issue. Further, in regards to Harris, Ramirez stated, “we 

are removing [Harris] from the account. The less she knows the better.”  Vanda was an active 

participant in this scheme. According to Relator, Fanapt copay cards can only be provided by a 

Fanapt sales representative or manager. Therefore, in order for these physicians to obtain such a 

large quantity of copay cards, Vanda must have supplied the copay cards and subsequently 

sought to cover it up after others took notice.  And, as Fanapt’s copay cards can be used by 

Medicare and Medicaid, which itself is a violation, the payments for these fake prescriptions 

were incurred by the Government. 

L. Off-Label Promotion of Hetlioz 

153. Vanda also promoted its drug Hetlioz for off-label purposes. Hetlioz was granted 

orphan drug status by the FDA on January 19, 2010 for Non-24 in blind patients without light 

perception.  On January 31, 2014, Vanda announced that the FDA had approved Hetlioz 20 mg 

capsules for the treatment of Non-24. 

154. Non-24 is a serious, rare CRDS that affects a significant portion of totally blind 

individuals who lack light perception and cannot reset their body clocks to the 24-hour day. In 

the United States, this disorder affects approximately 90,000 totally blind individuals.  Although 
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Non-24 does affect some sighted patients, the vast majority of patients with Non-24 are blind. 

155. In fact, according to Vanda’s Hetlioz marketing piece, there are approximately 

130,000 totally blind individuals with no light perception.  And of that group, 70%, or up to 

95,000 according to Vanda, are affected by Non-24. 

156. According to Relator, prior to Fanapt sales training in November/December 2015, 

he and the other RBLs were told that they needed to come to training with a full understanding of 

Vanda’s Hetlioz marketing materials. During sales training, the RBLs, including Relator, were 

instructed to tell their sales representatives that they were required to introduce Hetlioz to the 

provider at the end of every sales call.  However, outside of the marketing materials, the sales 

force received no training on Non-24 or Hetlioz. The sales representatives may have had some 

minimal Hetlioz product and disease state training during National Sales Training in 

November/December 2015 prior to the RBLs arriving for the certification portion of the training 

meeting.  

157. To pitch Hetlioz to providers, CEO Polymeropoulos instructed the RBLs to direct 

their sales representatives to ask providers, “do you have any blind patients?”  Regardless of the 

answer, sales representatives were instructed to state, “Hetlioz is a drug that is effective in 

treating circadian rhythm disruption” and to leave the provider with the Hetlioz slim-jim sales 

packet.  

158. Polymeropoulos also told the RBLs that psychiatrists would connect the dots and 

easily determine that if Hetlioz treats circadian rhythm disruption in Non-24 that it would also be 

able to treat their non-blind patients with other sleep disorders caused by circadian rhythm 

disruption, such as shift work sleep disorder, jet lag, and insomnia. According to Relator, the 

RBLs and sales representatives were to focus on Hetlioz’s ability to treat circadian rhythm 
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disruption when pitching the drug to providers.  Polymeropoulos continued that Vanda was also 

currently seeking additional indications for Hetlioz.  Relator believes that Polymeropoulos said 

this to the RBLs with the intent that they would share this information with their sales 

representatives, who could use it in the field while promoting Hetlioz. 

159. After a sales representative pitched Hetlioz to a provider, they were required to 

pass the account over to a Hetlioz sales representative to close the sale.  Internally at Vanda, 

these were referred to as “pass-alongs.”  Sales representatives were told that they would be held 

accountable for how many “pass-alongs” they provided to the Hetlioz sales team. The number of 

pass-alongs a sales representative secured was then documented in their company-issued laptop 

following every sales call.  

160. In May 2016, Ramirez held a meeting with the RBLs and reprimanded them 

because the sales force was not producing enough pass-alongs.  Ramirez stated that it was 

mandatory for the Fanapt sales representatives to introduce Hetlioz on every sales call.  Several 

of the RBLs, including Relator and Charles Rathmann, responded that it was hard to expect sales 

representatives to promote Hetlioz because sales of that drug were not included in their incentive 

compensation plans.  Further, the RBLs stated that many of the providers that sales 

representatives call on do not have any blind patients.  Ramirez responded that the sales 

representatives’ job security was compensation for promoting Hetlioz and insisted that it was 

mandatory that they promote this drug on every sales call.  Ramirez continued that in promoting 

Hetlioz to providers, sales representatives should focus on the fact that Hetlioz, unlike most other 

sleep aides, was not classified as a schedule drug by the FDA.  In this way, Vanda was able to 

differentiate Hetlioz from other sleep aides. 

161. According to Relator, the marketing scheme for Hetlioz was designed to produce 
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off-label prescriptions beyond Hetlioz’s sole indication of Non-24.  First, sales representatives 

were instructed to focus their sales pitch primarily on Hetlioz’s ability to treat circadian rhythm 

disruption.  Circadian rhythm disruption is the cause of many sleep disorders, including shift 

work sleep disorder, insomnia, advanced sleep phase disorder, delayed sleep phase disorder, 

irregular sleep-wake rhythm, and Non-24, among other conditions.  By instructing sales 

representatives to focus on Hetlioz’s ability to treat circadian rhythm disruption, Vanda intended 

to secure off-label prescriptions because it knew this sales pitch would cause physicians to ask 

whether Hetlioz could treat other sleep disorders caused by circadian rhythm disruption.  In this 

way, Vanda positioned Hetlioz as a treatment option for all sleep disorders caused by circadian 

rhythm disruption.  According to Relator, 90% of the time the physician would ask whether 

Hetlioz could treat other sleep disorders caused by circadian rhythm disruption. 

162. Further, by promoting Hetlioz as a sleep aide that was not classified as a schedule 

drug by the FDA, Vanda intended to convince physicians to use Hetlioz instead of other sleep 

aides.  As a significant majority of scheduled sleep aides are prescribed for conditions other than 

Non-24, and sales representatives were required to promote Hetlioz regardless of whether the 

provider had blind patients, it is obvious that Vanda intended its sales representatives to promote 

Hetlioz as an effective substitute for all sleep aides to treat conditions outside of its indicated use 

(i.e., Non-24). 

163. Further, the fact that Vanda required its Fanapt sales representatives to promote 

Hetlioz on every sales call also demonstrates its intent to promote the drug off-label.  As stated 

above, Non-24 is not a common condition and is primarily associated with blind patients.  If 

Vanda wanted to promote Hetlioz only for its indicated use – Non-24 – it would have very 

carefully targeted providers known to treat blind patients.  This was not Vanda’s strategy. 
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Rather, Hetlioz, which based on its indicated use has a very small potential patient population, 

was promoted on every Fanapt sales call. The only reason to do so, given its very small patient 

population and without regard to if the provider treats blind patients, was to market the drug for 

all sleep disorders caused by circadian rhythm disruption. Therefore, Vanda’s marketing scheme 

was aimed at promoting Hetlioz off-label. 

COUNT I 
(False Claims Act, 31 U.S.C. § 3729, et seq.) 

164. Relator repeats each allegation in each of the preceding paragraphs of this 

Complaint with the same force and effect as if set forth herein. 

165. As described above, Defendant has submitted and/or caused to be submitted false 

or fraudulent claims to Medicare, Medicaid, and TRICARE by submitting fraudulent bills to the 

Government (and/or through its conduct in causing others to submit fraudulent bills to the 

Government).   

166. By virtue of the acts described above, Defendant has violated: 

(1) 31 U.S.C. § 3729(a)(1)(A) by knowingly presenting, or causing to be 

presented, false or fraudulent claims for payment or approval; and/or 

(2) 31 U.S.C. § 3729(a)(1)(B) by knowingly making, using, or causing to be 

made or used, a false record or statement material to a false or fraudulent claim; and/or 

(3) 31 U.S.C. § 3729(a)(1)(G) by knowingly making, using, or causing to be 

made or used, a false record or statement material to a false or fraudulent claim. 

167. To the extent any of the conduct alleged herein occurred on or before May 20, 

2009, Relator realleges that Defendant knowingly violated 31 U.S.C. §§ 3729(a)(1)-(2), (7) prior 

to amendment, by engaging in the above-described conduct.  

168. By reason of the foregoing, the United States has suffered actual damages and is 
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entitled to recover treble damages plus a civil monetary penalty for each false claim. 

WHEREFORE, Relator prays that the Court enter judgment against Defendant as follows: 

(a) that the United States be awarded damages in the amount of three times 

the damages sustained by the United States because of the false claims alleged within this 

Complaint, as the Federal False Claims Act, 31 U.S.C. § 3729, et seq., provides; 

(b) that civil penalties of $21,730 be imposed for each and every false claim 

that Defendant caused to be presented to the United States and/or its grantees, and for each false 

record or statement that Defendant made, used, or caused to be made or used that was material to 

a false or fraudulent claim; 

(c) that attorneys’ fees, costs, and expenses that Relator necessarily incurred 

in bringing and pressing this case be awarded; 

(d) that Relator be awarded the maximum amount allowed to him pursuant to 

the False Claims Act; and 

(e) that this Court order such other and further relief as it deems proper. 

COUNT II 
(California False Claims Act, Cal. Gov’t Code § 12650, et seq.) 

169. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

170. This is a qui tam action brought by Relator on behalf of the State of California to 

recover treble damages and civil penalties under the California False Claims Act, Cal. Gov’t 

Code § 12650, et seq. 

171. Cal. Gov’t Code § 12651(a) provides liability for any person who: 

(1) Knowingly presents or causes to be presented a false or fraudulent claim 
for payment or approval. 
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(2) Knowingly makes, uses, or causes to be made or used a false record or 

statement material to a false or fraudulent claim. 
 

(3) Conspires to commit a violation of this subdivision. 
 

(4) Has possession, custody, or control of public property or money used or to 
be used by the state or by any political subdivision and knowingly delivers 
or causes to be delivered less than all of that property. 
 

(5) Is authorized to make or deliver a document certifying receipt of property 
used or to be used by the state or by any political subdivision and 
knowingly makes or delivers a receipt that falsely represents the property 
used or to be used. 
 

(6) Knowingly buys, or receives as a pledge of an obligation or debt, public 
property from any person who lawfully may not sell or pledge the 
property. 
 

(7) Knowingly makes, uses, or causes to be made or used a false record or 
statement material to an obligation to pay or transmit money or property to 
the state or to any political subdivision, or knowingly conceals or 
knowingly and improperly avoids, or decreases an obligation to pay or 
transmit money or property to the state or to any political subdivision. 
 

(8) Is a beneficiary of an inadvertent submission of a false claim, 
subsequently discovers the falsity of the claim, and fails to disclose the 
false claim to the state or the political subdivision within a reasonable time 
after discovery of the false claim. 

172. Defendant violated Cal. Gov’t Code § 12651(a) and knowingly caused false 

claims to be made, used and presented to the State of California by engaging in the conduct 

alleged herein and by virtue of the fact that none of the claims submitted in connection with its 

conduct were even eligible for reimbursement by the government-funded health care programs. 

173. The State of California, by and through the California Medicaid program and 

other state health care programs, and unaware of Defendant’s conduct, paid the claims submitted 

by health care providers and third party payers in connection therewith. 

174. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of California 
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in connection with Defendant’s conduct.  Compliance with applicable California statutes was 

also a condition of payment of claims submitted to the State of California. 

175. Had the State of California known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

176. As a result of Defendant’s violations of Cal. Gov’t Code § 12651(a), the State of 

California has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

177. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to Cal. Gov’t Code § 

12652(c) on behalf of himself and the State of California. 

178. This Court is requested to accept supplemental jurisdiction over this related state 

claim as it is predicated upon the same exact facts as the federal claim, and merely asserts 

separate damages to the State of California in the operation of its Medicaid program. 

WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

To the STATE OF CALIFORNIA: 
 

(1) Three times the amount of actual damages which the State of California has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant presented or caused to be presented to the State 
of California; 
 

(3) Pre- and post-judgment interest; and 
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(4) All costs incurred in bringing this action. 
 

 To Relator: 
 

(1) The maximum amount allowed pursuant to Cal. Gov’t Code § 12652 and/or 
any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 
 

(3) An award of reasonable attorneys’ fees and costs; and 
 

(4) Such further relief as this Court deems equitable and just. 

COUNT III 
(California Insurance Fraud Prevention Act, Cal Ins. Code §§ 1871.1, et seq.) 

 
179. All of the preceding allegations set forth in this Complaint are incorporated into 

this Count as if fully set forth herein. 

180. This is a claim for treble damages and penalties under the CIFPA. 

181. Pursuant to Cal. Ins. Code § 1871.4(a), it is unlawful to: 

(1)   Make or cause to be made a knowingly false or fraudulent material statement 
or material representation for the purpose of obtaining or denying any 
compensation, as defined in Section 3207 of the Labor Code. 

 
(2) Present or cause to be presented a knowingly false or fraudulent written or 

oral material statement in support of, or in opposition to, a claim for 
compensation for the purpose of obtaining or denying any compensation, as 
defined in Section 3207 of the Labor Code. 

 
 (3)  Knowingly assist, abet, conspire with, or solicit a person in an unlawful act 

under this section. 
 
(4)  Make or cause to be made a knowingly false or fraudulent statement with 

regard to entitlement to benefits with the intent to discourage an injured 
worker from claiming benefits or pursuing a claim. . . . 

 
182. By virtue of the acts described above, Vanda knowingly utilized a scheme by 

which it presented, or caused to be presented, false or fraudulent claims to private insurers in 
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California, or for patients in California that those insurers covered (i.e., patients who hold private 

insurance contracts and against whom Vanda could file claims for payment or approval) in 

violation of each patient’s private health insurance contract. 

183. By virtue of the acts described above, Vanda knowingly made, used or caused to 

be made or used false records and statements and omitted material facts to induce the private 

insurers in California, or for patients in California covered by those insurers, to approve or pay 

such false and fraudulent claims. 

184. By virtue of the acts described above, Vanda conspired to violate the CIFPA and 

each patient’s private health insurance contract. 

185. The private insurers in California, or those insurers that covered patients in 

California, unaware of the falsity of the records, statements and claims made, used, presented or 

caused to be presented by Vanda, paid and continue to pay the claims that are non-payable as a 

result of Vanda’s illegal conduct. 

186. Vanda knowingly submitted and/or caused to be made or used false records or 

false statements in order to avoid or decrease its obligation to return overpayments to these 

private insurance companies. 

187. By reason of Vanda’s acts, these private insurance companies have been 

damaged, and continue to be damaged, in a substantial amount to be determined at trial. 

188. Each claim for reimbursement that was a result of Vanda’s scheme represents a 

false or fraudulent record or statement and a false or fraudulent claim for payment. 

189. The State of California is entitled to the maximum penalty of $10,000 per 

violation, plus an assessment of three times the amount of each false or fraudulent claim for 

compensation made, used, presented or caused to be made, used, or presented by Defendant. 
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COUNT IV 

(Colorado Medicaid False Claims Act, C.R.S.A. § 25.5-4-304, et seq.) 

190. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

191. This is a qui tam action brought by Relator on behalf of the State of Colorado to 

recover treble damages and civil penalties under the Colorado Medicaid False Claims Act, 

C.R.S.A. § 25.5-4-304, et seq. 

192. Colorado’s Medicaid False Claims Act, C.R.S.A. § 25.5-4-305, provides for 

liability for any person who: 

(a) Knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 
 

(b) Knowingly makes, uses, or causes to be made or used a false record or 
statement material to a false or fraudulent claim; 

 
(c) Has possession, custody, or control of property or money used, or to 

be used, by the state in connection with the “Colorado Medical 
Assistance Act” and knowingly delivers, or causes to be delivered, 
less than all of the money or property; 

 
(d) Authorizes the making or delivery of a document certifying receipt of 

property used, or to be used, by the state in connection with the 
“Colorado Medical Assistance Act” and, intending to defraud the 
state, makes or delivers the receipt without completely knowing that 
the information on the receipt is true; 

 
(e) Knowingly buys, or receives as a pledge of an obligation or debt, 

public property from an officer or employee of the state in connection 
with the “Colorado Medical Assistance Act” who lawfully may not 
sell or pledge the property; 

 
(f) Knowingly makes, uses, or causes to be made or used, a false record 

or statement material to an obligation to pay or transmit money or 
property to the state in connection with the “Colorado Medical 
Assistance Act”, or knowingly conceals or knowingly and improperly 
avoids or decreases an obligation to pay or transmit money or property 
to the state in connection with the “Colorado Medical Assistance 
Act”; or  
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(g) Conspires to commit a violation of paragraphs (a) to (f) of this 

subsection (1). 
 

193. Defendant violated the Colorado Medicaid False Claims Act and knowingly 

caused false claims to be made, used and presented to the State of Colorado by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

194. The State of Colorado, by and through the Colorado Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

195. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Colorado 

in connection with Defendant’s conduct. Compliance with applicable Colorado statutes was also 

a condition of payment of claims submitted to the State of Colorado. 

196. Had the State of Colorado known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

197. As a result of Defendant’s violations of the Colorado Medicaid False Claims Act, 

the State of Colorado has been damaged in an amount far in excess of millions of dollars 

exclusive of interest. 

198. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Colorado Medicaid 
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False Claims Act on behalf of himself and the State of Colorado. 

199. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Colorado in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF COLORADO: 
 

(1) Three times the amount of actual damages which the State of Colorado has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Colorado, 
except that this upper limit on liability is subject to an automatic adjustment in 
accordance with the federal Civil Penalties Inflation Adjustment Act of 1990 
(“CPIAA”); 
 

(3) Pre- and post-judgment interest; and 
 

(4) All costs incurred in bringing this action. 
 
 To Relator: 
 

(1) The maximum amount allowed pursuant to Colorado Medicaid False Claims 
Act and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

COUNT V 
(Connecticut False Claims Act, Conn. Gen. Stat. § 4-274 et seq.) 

200. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

201. This is a qui tam action brought by Relator on behalf of the State of Connecticut 
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to recover treble damages and civil penalties under the Connecticut False Claims Act, Conn. 

Gen. Stat. § 17b-301a, et seq. 

202. Conn. Gen. Stat. § 4-275 imposes liability as follows: 

(a) No person shall: 

(1) Knowingly present, or cause to be presented, a false or 
fraudulent claim for payment or approval under a state-
administered health or human services program; 

 
(2) Knowingly make, use or cause to be made or used, a false 

record or statement material to a false or fraudulent claim 
under a state-administered health or human services program; 

 
(3)  Conspire to commit a violation of this section; 
 
(4) Having possession, custody or control of property or money 

used, or to be used, by the state relative to a state-administered 
health or human services program, knowingly deliver, or 
cause to be delivered, less property than the amount for which 
the person receives a certificate or receipt; 

 
(5) Being authorized to make or deliver a document certifying 

receipt of property used, or to be used, by the state relative to 
a state-administered health or human services program and 
intending to defraud the state, make or deliver such document 
without completely knowing that the information on the 
document is true; 

 
(6)  Knowingly buy, or receive as a pledge of an obligation or 

debt, public property from an officer or employee of the state 
relative to a state-administered health or human services 
program, who lawfully may not sell or pledge the property; 

 
(7) Knowingly make, use or cause to be made or used, a false 

record or statement material to an obligation to pay or transmit 
money or property to the state under a state-administered 
health or human services program; or 

 
(8) Knowingly conceal or knowingly and improperly avoid or 

decrease an obligation to pay or transmit money or property to 
the state under a state-administered health or human services 
program. 
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203. Defendant violated the Connecticut False Claims Act and knowingly caused false 

claims to be made, used and presented to the State of Connecticut by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

204. The State of Connecticut, by and through the Connecticut Medicaid program and 

other state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted 

by healthcare providers and third party payers in connection therewith. 

205. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of 

Connecticut in connection with Defendant’s conduct. Compliance with applicable Connecticut 

statutes was also a condition of payment of claims submitted to the State of Connecticut. 

206. Had the State of Connecticut known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

207. As a result of Defendant’s violations of the Connecticut False Claims Act, the 

State of Connecticut has been damaged in an amount far in excess of millions of dollars 

exclusive of interest. 

208. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Connecticut False 

Claims Act on behalf of himself and the State of Connecticut. 
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209. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Connecticut in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF CONNECTICUT: 
 

(1) Three times the amount of actual damages which the State of Connecticut has 
sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of 
Connecticut, except that this upper limit on liability is subject to an automatic 
adjustment in accordance with the CPIAA; 
 

(3) Pre- and post-judgment interest; and 
 

(4) All costs incurred in bringing this action. 
 

 To Relator: 
 

(1) The maximum amount allowed pursuant to Connecticut False Claims Act, 
Conn. Gen. Stat. § 4-275, et seq. and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

COUNT VI 
(Delaware False Claims and Reporting Act, 6 Del. C. Ann. tit. 6 § 1201, et seq.) 

 
210. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

211. This is a qui tam action brought by Relator on behalf of the State of Delaware to 

recover treble damages and civil penalties under the Delaware False Claims and Reporting Act, 6 
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Del. C. Ann. tit. 6 § 1201, et seq. 

212. 6 Del. C. § 1201(a) in pertinent part provides for liability for any person who:   

(1) Knowingly presents, or causes to be presented, a false or 
fraudulent claim for payment or approval; 
 
(2) Knowingly makes, uses, or causes to be made or used, a false 
record or statement material to a false or fraudulent claim; 

 
(3) Conspires to commit a violation of paragraph (a)(1), (2), . . . or 
(7) of this section; or 
 

* * * 
 
(7) Knowingly makes, uses, or causes to be made or used a false 
record or statement material to an obligation to pay or transmit 
money or property to the Government, or knowingly conceals or 
knowingly and improperly avoids or decreases an obligation to pay 
or transmit money or property to the Government.  

 
213. Defendant furthermore violated the Delaware False Claims and Reporting Act, 6 

Del. C. Ann. tit. 6 § 1201, et seq., and knowingly caused false claims to be made, used and 

presented to the State of Delaware by its deliberate and systematic violation of federal and state 

laws and by virtue of the fact that none of the claims submitted in connection with its conduct 

were even eligible for reimbursement by the government-funded healthcare programs. 

214. The State of Delaware, by and through the Delaware Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

215. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and  also an express condition of payment of claims 

submitted to the State of Delaware in connection with Defendant’s conduct. Compliance with 

applicable Delaware statutes and regulations was also an express condition of payment of claims 

submitted to the State of Delaware. 
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216. Had the State of Delaware known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

217. As a result of Defendant’s violations of the Delaware False Claims and Reporting 

Act, 6 Del. C. Ann. tit. 6 § 1201, et seq., the State of Delaware has been damaged in an amount 

far in excess of millions of dollars exclusive of interest. 

218. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Delaware False Claims 

and Reporting Act, 6 Del. C. Ann. tit. 6 § 1201, et seq., on behalf of himself and the State of 

Delaware. 

219. This Court is requested to accept pendant jurisdiction of this related state claim as 

it is predicated upon the exact same facts as the federal claim, and merely asserts separate 

damage to the State of Delaware in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF DELAWARE: 
 

(1) Three times the amount of actual damages which the State of Delaware has 
sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of Delaware; 
 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
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To Relator: 

 
(1) The maximum amount allowed pursuant to Delaware False Claims and 

Reporting Act, 6 Del. C. Ann. tit. 6 § 1201, and/or any other applicable 
provision of law; 

 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT VII  

(Florida False Claims Act, Fla. Stat. § 68.081, et seq.) 

220. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

221. This is a qui tam action brought by Relator on behalf of the State of Florida to 

recover treble damages and civil penalties under the Florida False Claims Act, Fla. Stat. § 68.081 

et seq. 

222. Fla. Stat. § 68.082(2) provides liability for any person who: 

(a) Knowingly presents or causes to be presented a false or fraudulent claim for 
payment or approval; 
 

(b) Knowingly makes, uses, or causes to be made or used a false record or 
statement material to a false or fraudulent claim; or 
 

(c) Conspires to commit a violation of this subsection. 

223. Defendant further violated Fla. Stat. § 68.082(2) and knowingly caused false 

claims to be made, used and presented to the State of Florida by engaging in the conduct alleged 

herein and by virtue of the fact that none of the claims submitted in connection with its conduct 

were even eligible for reimbursement by the government-funded healthcare programs. 

224. The State of Florida, by and through the Florida Medicaid program and other state 

healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 
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healthcare providers and third party payers in connection therewith. 

225. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Florida in 

connection with Defendant’s conduct. Compliance with applicable Florida statutes was also a 

condition of payment of claims submitted to the State of Florida. 

226. Had the State of Florida known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

227. As a result of Defendant’s violations of Fla. Stat. § 68.082(2), the State of Florida 

has been damaged in an amount far in excess of millions of dollars exclusive of interest. 

228. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to Fla. Stat. § 68.083(2) on 

behalf of himself and the State of Florida. 

229. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Florida in the operation of its Medicaid program. 

WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 
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To the STATE OF FLORIDA: 

(1) Three times the amount of actual damages which the State of Florida has 
sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of Florida; 
 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 
 
(1) The maximum amount allowed pursuant to Fla. Stat. § 68.085 and/or any 

other applicable provision of law; 
 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action;  
 

(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

COUNT VIII  
(Georgia False Medicaid Claims Act, Ga. Code Ann., § 49-4-168, et seq.) 

230. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

231. This is a qui tam action brought by Relator on behalf of the State of Georgia to 

recover treble damages and civil penalties under the Georgia False Medicaid Claims Act, Ga. 

Code Ann., § 49-4-168, et seq. 

232. The Georgia False Medicaid Claims Act, Ga. Code Ann., § 49-4-168-1, imposes 

liability on any person who: 

(1) Knowingly presents or causes to be presented to the Georgia Medicaid 
program a false or fraudulent claim for payment or approval; 
 

(2) Knowingly makes, uses, or causes to be made or used a false record or 
statement material to a false or fraudulent claim; 
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(3) Conspires to commit a violation of paragraph (1), (2), (4), (5), (6), or 

(7) of this subsection; 
 

(4) Has possession, custody, or control of property or money used or to be 
used by the Georgia Medicaid program and knowingly delivers, or 
causes to be delivered, less than all of such property or money; 

 
(5) Is authorized to make or deliver a document certifying receipt of 

property used, or to be used, by the Georgia Medicaid program and, 
intending to defraud the Georgia Medicaid program, makes or delivers 
the receipt without completely knowing that the information on the 
receipt is true; 

 
(6) Knowingly buys, or receives as a pledge of an obligation or debt, 

public property from an officer or employee of the Georgia Medicaid 
program who lawfully may not sell or pledge the property; or 

 
(7) Knowingly makes, uses, or causes to be made or used a false record or 

statement material to an obligation to pay or transmit property or 
money to the Georgia Medicaid program, or knowingly conceals or 
knowingly and improperly avoids or decreases an obligation to pay or 
transmit property or money to the Georgia Medicaid program. 

 
233. Defendant violated the Georgia False Medicaid Claims Act and knowingly caused 

false claims to be made, used and presented to the State of Georgia by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

234. The State of Georgia, by and through the Georgia Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

235. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Georgia in 

connection with Defendant’s conduct. Compliance with applicable Georgia statutes was also a 

condition of payment of claims submitted to the State of Georgia. 
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236. Had the State of Georgia known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

237. As a result of Defendant’s violations of the Georgia False Medicaid Claims Act, 

the State of Georgia has been damaged in an amount far in excess of millions of dollars 

exclusive of interest. 

238. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Georgia False 

Medicaid Claims Act on behalf of himself and the State of Georgia. 

239. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Georgia in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF GEORGIA: 
 

(1) Three times the amount of actual damages which the State of Georgia has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Georgia; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
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(1) The maximum amount allowed pursuant to Georgia False Medicaid Claims 

Act, Ga. Code Ann., § 49-4-168, and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT IX  

(Hawaii False Claims Act, Haw. Rev. Stat. § 661-21, et seq.) 

240. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

241. This is a qui tam action brought by Relator on behalf of the State of Hawaii to 

recover treble damages and civil penalties under the Hawaii False Claims Act, Haw. Rev. Stat. § 

661-21, et seq. 

242. Section 661-21(a) provides liability for any person who: 

(1) Knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 

(2) Knowingly makes, uses, or causes to be made or used, a false record 
or statement material to a false or fraudulent claim; 

 
* * * 

(6) Knowingly makes, uses, or causes to be made or used, a false record 
or statement material to an obligation to pay or transmit money or 
property to the State, or knowingly conceals, or knowingly and 
improperly avoids or decreases an obligation to pay or transmit 
money or property to the State; or 

 
* * * 

 
(8) Conspires to commit any of the conduct described in this subsection. 

 
243. Defendant violated Haw. Rev. Stat. § 661-21(a) and knowingly caused false 

claims to be made, used and presented to the State of Hawaii by the conduct alleged herein and 

by virtue of the fact that none of the claims submitted in connection with its conduct were even 

Case 1:17-cv-00464-APM   Document 1   Filed 03/10/17   Page 85 of 150



 

86 

 
eligible for reimbursement by the government-funded healthcare programs. 

244. The State of Hawaii, by and through the Hawaii Medicaid program and other state 

healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

245. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Hawaii in 

connection with Defendant’s conduct. Compliance with applicable Hawaii statutes was also a 

condition of payment of claims submitted to the State of Hawaii. 

246. Had the State of Hawaii known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

247. As a result of Defendant’s violations of Haw. Rev. Stat. § 661-21, the State of 

Hawaii has been damaged in an amount far in excess of millions of dollars exclusive of interest. 

248. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to Haw. Rev. Stat. § 661-21 

on behalf of himself and the State of Hawaii. 

249. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Hawaii in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 
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 To the STATE OF HAWAII: 
 

(1) Three times the amount of actual damages which the State of Hawaii has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Hawaii; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to Haw. Rev. Stat. § 661-21 and/or 
any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT X  

 (Illinois False Claims Act, 740 ILCS 175/1, et seq.) 
 

250. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

251. This is a qui tam action brought by Relator on behalf of the State of Illinois to 

recover treble damages and civil penalties under the Illinois False Claims Act, 740 ILCS 175/1 et 

seq. 

252. 740 ILCS 175/3(a)(1) provides liability for any person who: 

(A) knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 
 

(B) knowingly makes, uses, or causes to be made or used, a false 
record or statement material to a false or fraudulent claim; or 

 
(C) conspires to commit a violation of subparagraph (A), (B) . . . . 

Case 1:17-cv-00464-APM   Document 1   Filed 03/10/17   Page 87 of 150



 

88 

 
 

253. Defendant violated 740 ILCS 175/3(a) and knowingly caused false claims to be 

made, used and presented to the State of Illinois by its deliberate and systematic violation of 

federal and state laws by engaging in the conduct alleged herein and by virtue of the fact that 

none of the claims submitted in connection with its conduct were even eligible for 

reimbursement by the government-funded healthcare programs. 

254. The State of Illinois, by and through the Illinois Medicaid program and other state 

healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

255. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Illinois in 

connection with Defendant’s conduct. Compliance with applicable Illinois statutes was also a 

condition of payment of claims submitted to the State of Illinois. 

256. Had the State of Illinois known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

257. As a result of Defendant’s violations of 740 ILCS 175/3(a), the State of Illinois 

has been damaged in an amount far in excess of millions of dollars exclusive of interest. 

258. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to 740 ILCS 175/3(b) on 

behalf of himself and the State of Illinois. 

259. This Court is requested to accept supplemental jurisdiction of this related state 
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claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Illinois in the operation of its Medicaid program. 

WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

To the STATE OF ILLINOIS: 

(1) Three times the amount of actual damages which the State of Illinois has 
sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of Illinois; 
 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 

(1) The maximum amount allowed pursuant to 740 ILCS 175/4(d) and/or any 
other applicable provision of law; 

 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT XI 

(Illinois Insurance Claims Fraud Prevention Act, 740 Ill. Comp. Stat.  §§ 92/1, et seq.) 
 

260. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

261. This is a claim for treble damages and penalties under the IICFPA. 

262. Pursuant to 740 Ill. Comp. Stat. § 92/5(a): 

A person who violates any provision of this Act, . . . or Section 17-10.5 
of the Criminal Code . . . shall be subject, in addition to any other 
penalties that may be prescribed by law, to a civil penalty of not less than 
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$5,000 nor more than $10,000, plus an assessment of not more than 3 
times the amount of each claim for compensation under a contract of 
insurance. 
 

263. 720 Ill. Comp. Stat. § 5/17-10.5 provides, in pertinent part: 

(a)  Insurance fraud. 

(1)  A person commits insurance fraud when he or she knowingly obtains, 
attempts to obtain, or causes to be obtained, by deception, control 
over the property of an insurance company or self-insured entity by 
the making of a false claim or by causing a false claim to be made on 
any policy of insurance issued by an insurance company or by the 
making of a false claim or by causing a false claim to be made to a 
self-insured entity, intending to deprive an insurance company or self-
insured entity permanently of the use and benefit of that property.  

 
(2)  A person commits health care benefits fraud against a provider, other 

than a governmental unit or agency, when he or she knowingly 
obtains or attempts to obtain, by deception, health care benefits and 
that obtaining or attempt to obtain health care benefits does not 
involve control over property of the provider. 

 
* * *  

 
(c)  Conspiracy to commit insurance fraud. . . . 

264. By virtue of the acts described above, Vanda knowingly presented or caused to be 

presented false or fraudulent claims to the private insurers in Illinois, or for patients in Illinois 

that those insurers covered, for payment or approval in violation of each patient’s private health 

insurance contract. 

265. By virtue of the acts described above, Vanda knowingly made, used, or caused to 

be made or used false records and statements and omitted material facts to induce the private 

insurers in Illinois, or for patients in Illinois covered by those insurers, to approve or pay such 

false and fraudulent claims. 

266. Vanda knowingly presented or caused to be presented false or fraudulent claims 

to the private insurers in Illinois, or for patients in Illinois those insurers covered, for payment or 
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approval in violation of each patient’s private health insurance contract. 

267. By virtue of the acts described above, Vanda knowingly utilized a scheme by 

which it presented, or caused to be presented, false or fraudulent claims to private insurers in 

Illinois, or for patients in Illinois that those insurers covered (i.e., patients who hold private 

insurance contracts and against whom Vanda could file claims for payment or approval) in 

violation of each patient’s private health insurance contract. 

268. By virtue of the acts described above, Vanda conspired to violate the IICFPA and 

each patient’s private health insurance contract. 

269. The private insurers in Illinois, or those insurers that covered patients in Illinois, 

unaware of the falsity of the records, statements and claims made, used, presented, or caused to 

be presented by Vanda, paid and continue to pay the claims that are non-payable as a result of 

Vanda’s illegal conduct. 

270. Vanda knowingly submitted and/or caused to be made or used false records or 

false statements in order to avoid or decrease its obligations to return overpayments to these 

private insurance companies. 

271. By reason of Vanda’s acts, these private insurance companies have been 

damaged, and continue to be damaged, in a substantial amount to be determined at trial. 

272. Each claim for reimbursement that was a result of Vanda’s scheme represents a 

false or fraudulent record or statement and a false or fraudulent claim for payment. 

273. State of Illinois is entitled to the maximum penalty of $10,000 per violation, plus 

an assessment of three times the amount of each false or fraudulent claim for compensation 

made, used, presented, or caused to be made, used, or presented by Vanda. 
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COUNT XII  

(Indiana False Claims and Whistleblower Protection Act, Ind. Code § 5-11-5.5, et seq.) 
 

274. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

275. This is a qui tam action brought by Relator on behalf of the State of Indiana to 

recover treble damages and civil penalties under the Indiana False Claims and Whistleblower 

Protection Act, Ind. Code 5-11-5.5-2, which imposes liability on: 

(b) A person who knowingly or intentionally: 

(1) presents a false claim to the state for payment or approval; 
 
(2) makes or uses a false record or statement to obtain payment or 

approval of a false claim from the state; 
 
(3) with intent to defraud the state, delivers less money or property to 

the state than the amount recorded on the certificate or receipt the 
person receives from the state; 

 
(4) with intent to defraud the state, authorizes issuance of a receipt 

without knowing that the information on the receipt is true; 
 
(5) receives public property as a pledge of an obligation on a debt from 

an employee who is not lawfully authorized to sell or pledge the 
property; 

 
(6) makes or uses a false record or statement to avoid an obligation to 

pay or transmit property to the state; 
 
(7) conspires with another person to perform an act described in 

subdivisions (1) through (6); or 
 
(8) causes or induces another person to perform an act described in 

subdivisions (1) through (6) . . . . 
 

276. Defendant violated the Indiana False Claims Act and knowingly caused false 

claims to be made, used and presented to the State of Indiana by its deliberate and systematic 

violation of federal and state laws and by virtue of the fact that none of the claims submitted in 
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connection with its conduct were even eligible for reimbursement by the government-funded 

healthcare programs. 

277. The State of Indiana, by and through the Indiana Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

278. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Indiana in 

connection with Defendant’s conduct. Compliance with applicable Indiana statutes was also a 

condition of payment of claims submitted to the State of Indiana. 

279. Had the State of Indiana known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

280. As a result of Defendant’s violations of Indiana’s False Claims Act, the State of 

Indiana has been damaged in an amount far in excess of millions of dollars exclusive of interest. 

281. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to Ind. Code § 5-11-5.5, et 

seq. on behalf of himself and the State of Indiana. 

282. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Indiana in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 
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damages to the following parties and against Defendant: 

 To the STATE OF INDIANA: 
 

(1) Three times the amount of actual damages which the State of Indiana has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,000 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Indiana, 
except that this upper limit on liability is subject to an automatic adjustment in 
accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to Ind. Code § 5-11-5.5, et seq. 
and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

COUNT XIII 
(Iowa False Claims Law, I.C.A. § 685.1, et seq.) 

283. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

284. This is a qui tam action brought by Relator on behalf of the State of Iowa to 

recover treble damages and civil penalties under the Iowa False Claims Law, I.C.A. § 685.1, et 

seq. 

285. Iowa False Claims Law, I.C.A. § 685.2, in pertinent part provides for liability for 

any person who:   

(a) Knowingly presents, or causes to be presented, a false or 
fraudulent claim for payment or approval. 
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(b) Knowingly makes, uses, or causes to be made or used, a false 
record or statement material to a false or fraudulent claim. 

 
(c) Conspires to commit a violation of paragraph “a”, “b” . . . .   

 
286. Defendant violated the Iowa False Claims Law, I.C.A. § 685.1, et seq. and 

knowingly caused false claims to be made, used and presented to the State of Iowa by its 

deliberate and systematic violation of federal and state laws and by virtue of the fact that none of 

the claims submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

287. The State of Iowa, by and through the Iowa Medicaid program and other state 

healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

288. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Iowa in 

connection with Defendant’s conduct. Compliance with applicable Iowa statutes was also a 

condition of payment of claims submitted to the State of Iowa. 

289. Had the State of Iowa known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

290. As a result of Defendant’s violations of the Iowa False Claims Law, I.C.A. § 

685.1, et seq., the State of Iowa has been damaged in an amount far in excess of millions of 

dollars exclusive of interest. 
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291. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to Iowa False Claims Law, 

I.C.A. § 685.1, et seq., on behalf of himself and the State of Iowa. 

292. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Iowa in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

To the STATE OF IOWA: 
 

(1) Three times the amount of actual damages which the State of Iowa has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Iowa, 
except that this upper limit on liability is subject to an automatic adjustment in 
accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
To Relator: 

 
(1) The maximum amount allowed pursuant to Iowa False Claims Law, I.C.A. § 

685.1 et seq. and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

 
 COUNT XIV 
(Louisiana Medical Assistance Programs Integrity Law, La. Rev. Stat. Ann. § 46:437.1, et 

seq.) 
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293. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

294. This is a qui tam action brought by Relator on behalf of the State of Louisiana to 

recover treble damages and civil penalties under the Louisiana Medical Assistance Programs 

Integrity Law, La. Rev. Stat. Ann. § 437.1, et seq. 

295. La. Rev. Stat. Ann. § 46:438.3 provides: 

(A) No person shall knowingly present or cause to be presented a false or 
fraudulent claim. 
 

(B) No person shall knowingly engage in misrepresentation or make, use, 
or cause to be made or used, a false record or statement material to a 
false or fraudulent claim. 

 
(C) No person shall knowingly make, use, or cause to be made or used, a 

false record or statement material to an obligation to pay or transmit 
money or property to the medical assistance programs, or to 
knowingly conceal, avoid, or decrease an obligation to pay or 
transmit money or property to the medical assistance programs. 

 
(D) No person shall conspire to defraud, or attempt to defraud, the 

medical assistance programs through misrepresentation or by 
obtaining, or attempting to obtain, payment for a false or fraudulent 
claim. 

 
296. Defendant further violated La. Rev. Stat. Ann. § 46:438.3 and knowingly caused 

false claims to be made, used and presented to the State of Louisiana by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

297. The State of Louisiana, by and through the Louisiana Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 
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298. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and  also an express condition of payment of claims 

submitted to the State of Louisiana in connection with Defendant’s conduct.  Compliance with 

applicable Louisiana statutes, regulations and Pharmacy Manuals was also an express condition 

of payment of claims submitted to the State of Louisiana. 

299. Had the State of Louisiana known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

300. As a result of Defendant’s violations of La. Rev. Stat. Ann. § 46:438.3, the State 

of Louisiana has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

301. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to La. Rev. Stat. Ann. § 

46:439.1(A) on behalf of himself and the State of Louisiana. 

302. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Louisiana in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF LOUISIANA: 
 

(1) Three times the amount of actual damages which the State of Louisiana has 
sustained as a result of Defendant’s conduct; 
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(2) A civil penalty of not less than $5,000 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of Louisiana, 
except that this upper limit on liability is subject to an automatic adjustment in 
accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 
 

(1) The maximum amount allowed pursuant to La. Rev. Stat. § 439.4(A) and/or 
any other applicable provision of law; 

 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT XV 

(Maryland False Claims Act, Md. Code Ann. Health - Gen., § 2-601, et seq.) 
 

303. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

304. This is a qui tam action brought by Relator on behalf of the State of Maryland to 

recover treble damages and civil penalties under the Maryland False Claims Act, Md. Code Ann. 

Health - Gen., § 2-601, et seq. 

305. Section 2-602 of Maryland’s False Claims Act imposes liability as follows: 

(a) A person may not: 
 
(1) Knowingly present or cause to be presented a false or fraudulent 

claim for payment or approval; 
 
(2) Knowingly make, use, or cause to be made or used a false record or 

statement material to a false or fraudulent claim; 
 
(3) Conspire to commit a violation under this subtitle; 
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(4) Have possession, custody, or control of money or other property 

used by or on behalf of the State under a State health plan or a 
State health program and knowingly deliver or cause to be 
delivered to the State less than all of that money or other property; 

 
(5) (i)  Be authorized to make or deliver a receipt or other document 

certifying receipt of money or other property used or to be used by 
the State under a State health plan or a State health program; and 
(ii) Intending to defraud the State or the Department, make or 
deliver a receipt or document knowing that the information 
contained in the receipt or document is not true; 

 
(6) Knowingly buy or receive as a pledge of an obligation or debt 

publicly owned property from an officer, employee, or agent of a 
State health plan or a State health program who lawfully may not 
sell or pledge the property; 

 
(7) Knowingly make, use, or cause to be made or used, a false record 

or statement material to an obligation to pay or transmit money or 
other property to the State; 

 
(8) Knowingly conceal, or knowingly and improperly avoid or 

decrease, an obligation to pay or transmit money or other property 
to the State; or 

 
(9) Knowingly make any other false or fraudulent claim against a State 

health plan or a State health program. 
 

306. Defendant violated the Maryland False Claims Act, and knowingly caused false 

claims to be made, used and presented to the State of Maryland by its deliberate and systematic 

violation of federal and state laws and by virtue of the fact that none of the claims submitted in 

connection with its conduct were even eligible for reimbursement by the government-funded 

healthcare programs. 

307. The State of Maryland, by and through the Maryland Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

308. Compliance with applicable Medicare, Medicaid and the various other federal and 
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state laws cited herein was an implied, and also an express condition of payment of claims 

submitted to the State of Maryland in connection with Defendant’s conduct.  Compliance with 

applicable Maryland statutes, regulations and Pharmacy Manuals was also an express condition 

of payment of claims submitted to the State of Maryland. 

309. Had the State of Maryland known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

310. As a result of Defendant’s violations of the Maryland False Claims Act, the State 

of Maryland has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

311. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Maryland False Claims 

Act on behalf of himself and the State of Maryland. 

312. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Maryland in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF MARYLAND: 
 

(1) Three times the amount of actual damages which the State of Maryland has 
sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not more than $10,000 for each false claim which 
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Defendant caused to be presented to the State of Maryland; 

 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 
 
(1) The maximum amount allowed pursuant to Maryland False Claims Act and/or 

any other applicable provision of law; 
 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

COUNT XVI 
(Michigan Medicaid False Claims Act, Mich. Comp. Laws § 400.601, et seq.) 

313. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

314. This is a qui tam action brought by Relator on behalf of the State of Michigan to 

recover treble damages and civil penalties under Michigan Medicaid False Claims Act, Mich. 

Comp. Laws § 400.603, which provides in pertinent part: 

(1) A person shall not knowingly make or cause to be made a false 
statement or false representation of a material fact in an application for 
medicaid benefits. 
 
(2) A person shall not knowingly make or cause to be made a false 
statement or false representation of a material fact for use in determining 
rights to a medicaid benefit. . . . 
 

315. Defendant violated Michigan law and knowingly caused false claims to be made, 

used and presented to the State of Michigan by its deliberate and systematic violation of federal 

and state laws and by virtue of the fact that none of the claims submitted in connection with its 

conduct were even eligible for reimbursement by the government-funded healthcare programs. 
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316. The State of Michigan, by and through the Michigan Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

317. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Michigan 

in connection with Defendant’s conduct.  Compliance with applicable Michigan statutes was also 

a condition of payment of claims submitted to the State of Michigan. 

318. Had the State of Michigan known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

319. As a result of Defendant’s violations of the Medicaid False Claims Act, the State 

of Michigan has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

320. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Medicaid False Claims 

Act on behalf of himself and the State of Michigan. 

321. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Michigan in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 
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 To the STATE OF MICHIGAN: 
 

(1) Three times the amount of actual damages which the State of Michigan has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,000 and not more than $10,000 for each 
false claim which Defendant caused to be presented to the State of Michigan; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to the Medicaid False Claims Act 
and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 
 

(3) An award of reasonable attorneys’ fees and costs; and 
 

(4) Such further relief as this Court deems equitable and just. 

COUNT XVII 
(Minnesota False Claims Act, M.S.A. § 15C.01, et seq.) 

322. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

323. This is a qui tam action brought by Relator on behalf of the State of Minnesota to 

recover treble damages and civil penalties under the Minnesota False Claims Act, M.S.A. § 

15C.01, et seq. 

324. Minnesota False Claims Act, M.S.A. § 15C.02, provides for liability for any 

person who: 

(1) knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 
 

(2) knowingly makes or uses, or causes to be made or used, a false record 
or statement material to a false or fraudulent claim; 
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(3) knowingly conspires to commit a violation of clause (1), (2), (4), (5), 

(6), or (7); 
 

(4) has possession, custody, or control of property or money used, or to 
be used, by the state or a political subdivision and knowingly delivers 
or causes to be delivered less than all of that money or property; 

 
(5) is authorized to make or deliver a document certifying receipt for 

money or property used, or to be used, by the state or a political 
subdivision and, intending to defraud the state or a political 
subdivision, makes or delivers the receipt without completely 
knowing that the information on the receipt is true; 

 
(6) knowingly buys, or receives as a pledge of an obligation or debt, 

public property from an officer or employee of the state or a political 
subdivision who lawfully may not sell or pledge the property; or 

 
(7) knowingly makes or uses, or causes to be made or used, a false record 

or statement material to an obligation to pay or transmit money or 
property to the state or a political subdivision, or knowingly conceals 
or knowingly and improperly avoids or decreases an obligation to pay 
or transmit money or property to the state or a political subdivision. 

 
325. Defendant violated the Minnesota False Claims Act and knowingly caused false 

claims to be made, used and presented to the State of Minnesota by its deliberate and systematic 

violation of federal and state laws and by virtue of the fact that none of the claims submitted in 

connection with its conduct were even eligible for reimbursement by the government-funded 

healthcare programs. 

326. The State of Minnesota, by and through the Minnesota Medicaid program and 

other state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted 

by healthcare providers and third party payers in connection therewith. 

327. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Minnesota 

in connection with Defendant’s conduct. Compliance with applicable Minnesota statutes was 

also a condition of payment of claims submitted to the State of Minnesota. 
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328. Had the State of Minnesota known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

329. As a result of Defendant’s violations of the Minnesota False Claims Act, the State 

of Minnesota has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

330. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Minnesota False 

Claims Act on behalf of himself and the State of Minnesota. 

331. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Minnesota in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF MINNESOTA: 
 

(1) Three times the amount of actual damages which the State of Minnesota has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Minnesota; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

Case 1:17-cv-00464-APM   Document 1   Filed 03/10/17   Page 106 of 150



 

107 

 
(1) The maximum amount allowed pursuant to Minnesota False Claims Act 

and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

COUNT XVIII 
(Montana False Claims Act, MCA § 17-8-401, et seq.) 

332. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

333. This is a qui tam action brought by Relator on behalf of the State of Montana to 

recover treble damages and civil penalties under the Montana False Claims Act, MCA § 17-8-

401, et seq. 

334. Montana’s False Claims Act, MCA § 17-8-403, provides for liability for any 

person who:  

(a) knowingly presents or causes to be presented a false or fraudulent 
claim for payment or approval; 
 

(b) knowingly makes, uses, or causes to be made or used a false record or 
statement material to a false or fraudulent claim; 

 
(c) conspires to commit a violation of this subsection (1); 

 
(d) has possession, custody, or control of public property or money used 

or to be used by the governmental entity and knowingly delivers or 
causes to be delivered less than all of the property or money; 

 
(e) is authorized to make or deliver a document certifying receipt of 

property used or to be used by the governmental entity and, with the 
intent to defraud the governmental entity or to willfully conceal the 
property, makes or delivers a receipt without completely knowing that 
the information on the receipt is true; 

 
(f) knowingly buys or receives as a pledge of an obligation or debt public 

property of the governmental entity from any person who may not 
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lawfully sell or pledge the property; 

 
(g) knowingly makes, uses, or causes to be made or used a false record or 

statement material to an obligation to pay or transmit money or 
property to a governmental entity or knowingly conceals or knowingly 
and improperly avoids or decreases an obligation to pay or transmit 
money or property to a governmental entity; or 

 
(h) as a beneficiary of an inadvertent submission of a false or fraudulent 

claim to the governmental entity, subsequently discovers the falsity of 
the claim or that the claim is fraudulent and fails to disclose the false 
or fraudulent claim to the governmental entity within a reasonable time 
after discovery of the false or fraudulent claim. 

 
335. Defendant violated the Montana False Claims Act and knowingly caused false 

claims to be made, used and presented to the State of Montana by its deliberate and systematic 

violation of federal and state laws and by virtue of the fact that none of the claims submitted in 

connection with its conduct were even eligible for reimbursement by the government-funded 

healthcare programs. 

336. The State of Montana, by and through the Montana Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

337. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Montana in 

connection with Defendant’s conduct. Compliance with applicable Montana statutes was also a 

condition of payment of claims submitted to the State of Montana. 

338. Had the State of Montana known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 
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healthcare providers and third party payers in connection with that conduct. 

339. As a result of Defendant’s violations of the Montana False Claims Act, the State 

of Montana has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

340. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Montana False Claims 

Act on behalf of himself and the State of Montana. 

341. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Montana in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF MONTANA: 
 

(1) Three times the amount of actual damages which the State of Montana has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Montana; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to Montana False Claims Act and/or 
any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 
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(4) Such further relief as this Court deems equitable and just. 

COUNT XIX 
(Nevada False Claims Act, Nev. Rev. Stat. Ann. § 357.010, et seq.) 

342. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

343. This is a qui tam action brought by Relator on behalf of the State of Nevada to 

recover treble damages and civil penalties under the Nevada False Claims Act, Nev. Rev. Stat. 

Ann. § 357.010, et seq. 

344. N.R.S. § 357.040(1) provides liability for any person who:  

(a) Knowingly presents or causes to be presented a false or fraudulent 
claim for payment or approval. 
 

(b) Knowingly makes or uses, or causes to be made or used, a false record 
or statement that is material to a false or fraudulent claim. 

 
(c) Has possession, custody or control of public property or money used 

or to be used by the State or a political subdivision and knowingly 
delivers or causes to be delivered to the State or a political subdivision 
less money or property than the amount of which the person has 
possession, custody or control. 

 
(d) Is authorized to prepare or deliver a document that certifies receipt of 

money or property used or to be used by the State or a political 
subdivision and knowingly prepares or delivers such a document 
without knowing that the information on the document is true. 

 
(e) Knowingly buys, or receives as a pledge or security for an obligation 

or debt, public property from a person who is not authorized to sell or 
pledge the property. 

 
(f) Knowingly makes or uses, or causes to be made or used, a false record 

or statement that is material to an obligation to pay or transmit money 
or property to the State or a political subdivision. 

 
(g) Knowingly conceals or knowingly and improperly avoids or decreases 

an obligation to pay or transmit money or property to the State or a 
political subdivision. 

 
(h) Is a beneficiary of an inadvertent submission of a false claim and, after 
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discovering the falsity of the claim, fails to disclose the falsity to the 
State or political subdivision within a reasonable time. 

 
(i) Conspires to commit any of the acts set forth in this subsection. 

 
345. Defendant violated N.R.S. § 357.040(1) and knowingly false claims to be made, 

used and presented to the State of Nevada by its deliberate and systematic violation of federal 

and state laws and by virtue of the fact that none of the claims submitted in connection with its 

conduct were even eligible for reimbursement by the government-funded healthcare programs. 

346. The State of Nevada, by and through the Nevada Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

347. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Nevada in 

connection with Defendant’s conduct. Compliance with applicable Nevada statutes was also a 

condition of payment of claims submitted to the State of Nevada. 

348. Had the State of Nevada known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

349. As a result of Defendant’s violations of N.R.S. § 357.040(1), the State of Nevada 

has been damaged in an amount far in excess of millions of dollars exclusive of interest. 

350. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to N.R.S. § 357.080(1) on 

behalf of himself and the State of Nevada. 
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351. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Nevada in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF NEVADA: 
 

(1) Three times the amount of actual damages which the State of Nevada has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the State of Nevada, 
except that this upper limit on liability is subject to an automatic adjustment in 
accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
  

(1) The maximum amount allowed pursuant to N.R.S. § 357.040 and/or any other 
applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

COUNT XX 
(New Jersey False Claims Act, N.J.S.A. § 2A:32C-1, et seq.) 

352. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

353. This is a qui tam action brought by Relator on behalf of the State of New Jersey to 

recover treble damages and civil penalties under the New Jersey False Claims Act, N.J.S.A. § 
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2A:32C-1, et seq. 

354. N.J.S.A. § 2A:32C-3, provides for liability for any person who: 

(a) Knowingly presents or causes to be presented to an employee, officer 
or agent of the State, or to any contractor, grantee, or other recipient of 
State funds, a false or fraudulent claim for payment or approval; 
 

(b) Knowingly makes, uses, or causes to be made or used a false record or 
statement to get a false or fraudulent claim paid or approved by the 
State; 

 
(c) Conspires to defraud the State by getting a false or fraudulent claim 

allowed or paid by the State; 
 

(d) Has possession, custody, or control of public property or money used 
or to be used by the State and knowingly delivers or causes to be 
delivered less property than the amount for which the person receives 
a certificate or receipt; 

 
(e) Is authorized to make or deliver a document certifying receipt of 

property used or to be used by the State and, intending to defraud the 
entity, makes or delivers a receipt without completely knowing that the 
information on the receipt is true; 

 
(f) Knowingly buys, or receives as a pledge of an obligation or debt, 

public property from any person who lawfully may not sell or pledge 
the property; or 

 
(g) Knowingly makes, uses, or causes to be made or used a false record or 

statement to conceal, avoid, or decrease an obligation to pay or 
transmit money or property to the State. 

 
355. Defendant violated the New Jersey False Claims Act and knowingly caused false 

claims to be made, used and presented to the State of New Jersey by its deliberate and systematic 

violation of federal and state laws and by virtue of the fact that none of the claims submitted in 

connection with its conduct were even eligible for reimbursement by the government-funded 

healthcare programs. 

356. The State of New Jersey, by and through the New Jersey Medicaid program and 

other state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted 
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by healthcare providers and third party payers in connection therewith. 

357. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of New 

Jersey in connection with Defendant’s conduct. Compliance with applicable New Jersey statutes 

was also a condition of payment of claims submitted to the State of New Jersey. 

358. Had the State of New Jersey known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

359. As a result of Defendant’s violations of the New Jersey False Claims Act, the 

State of New Jersey has been damaged in an amount far in excess of millions of dollars exclusive 

of interest. 

360. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the New Jersey False 

Claims Act on behalf of himself and the State of New Jersey. 

361. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of New Jersey in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF NEW JERSEY: 
 

(1) Three times the amount of actual damages which the State of New Jersey has 
sustained as a result of Defendant’s conduct; 
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(2) A civil penalty of not less than and not more than the civil penalty allowed 
under the federal False Claims Act for each false claim which Defendant 
caused to be presented to the State of New Jersey; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to New Jersey False Claims Act 
and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT XXI 

(New Jersey Medical Assistance & Health Services, Act, N.J.S.A. 30:4D-1, et seq.) 
 
362. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein.  

363. The New Jersey Medical Assistance and Health Services Act (“NJMAHS”), 

N.J.S.A. 30:4D-1, et seq., is aimed at providing medical assistance to residents with limited 

resources, but also provides FCA-like protections in the event of a violation.    

364. Pursuant to N.J.S.A. 30:4D-17(b), it is illegal for any provider, or any person, 

firm, partnership, or entity to:  

(1)  Knowingly and willfully make or cause to be made any false statement or 
representation of a material fact in any cost study, claim form, or any 
document necessary to apply for or receive any benefit or payment under 
P.L.1968, c.413; or 

 
(2) At any time knowingly and willfully make or cause to be made any false 

statement, written or oral, of a material fact for use in determining rights to 
such benefit or payment under P.L.1968, c.413; or 
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(3)  Conceal or fail to disclose the occurrence of an event which 
 

(i)  affects a person’s initial or continued right to any such benefit or 
payment, or 

 
(ii)  affects the initial or continued right to any such benefit or payment of 

any provider or any person, firm, partnership, corporation, or other 
entity in whose behalf a person has applied for or is receiving such 
benefit or payment with an intent to fraudulently secure benefits or 
payments not authorized under P.L.1968, c.413 or in a greater amount 
than that which is authorized under P.L.1968, c.413; or 

 
(4)   Knowingly and willfully convert benefits or payments or any part thereof 

received for the use and benefit of any provider or any person, firm, 
partnership, corporation, or other entity to a use other than the use and 
benefit of such provider or such person, firm, partnership, corporation, or 
entity . . . . 

 
365. In addition to any other penalties provided by law, violators of the NJMAHS shall 

be liable for civil penalties of: (1) payment of interest on the amount of the excess benefits or 

payments at the maximum legal rate in effect on the date the payment was made; (2) payment of 

an amount not to exceed three-fold the amount of such excess benefits or payments; and (3) 

payment in the sum of not less than and not more than the civil penalty allowed under the federal 

False Claims Act, as it may be adjusted for inflation, for each claim for assistance, benefits or 

payment.  N.J.S.A. 30:4D-17(e).   

366. In this matter, Defendant submitted bills to the New Jersey State Government for 

payment and retained improperly obtained payments arising from their illegal off-label 

promotion and sale of Fanapt and Hetlioz.  All such false claims were knowingly submitted to 

get false or fraudulent claims paid or approved by the New Jersey State Government. 

367. As a result of Defendant’s acts, the State of New Jersey has been damaged, and 

continues to be damaged, in a substantial amount to be determined at trial, and the State of New 

Jersey is entitled to at least $10,781 and not more than $21,563 for each false or fraudulent 
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claim, plus three times the amount of damages which the State sustains arising from Defendant’s 

unlawful conduct as described herein. 

COUNT XXII 
(New Mexico Medicaid False Claims Act, N.M. Stat. Ann. § 27-14-1, et seq.; 

 New Mexico Fraud Against Taxpayers Act, N.M. Stat. Ann. § 44-9-1, et seq.) 
 

368. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

369. This is a qui tam action brought by Relator on behalf of the State of New Mexico 

to recover treble damages and civil penalties under the New Mexico Fraud Against Taxpayers 

Act, which provides in pertinent part: 

 A person shall not: 
 

(1) knowingly present, or cause to be presented, to an employee, officer 
or agent of the state or a political subdivision or to a contractor, 
grantee, or other recipient of state funds or political subdivision funds 
a false or fraudulent claim for payment or approval; 
 

(2) knowingly make or use, or cause to be made or used, a false, 
misleading or fraudulent record or statement to obtain or support the 
approval of or the payment on a false or fraudulent claim; or 

 
(3) conspire to defraud the state or a political subdivision by obtaining 

approval or payment on a false or fraudulent claim . . . . 
 

N.M. Stat. Ann. § 44-9-3(A)(1)-(3). 
 

370. Defendant violated N.M. Stat. Ann. §§ 27-14-1, et seq. and N.M. Stat. Ann. § 44-

9-1, et seq. and knowingly caused false claims to be made, used and presented to the State of 

New Mexico by its deliberate and systematic violation of federal and state laws and by virtue of 

the fact that none of the claims submitted in connection with its conduct were even eligible for 

reimbursement by the government-funded healthcare programs. 

371. The State of New Mexico, by and through the New Mexico Medicaid program 

Case 1:17-cv-00464-APM   Document 1   Filed 03/10/17   Page 117 of 150



 

118 

 
and other state healthcare programs, and unaware of Defendant’ conduct, paid the claims 

submitted by healthcare providers and third party payers in connection therewith. 

372. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of New 

Mexico in connection with Defendant’s conduct. Compliance with applicable New Mexico 

statutes was also a condition of payment of claims submitted to the State of New Mexico. 

373. Had the State of New Mexico known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

374. As a result of Defendant’s violations of N.M. Stat. Ann. §§ 27-14-1, et seq. and 

N.M. Stat. Ann. § 44-9-1, et seq., the State of New Mexico has been damaged in an amount far 

in excess of millions of dollars exclusive of interest. 

375. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to N.M. Stat. Ann. §§ 27-14-

1, et seq. and N.M. Stat. Ann. § 44-9-1, et seq. on behalf of himself and the State of New 

Mexico. 

376. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of New Mexico in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 
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 To the STATE OF NEW MEXICO: 
 

(1) Three times the amount of actual damages which the State of New Mexico has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,000 and not more than $10,000 for each 
false claim which Defendant caused to be presented to the State of New 
Mexico; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to N.M. Stat. Ann. §§ 27-14-1, et 
seq. and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

COUNT XXIII 
(New York State False Claims Act, N.Y. State Fin. Law § 188, et seq.) 

377. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

378. This is a qui tam action brought by Relator on behalf of the State of New York to 

recover treble damages and civil penalties under the New York State False Claims Act, N.Y. 

State Fin. Law § 189, which imposes liability on any person who: 

(a) knowingly presents, or causes to be presented a false or fraudulent 
claim for payment or approval; 
 

(b) knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim; or 

 
(c) conspires to commit a violation of paragraph (a), (b) . . . . 

 
379. Defendant violated the New York State False Claims Act, and knowingly caused 
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false claims to be made, used and presented to the State of New York, by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

380. The State of New York, by and through the New York Medicaid program and 

other state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted 

by healthcare providers and third party payers in connection therewith. 

381. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of New York 

in connection with Defendant’s conduct. Compliance with applicable New York statutes was 

also a condition of payment of claims submitted to the State of New York. 

382. Had the State of New York known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

383. As a result of Defendant’s violations of the New York State False Claims Act, the 

State of New York has been damaged in an amount far in excess of millions of dollars exclusive 

of interest. 

384. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the New York State False 

Claims Act, on behalf of himself and the State of New York. 

385. This Court is requested to accept supplemental jurisdiction of this related state 
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claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of New York in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF NEW YORK: 
 

(1) Three times the amount of actual damages which the State of New York has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,000 and not more than $10,000 for each 
false claim which Defendant caused to be presented to the State of New York; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to the New York State False Claims 
Act, and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 
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COUNT XXIV 

(North Carolina False Claims Act, N.C. Gen. Stat. Ann. § 1-605, et seq.) 
 

386. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

387. This is a qui tam action brought by Relator on behalf of the State of North 

Carolina to recover treble damages and civil penalties under the North Carolina False Claims 

Act, N.C. Gen. Stat. Ann. § 1-605, et seq. 

388. North Carolina’s False Claims Act, N.C.G.S.A. § 1-607(a), provides for liability 

for any person who: 

(1) Knowingly presents or causes to be presented a false or fraudulent 
claim for payment or approval. 
 

(2) Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim. 

 
(3) Conspires to commit a violation of subdivision (1), (2), (4), (5), (6), or 

(7) of this section. 
 

(4) Has possession, custody, or control of property or money used or to be 
used by the State and knowingly delivers or causes to be delivered less 
than all of that money or property. 

 
(5) Is authorized to make or deliver a document certifying receipt of 

property used or to be used by the State and, intending to defraud the 
State, makes or delivers the receipt without completely knowing that 
the information on the receipt is true. 

 
(6) Knowingly buys, or receives as a pledge of an obligation or debt, 

public property from any officer or employee of the State who 
lawfully may not sell or pledge the property. 

 
(7) Knowingly makes, uses, or causes to be made or used, a false record or 

statement material to an obligation to pay or transmit money or 
property to the State, or knowingly conceals or knowingly and 
improperly avoids or decreases an obligation to pay or transmit money 
or property to the State. 

 
389. Defendant violated the North Carolina False Claims Act, and knowingly caused 
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false claims to be made, used and presented to the State of North Carolina by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

390. The State of North Carolina, by and through the North Carolina Medicaid 

program and other state healthcare programs, and unaware of Defendant’s conduct, paid the 

claims submitted by healthcare providers and third party payers in connection therewith. 

391. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and also an express condition of payment of claims 

submitted to the State of North Carolina in connection with Defendant’s conduct.  Compliance 

with applicable North Carolina statutes, regulations and Pharmacy Manuals was also an express 

condition of payment of claims submitted to the State of North Carolina. 

392. Had the State of North Carolina known that Defendant was violating the federal 

and state laws cited herein and/or that the claims submitted in connection with Defendant’s 

conduct failed to meet the reimbursement criteria of the government-funded healthcare programs 

or were premised on false and/or misleading information, it would not have paid the claims 

submitted by healthcare providers and third party payers in connection with that conduct. 

393. As a result of Defendant’s violations of the North Carolina False Claims Act, the 

State of North Carolina has been damaged in an amount far in excess of millions of dollars 

exclusive of interest. 

394. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the North Carolina False 

Claims Act on behalf of himself and the State of North Carolina. 
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395. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of North Carolina in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF NORTH CAROLINA: 
 

(1) Three times the amount of actual damages which the State of North Carolina 
has sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of North 
Carolina; 

 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 
 
(1) The maximum amount allowed pursuant to North Carolina False Claims Act 

and/or any other applicable provision of law; 
 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT XXV 

(Oklahoma Medicaid False Claims Act, 63 Okl. Stat. Ann. Tit. 63, § 5053, et seq.) 
 

396. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

397. This is a qui tam action brought by Relator on behalf of the State of Oklahoma to 

recover treble damages and civil penalties under the Oklahoma Medicaid False Claims Act, 63 
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Okl. Stat. Ann. Tit. 63, § 5053, et seq. 

398. Oklahoma’s Medicaid False Claims Act, 63 Okl. St. Ann. § 5053.1, provides for 

liability for any person who: 

(1) Knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 
 

(2) Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim; 
 

(3) Conspires to commit a violation of the Oklahoma Medicaid False 
Claims Act; 

 
(4) Has possession, custody, or control of property or money used, or to 

be used, by the state knowingly delivers, or causes to be delivered, less 
than all of such money or property; 

 
(5) Is authorized to make or deliver a document certifying receipt of 

property used or to be used by the state and, intending to defraud the 
state, makes or delivers the receipt without completely knowing that 
the information on the receipt is true; 

 
(6) Knowingly buys or receives as a pledge of an obligation or debt, 

public property from an officer or employee of the state who lawfully 
may not sell or pledge the property; or 

 
(7) Knowingly makes, uses or causes to be made or used, a false record or 

statement material to an obligation to pay or transmit money or 
property to the state, or knowingly conceals or knowingly and 
improperly avoids or decreases an obligation to pay or transmit money 
or property to the state. 

 
399. Defendant violated the Oklahoma Medicaid False Claims Act and knowingly 

caused false claims to be made, used and presented to the State of Oklahoma by its deliberate 

and systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

400. The State of Oklahoma, by and through the Oklahoma Medicaid program and 
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other state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted 

by healthcare providers and third party payers in connection therewith. 

401. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and also an express condition of payment of claims 

submitted to the State of Oklahoma in connection with Defendant’s conduct.  Compliance with 

applicable Oklahoma statutes, regulations and Pharmacy Manuals was also an express condition 

of payment of claims submitted to the State of Oklahoma. 

402. Had the State of Oklahoma known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

403. As a result of Defendant’s violations of the Oklahoma Medicaid False Claims 

Act, the State of Oklahoma has been damaged in an amount far in excess of millions of dollars 

exclusive of interest. 

404. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Oklahoma Medicaid 

False Claims Act on behalf of himself and the State of Oklahoma. This Court is requested to 

accept supplemental jurisdiction of this related state claim as it is predicated upon the exact same 

facts as the federal claim, and merely asserts separate damage to the State of Oklahoma in the 

operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 
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 To the STATE OF OKLAHOMA: 
 

(1) Three times the amount of actual damages which the State of Oklahoma has 
sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of Oklahoma; 
 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 
 
(1) The maximum amount allowed pursuant to Oklahoma Medicaid False Claims 

Act and/or any other applicable provision of law; 
 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 
 

COUNT XXVI 
(Rhode Island False Claims Act, R.I. Gen. Laws § 9-1.1-1, et seq.) 

 
405. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

406. This is a qui tam action brought by Relator on behalf of the State of Rhode Island 

to recover treble damages and civil penalties under the Rhode Island False Claims Act, R.I. Gen. 

Laws § 9-1.1-1, et seq. 

407. Rhode Island’s False Claims Act, Gen. Laws 1956, § 9-1.1-3, provides for 

liability for any person who:  

(1) Knowingly presents, or causes to be presented a false or fraudulent 
claim for payment or approval; 
 

(2) Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim; 
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(3) Conspires to commit a violation of subdivisions 9-1.1-3(1), (2), (3), 
(4), (5), (6) or (7); 

 
(4) Has possession, custody, or control of property or money used, or to 

be used, by the state and knowingly delivers, or causes to be delivered, 
less property than all of that money or property; 

 
(5) Is authorized to make or deliver a document certifying receipt of 

property used, or to be used, by the state and, intending to defraud the 
state, makes or delivers the receipt without completely knowing that 
the information on the receipt is true; 

 
(6) Knowingly buys, or receives as a pledge of an obligation or debt, 

public property from an officer or employee of the state, or a member 
of the guard, who lawfully may not sell or pledge the property; or 

 
(7) Knowingly makes, uses, or causes to be made or used, a false record or 

statement material to an obligation to pay or transmit money or 
property to the state, or knowingly conceals or knowingly and 
improperly avoids or decreases an obligation to pay or transmit money 
or property to the state. 

 
408. Defendant violated the Rhode Island False Claims Act and knowingly caused 

false claims to be made, used and presented to the State of Rhode Island by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 

government-funded healthcare programs. 

409. The State of Rhode Island, by and through the Rhode Island Medicaid program 

and other state healthcare programs, and unaware of Defendant’s conduct, paid the claims 

submitted by healthcare providers and third party payers in connection therewith. 

410. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and also an express condition of payment of claims 

submitted to the State of Rhode Island in connection with Defendant’s conduct.  Compliance 

with applicable Rhode Island statutes, regulations and Pharmacy Manuals was also an express 
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condition of payment of claims submitted to the State of Rhode Island. 

411. Had the State of Rhode Island known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

412. As a result of Defendant’s violations of the Rhode Island False Claims Act, the 

State of Rhode Island has been damaged in an amount far in excess of millions of dollars 

exclusive of interest. 

413. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Rhode Island False 

Claims Act on behalf of himself and the State of Rhode Island. 

414. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Rhode Island in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

To the STATE OF RHODE ISLAND: 
 
(1) Three times the amount of actual damages which the State of Rhode Island 

has sustained as a result of Defendant’s conduct; 
 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of Rhode 
Island; 

 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
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To Relator: 
 
(1) The maximum amount allowed pursuant to Rhode Island False Claims Act 

and/or any other applicable provision of law; 
 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

COUNT XXVII 
(Tennessee Medicaid False Claims Act, Tenn. Code Ann. § 71-5-181, et seq.) 

415. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

416. This is a qui tam action brought by Relator on behalf of the State of Tennessee to 

recover treble damages and civil penalties under the Tennessee Medicaid False Claims Act, 

Tenn. Code Ann. § 71-5-181, et seq. 

417. Section 71-5-182(a)(1) provides liability for any person who: 

a. Knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval under the medicaid program; 
 

b. Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim under the medicaid 
program;  

 
c. Conspires to commit a violation of subdivision (a)(1)(A), (a)(1)((B), or 

(a)(1)((D); or 
 

d. Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to an obligation to pay or transmit money, or 
property to the state, or knowingly conceals, or knowingly and 
improperly, avoids, or decreases an obligation to pay or transmit 
money or property to the state, relative to the medicaid program. 

 
418. Defendant violated Tenn. Code Ann. § 71-5-1 82(a)(1) and knowingly caused 

false claims to be made, used and presented to the State of Tennessee by the conduct alleged 
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herein and by virtue of the fact that none of the claims submitted in connection with its conduct 

were even eligible for reimbursement by the government-funded healthcare programs. 

419. The State of Tennessee, by and through the Tennessee Medicaid program and 

other state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted 

by healthcare providers and third party payers in connection therewith. 

420. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Tennessee 

in connection with Defendant’s conduct.  Compliance with applicable Tennessee statutes was 

also a condition of payment of claims submitted to the State of Tennessee. 

421. Had the State of Tennessee known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

422. As a result of Defendant’s violations of Tenn. Code Ann. § 71-5-182(a)(1), the 

State of Tennessee has been damaged in an amount far in excess of millions of dollars exclusive 

of interest. 

423. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to Tenn. Code Ann. § 71-5-

183(a)(1) on behalf of himself and the State of Tennessee. 

424. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Tennessee in the operation of its Medicaid program. 
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 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF TENNESSEE: 
 

(1) Three times the amount of actual damages which the State of Tennessee has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,000 and not more than $25,000 for each 
false claim which Defendant caused to be presented to the State of Tennessee, 
except that this upper limit on liability is subject to an automatic adjustment in 
accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
To Relator: 

 
(1) The maximum amount allowed pursuant to Tenn. Code Ann. § 71-5-183(c) 

and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 
 

(3) An award of reasonable attorneys’ fees and costs; and 
 

(4) Such further relief as this Court deems equitable and just. 

COUNT XXVIII 
(Texas False Claims Act, V.T.C.A. Hum. Res. Code § 36.001, et seq.) 

425. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

426. This is a qui tam action brought by Relator on behalf of the State of Texas to 

recover double damages and civil penalties under V.T.C.A. Hum. Res. Code § 36.001, et seq. 

427. V.T.C.A. Hum. Res. Code § 36.002 provides liability for any person who: 

(1) knowingly makes or causes to be made a false statement or 
misrepresentation of a material fact to permit a person to receive a benefit 
or payment under the Medicaid program that is not authorized or that is 
greater than the benefit or payment that is authorized; 
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(2) knowingly conceals or fails to disclose information that permits a person 
to receive a benefit or payment under the Medicaid program that is not 
authorized or that is greater than the benefit or payment that is authorized; 

 
(3) knowingly applies for and receives a benefit or payment on behalf of 

another person under the Medicaid program and converts any part of the 
benefit or payment to a use other than for the benefit of the person on 
whose behalf it was received; 

 
(4) knowingly makes, causes to be made, induces, or seeks to induce the 

making of a false statement or misrepresentation of material fact 
concerning: 

 
a. the conditions or operation of a facility in order that the facility may 

qualify for certification or recertification required by the Medicaid 
program, including certification or recertification as . . . . 
 

b. information required to be provided by a federal or state law, rule, 
regulation, or provider agreement pertaining to the Medicaid program; 

 
(5) except as authorized under the Medicaid program, knowingly pays, 

charges, solicits, accepts, or receives, in addition to an amount paid under 
the Medicaid program, a gift, money, a donation, or other consideration as 
a condition to the provision of a service or product or the continued 
provision of a service or product if the cost of the service or product is 
paid for, in whole or in part, under the Medicaid program; 

 
(6) knowingly presents or causes to be presented a claim for payment under 

the Medicaid program for a product provided or a service rendered by a 
person who: 

 
a. is not licensed to provide the product or render the service, if a license 

is required; or 
 

b. is not licensed in the manner claimed; 
 

(7) knowingly makes or causes to be made a claim under the Medicaid 
program for: 
a. a service or product that has not been approved or acquiesced in by a 

treating physician or health care practitioner; 
 

b. a service or product that is substantially inadequate or inappropriate 
when compared to generally recognized standards within the particular 
discipline or within the health care industry; or 
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c. a product that has been adulterated, debased, mislabeled, or that is 

otherwise inappropriate; 
 

(8) makes a claim under the Medicaid program and knowingly fails to 
indicate the type of license and the identification number of the licensed 
health care provider who actually provided the service; 

 
(9) conspires to commit a violation of Subdivision (1), (2), (3), (4), (5), (6), 

(7), (8), (10), (11), (12), or (13); 
 

(10) is a managed care organization that contracts with the commission or other 
state agency to provide or arrange to provide health care benefits or 
services to individuals eligible under the Medicaid program and 
knowingly: 

 
a. fails to provide to an individual a health care benefit or service that the 

organization is required to provide under the contract; 
 

b. fails to provide to the commission or appropriate state agency 
information required to be provided by law, commission or agency 
rule, or contractual provision; or 

 
c. engages in a fraudulent activity in connection with the enrollment of 

an individual eligible under the Medicaid program in the 
organization’s managed care plan or in connection with marketing the 
organization’s services to an individual eligible under the Medicaid 
program; 

 
(11) knowingly obstructs an investigation by the attorney general of an alleged 

unlawful act under this section; 
 

(12) knowingly makes, uses, or causes the making or use of a false record or 
statement material to an obligation to pay or transmit money or property to 
this state under the Medicaid program, or knowingly conceals or 
knowingly and improperly avoids or decreases an obligation to pay or 
transmit money or property to this state under the Medicaid program; or 

 
(13) knowingly engages in conduct that constitutes a violation under Section 

32.039(b). 
 

428. Defendant violated V.T.C.A. Hum. Res. Code § 36.002 and knowingly caused 

false claims to be made, used and presented to the State of Texas by engaging in the conduct 

alleged herein and by virtue of the fact that none of the claims submitted in connection with its 
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conduct were even eligible for reimbursement by the government-funded healthcare programs. 

429. The State of Texas, by and through the Texas Medicaid program and other state 

healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

430. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the State of Texas in 

connection with Defendant’s conduct. Compliance with applicable Texas statutes was also a 

condition of payment of claims submitted to the State of Texas. 

431. Had the State of Texas known that Defendant was violating the federal and state 

laws cited herein and/or that the claims submitted in connection with Defendant’s conduct failed 

to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

432. As a result of Defendant’s violations of V.T.C.A. Hum. Res. Code § 36.002, the 

State of Texas has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

433. Defendant did not, within 30 days after it first obtained information as to such 

violations, furnish such information to officials of the State responsible for investigating false 

claims violations, did not otherwise fully cooperate with any investigation of the violations, and 

has not otherwise furnished information to the State regarding the claims for reimbursement at 

issue. 

434. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to V.T.C.A. Hum. Res. Code 
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§ 36.101 on behalf of himself and the State of Texas. 

435. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the State of Texas in the operation of its Medicaid program. 

WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

To the STATE OF TEXAS: 

(1) Two times the amount of actual damages which the State of Texas has 
sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $11,000 pursuant to V.T.C.A. Hum. Res. Code 
§ 36.025(a)(3) for each false claim which Defendant caused to be presented to 
the state of Texas, except that this upper limit on liability is subject to an 
automatic adjustment in accordance with the CPIAA;  

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
To Relator: 

(1) The maximum amount allowed pursuant to V.T.C.A. Hum. Res. Code § 
36.110, and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT XXIX 

(Vermont False Claims Act, Vt. Stat. Ann. tit. 32, § 630, et seq.) 

436. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

437. This is a qui tam action brought by Relator on behalf of the State of Vermont to 
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recover treble damages and civil penalties under the Vermont False Claims Act, Vt. Stat. Ann. 

tit. 32, § 630, et seq. 

438. Vt. Stat. Ann. tit. 32, § 631(a) in pertinent part provides for liability for any 

person who:   

(1) knowingly present, or cause to be presented, a false or 
fraudulent claim for payment or approval; 

(2) knowingly make, use, or cause to be made or used, a false 
record or statement material to a false or fraudulent claim; 

(3) knowingly present, or cause to be presented, a claim that 
includes items or services resulting from a violation of 13 V.S.A. 
chapter 21 or section 1128B of the Social Security Act, 42 U.S.C. 
§§ 1320a-7b; 

(4) knowingly present, or cause to be presented, a claim that 
includes items or services for which the State could not receive 
payment from the federal government due to the operation of 42 
U.S.C. § 1396b(s) because the claim includes designated health 
services (as defined in 42 U.S.C. § 1395nn(h)(6)) furnished to an 
individual on the basis of a referral that would result in the denial 
of payment under 42 U.S.C. chapter 7, subchapter XVIII (the 
“Medicare program”), due to a violation of 42 U.S.C. § 1395nn; 

* * * 

(9) knowingly make, use or cause to be made or used, a false 
record or statement material to an obligation to pay or transmit 
money or property to the State; 

(10) knowingly conceal or knowingly and improperly avoid or 
decrease an obligation to pay or transmit money or property to the 
State; or 

* * * 

(12) conspire to commit a violation of this subsection. 
 

439. Defendant violated the Vt. Stat. Ann. tit. 32, § 630, et seq., and knowingly caused 

false claims to be made, used and presented to the State of Vermont by its deliberate and 

systematic violation of federal and state laws and by virtue of the fact that none of the claims 

submitted in connection with its conduct were even eligible for reimbursement by the 
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government-funded healthcare programs. 

440. The State of Vermont, by and through the Vermont Medicaid program and other 

state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted by 

healthcare providers and third party payers in connection therewith. 

441. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and also an express condition of payment of claims 

submitted to the State of Vermont in connection with Defendant’s conduct. Compliance with 

applicable Vermont statutes and regulations was also an express condition of payment of claims 

submitted to the State of Vermont. 

442. Had the State of Vermont known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

443. As a result of Defendant’s violations of the Vt. Stat. Ann. tit. 32, § 630, et seq., 

the State of Vermont has been damaged in an amount far in excess of millions of dollars 

exclusive of interest. 

444. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Vt. Stat. Ann. tit. 32, § 

630, et seq., on behalf of himself and the State of Vermont. 

445. This Court is requested to accept pendant jurisdiction of this related state claim as 

it is predicated upon the exact same facts as the federal claim, and merely asserts separate 

damage to the State of Vermont in the operation of its Medicaid program. 
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 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF VERMONT: 
 

(1) Three times the amount of actual damages which the State of Vermont has 
sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of Vermont, 
except that this upper limit on liability is subject to an automatic adjustment in 
accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in investigating and bringing this action. 
 

To Relator: 
 
(1) The maximum amount allowed pursuant to the Vermont False Claims Act, Vt. 

Stat. Ann. tit. 32, § 630 et seq., and/or any other applicable provision of law; 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

(3) An award of reasonable attorneys’ fees and costs; and 

(4) Such further relief as this Court deems equitable and just. 

COUNT XXX 
(Washington Medicaid Fraud Act, Wash. Rev. Code Ann. § 74.66.005, et seq.) 

 
446. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

447. This is a qui tam action brought by Relator on behalf of the State of Washington 

to recover treble damages and civil penalties under the Washington Medicaid Fraud Act, Wash. 

Rev. Code Ann. § 74.66.005, et seq. 

448. RCWA 74.66.020(1) in pertinent part provides for liability for any person who:   

(a) Knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 
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(b) Knowingly makes, uses, or causes to be made or used, a false 
record or statement material to a false or fraudulent claim; or 
 
(c) Conspires to commit one or more of the violations in this 
subsection (1).   
 

449. Defendant violated the Washington Medicaid Fraud Act, Wash. Rev. Code Ann. § 

74.66.005 et seq., and knowingly caused false claims to be made, used and presented to the State 

of Washington by its deliberate and systematic violation of federal and state laws and by virtue 

of the fact that none of the claims submitted in connection with its conduct were even eligible for 

reimbursement by the government-funded healthcare programs. 

450. The State of Washington, by and through the Washington Medicaid program and 

other state healthcare programs, and unaware of Defendant’s conduct, paid the claims submitted 

by healthcare providers and third party payers in connection therewith. 

451. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and also an express condition of payment of claims 

submitted to the State of Washington in connection with Defendant’s conduct.  Compliance with 

applicable Washington statutes, regulations and Pharmacy Manuals was also an express 

condition of payment of claims submitted to the State of Washington. 

452. Had the State of Washington known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 

453. As a result of Defendant’s violations of the Washington Medicaid Fraud Act, 

Wash. Rev. Code Ann. § 74.66.005, et seq., the State of Washington has been damaged in an 
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amount far in excess of millions of dollars exclusive of interest. 

454. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to the Washington Medicaid 

Fraud Act, Wash. Rev. Code Ann. § 74.66.005, et seq. on behalf of himself and the State of 

Washington. 

455. This Court is requested to accept pendant jurisdiction of this related state claim as 

it is predicated upon the exact same facts as the federal claim, and merely asserts separate 

damage to the State of Washington in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the STATE OF WASHINGTON: 
 
(1) Three times the amount of actual damages which the State of Washington has 

sustained as a result of Defendant’s conduct; 
 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the State of 
Washington; 

 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 
 
(1) The maximum amount allowed pursuant to Washington Medicaid Fraud Act, 

Wash. Rev. Code Ann. § 74.66.005, et seq. and/or any other applicable 
provision of law; 

 
(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 
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COUNT XXXI 

(Massachusetts False Claims Act, Mass. Gen. Laws Ann. Ch. 12 § 5(A), et seq.) 

456. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

457. This is a qui tam action brought by Relator on behalf of the Commonwealth of 

Massachusetts for treble damages and penalties under Massachusetts False Claims Act, Mass. 

Gen. Laws Ann. Ch. 12 § 5(A), et seq. 

458. Mass. Gen. Laws Ann. Ch. 12 § 5B(a) provides liability for any person who: 

(1) knowingly presents, or causes to be presented, a false or fraudulent 
claim for payment or approval; 

 
(2) knowingly makes, uses, or causes to be made or used a false record or 

statement material to a false or fraudulent claim; or 
 
(3) conspires to commit a violation of this subsection; or 

*   *   * 
(10) is a beneficiary of an inadvertent submission of a false claim to the 

common wealth or political subdivision thereof, or is a beneficiary of 
an overpayment from the commonwealth or a political subdivision 
thereof, and who subsequently discovers the falsity of the claim or the 
receipt of overpayment, and fails to disclose the false claim or receipt 
of overpayment to the commonwealth or a political subdivision by the 
later of: 

 
(i)  the date which is 60 days after the date on which the false claim 

or receipt of overpayment was identified; or  
 
(ii) the date any corresponding cost report is due . . . . 

 
459. Defendant violated Mass. Gen. Laws Ann. Ch. 12 § 5B and knowingly caused 

false claims to be made, used and presented to the Commonwealth of Massachusetts by the 

conduct alleged herein and by virtue of the fact that none of the claims submitted in connection 

with its conduct were even eligible for reimbursement by the government-funded healthcare 

programs. 
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460. The Commonwealth of Massachusetts, by and through the Massachusetts 

Medicaid program and other state healthcare programs, and unaware of Defendant’s conduct, 

paid the claims submitted by healthcare providers and third party payers in connection therewith. 

461. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the Commonwealth of 

Massachusetts in connection with Defendant’s conduct. Compliance with applicable 

Massachusetts statutes was also a condition of payment of claims submitted to the 

Commonwealth of Massachusetts. 

462. Had the Commonwealth of Massachusetts known that Defendant was violating 

the federal and state laws cited herein and/or that the claims submitted in connection with 

Defendant’s conduct failed to meet the reimbursement criteria of the government-funded 

healthcare programs or were premised on false and/or misleading information, it would not have 

paid the claims submitted by healthcare providers and third party payers in connection with that 

conduct. 

463. As a result of Defendant’s violations of Mass. Gen. Laws Ann. Ch. 12 § 5B, the 

Commonwealth of Massachusetts has been damaged in an amount far in excess of millions of 

dollars exclusive of interest. 

464. Relator is a private person with direct and independent knowledge of the 

allegations in this Complaint, who has brought this action pursuant to Mass. Gen. Laws Ann. Ch. 

12 § 5(c)(2) on behalf of himself and the Commonwealth of Massachusetts. 

465. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the Commonwealth of Massachusetts in the operation of its Medicaid 
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program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the Commonwealth OF MASSACHUSETTS: 
 

(1) Three times the amount of actual damages which the Commonwealth of 
Massachusetts has sustained as a result of Defendant’s conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the Commonwealth of 
Massachusetts, except that this upper limit on liability is subject to an 
automatic adjustment in accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 To Relator: 

(1) The maximum amount allowed pursuant to Mass. Gen. Laws Ann. Ch. 12, § 
5F and/or any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 

 
(4) Such further relief as this Court deems equitable and just. 

 
COUNT XXXII 

(Virginia Fraud Against Taxpayers Act, Va. Code Ann. § 8.01-216.1, et seq.) 
 

466. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

467. This is a qui tam action brought by Relator on behalf of the Commonwealth of 

Virginia for treble damages and penalties under Virginia Fraud Against Taxpayers Act, Va. Code 

Ann. § 8.01-216.3(A), which provides liability for any person who: 

(1) Knowingly presents, or causes to be presented, a false or fraudulent 
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claim for payment or approval; 
 

(2) Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim;  

 
(3) Conspires to commit a violation of subdivision 1, 2, 4, 5, 6, or 7; or 

 
*   *   * 

 
(7) Knowingly makes, uses, or causes to be made or used, a false record or 

statement material to an obligation to pay or transmit money or 
property to the Commonwealth or knowingly conceals or knowingly 
and improperly avoids or decreases an obligation to pay or transmit 
money or property to the Commonwealth. 

 
468. Defendant furthermore violated Virginia’s Fraud Against Tax Payers Act, § 8.01-

216.3(A), and knowingly caused false claims to be made, used and presented to the 

Commonwealth of Virginia by its deliberate and systematic violation of federal and state laws 

and by virtue of the fact that none of the claims submitted in connection with its conduct were 

even eligible for reimbursement by the government-funded healthcare programs. 

469. The Commonwealth of Virginia, by and through the Virginia Medicaid program 

and other state healthcare programs, and unaware of Defendant’s conduct, paid the claims 

submitted by healthcare providers and third party payers in connection therewith. 

470. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was an implied, and also an express condition of payment of claims 

submitted to the Commonwealth of Virginia in connection with Defendant’s conduct.  

Compliance with applicable Virginia statutes, regulations and Pharmacy Manuals was also an 

express condition of payment of claims submitted to the Commonwealth of Virginia. 

471. Had the Commonwealth of Virginia known that Defendant was violating the 

federal and state laws cited herein and/or that the claims submitted in connection with 

Defendant’s conduct failed to meet the reimbursement criteria of the government-funded 
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healthcare programs or were premised on false and/or misleading information, it would not have 

paid the claims submitted by healthcare providers and third party payers in connection with that 

conduct. 

472. As a result of Defendant’s violations of Virginia’s Fraud Against Tax Payers Act, 

§8.01-216.3a, the Commonwealth of Virginia has been damaged in an amount far in excess of 

millions of dollars exclusive of interest. 

473. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to Virginia’s Fraud Against 

Tax Payers Act, §8.01-216.3, on behalf of himself and the Commonwealth of Virginia. 

474. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the Commonwealth of Virginia in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the COMMONWEALTH OF VIRGINIA: 
 

(1) Three times the amount of actual damages which the Commonwealth of 
Virginia has sustained as a result of Defendant’s conduct; 

 
(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 

false claim which Defendant caused to be presented to the Commonwealth of 
Virginia; 

 
(3) Pre- and post-judgment interest; and 
 
(4) All costs incurred in bringing this action. 
 

To Relator: 
 
(1) The maximum amount allowed pursuant to VA Code Ann. § 32.1-315 and/or 

any other applicable provision of law; 
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(2) Reimbursement for reasonable expenses which Relator incurred in connection 

with this action; 
 
(3) An award of reasonable attorneys’ fees and costs; and 
 
(4) Such further relief as this Court deems equitable and just. 

COUNT XXXIII 
(District of Columbia Procurement Reform Amendment Act,  

D.C. Code Ann. § 2-381.02, et seq.) 

475. Relator realleges and incorporates by reference the prior paragraphs as though 

fully set forth herein. 

476. This is a qui tam action brought by Relator and the District of Columbia to 

recover treble damages and civil penalties under the District of Columbia Procurement Reform 

Amendment Act, D.C. Code Ann. § 2-381.02, et seq. 

477. D.C. Code § 2-381.02(a) provides liability for any person who: 

(1) Knowingly presents, or causes to be presented, a false or fraudulent claim for 
payment or approval; 
 

(2) Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to a false or fraudulent claim; 
 

(3) Has possession, custody, or control of property or money used, or to be used, 
by the District and knowingly delivers, or causes to be delivered, less than all 
of that money or property; 
 

(4) Is authorized to make or deliver a document certifying receipt of property 
used, or to be used, by the District and, intending to defraud the District, 
makes or delivers the receipt without completely knowing that the 
information on the receipt is true; 
 

(5) Knowingly buys, or receives as a pledge of an obligation or debt, public 
property from an officer or employee of the District who lawfully may not 
sell or pledge property; 
 

(6) Knowingly makes, uses, or causes to be made or used, a false record or 
statement material to an obligation to pay or transmit money or property to 
the District, or knowingly conceals or knowingly and improperly avoids or 
decreases an obligation to pay or transmit money or property to the District; 
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(7) Conspires to commit a violation of paragraph (1), (2), (3), (4), (5), or (6) of 

this subsection; 
 

(8) Is a beneficiary of an inadvertent submission of a false or fraudulent claim to 
the District, subsequently discovers the falsity of the claim, and fails to 
disclose the false or fraudulent claim to the District; or 
 

(9) Is the beneficiary of an inadvertent payment or overpayment by the District 
of monies not due and knowingly fails to repay the inadvertent payment or 
overpayment to the District. 

 
478. Defendant violated D.C. Code § 2-381.02 and knowingly caused false claims to 

be made, used and presented to the District of Columbia by its deliberate and systematic 

violation of federal and state laws and by virtue of the fact that none of the claims submitted in 

connection with its illegal conduct were even eligible for reimbursement by the government-

funded healthcare programs. 

479. The District of Columbia, by and through the District of Columbia Medicaid 

program and other District healthcare programs, and unaware of Defendant’s illegal conduct, 

paid the claims submitted by healthcare providers and third party payers in connection therewith. 

480. Compliance with applicable Medicare, Medicaid and the various other federal and 

state laws cited herein was a condition of payment of claims submitted to the District of 

Columbia in connection with Defendant’s conduct.  Compliance with applicable District of 

Columbia statutes was also a condition of payment of claims submitted to the District of 

Columbia. 

481. Had the District of Columbia known that Defendant was violating the federal and 

state laws cited herein and/or that the claims submitted in connection with Defendant’s conduct 

failed to meet the reimbursement criteria of the government-funded healthcare programs or were 

premised on false and/or misleading information, it would not have paid the claims submitted by 

healthcare providers and third party payers in connection with that conduct. 
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482. As a result of Defendant’s violations of D.C. Code § 2-308.14(a), the District of 

Columbia has been damaged in an amount far in excess of millions of dollars exclusive of 

interest. 

483. Relator is a private person with direct and independent knowledge of the 

allegations of this Complaint, who has brought this action pursuant to D.C. Code § 2-308.15(b) 

on behalf of himself and the District of Columbia. 

484. This Court is requested to accept supplemental jurisdiction of this related state 

claim as it is predicated upon the exact same facts as the federal claim, and merely asserts 

separate damage to the District of Columbia in the operation of its Medicaid program. 

 WHEREFORE, Relator respectfully requests that this Court award the following 

damages to the following parties and against Defendant: 

 To the DISTRICT OF COLUMBIA: 
 

(1) Three times the amount of actual damages which the District of Columbia has 
sustained as a result of Defendant’s illegal conduct; 
 

(2) A civil penalty of not less than $5,500 and not more than $11,000 for each 
false claim which Defendant caused to be presented to the District of 
Columbia, except that this upper limit on liability is subject to an automatic 
adjustment in accordance with the CPIAA; 

 
(3) Pre- and post-judgment interest; and 

 
(4) All costs incurred in bringing this action. 

 
 To Relator: 
 

(1) The maximum amount allowed pursuant to D.C. Code § 2-308.15(f) and/or 
any other applicable provision of law; 
 

(2) Reimbursement for reasonable expenses which Relator incurred in connection 
with this action; 

 
(3) An award of reasonable attorneys’ fees and costs; and 
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