BEFORE THE MEDICAL LICENSING
BOARD OF INDIANA
CAUSE NUMBER 2023 MLB 0002

IN THE MATTER OF THE LICENSE OF

FILED

)
)
SCOTT MIMMS, M.D. )
)
)

LICENSE NO: 01068514A (EXPIRED)

Indiana Professional
Licensing Agency

ADMINISTRATIVE COMPLAINT

APR 24 2024

The State of Indiana (“Petitioner”), by counsel, Deputy Attorney General Britney J.
McMahan, pursuant to Ind. Code 8§ 25-1-7-7 and Ind. Code ch. 4-21.5-3, brings this Administrative
Complaint against the license of Scott Mimms, M.D. (“Respondent”) for violations of Ind. Code
§ 25-1-9-4. In support, Petitioner alleges and states the following:

PARTIES AND JURISDICTION

1. Pursuant to Indiana Code § 25-1-7-2, the Consumer Protection Division of the
Office of the Attorney General (“OAG”) may receive, investigate, and prosecute complaints
concerning regulated occupations.

2. Pursuant to Indiana Code § 25-0.5-8-11, an occupation for which a person is
licensed, certified, or registered by the Medical Licensing Board of Indiana (“Board”) is a
regulated occupation under IC 25-1-7.

3. The Board issued Respondent medical license number 01068514A on July 13,
2010.

4. On January 23, 2023, the Board summarily suspended Respondent’s medical
license for a period of ninety (90) days as the Board determined that Respondent represented a
clear and immediate danger if allowed to continue to practice medicine. Thereafter, Respondent

voluntarily renewed the Board’s order to summarily suspend his medical license.
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5. Respondent’s medical license expired on October 31, 2023.

6. Respondent’s address on file with the Indiana Professional Licensing Agency
(“IPLA”) is 6905 E. 96" Street, Suite 900, Indianapolis, Indiana, 46250.

7. Respondent held controlled substance registration-physician (“CSR-Physician”)
license number 01068514B. The address associated with CSR-Physician license number
01068514B is 6905 E. 96" Street, Suite 900, Indianapolis, Indiana, 46250. CSR-Physician license
number 01068514B expired on October 31, 2023.

8. Respondent held CSR-Physician license number 01068514C. The address
associated with CSR-Physician license number 01068514C is 1710 Lafayette Rd., Crawfordsville,
Indiana, 47933. CSR-Physician license number 01068514C expired on October 31, 2023.

9. On or about January 22, 2024, Respondent surrendered his DEA registration.

10. At all times relevant, Respondent was a “practitioner” as that term is defined by
Ind. Code § 25-1-9-2.

11.  Onorabout April 12, 2022, the OAG received a consumer complaint filed against
Respondent and began conducting an investigation as authorized by Ind. Code § 25-1-7-5(b)(4).

12.  Over the course of its investigation, the OAG received a total of thirty-five (35)
consumer complaints filed against Respondent.

13.  After a thorough investigation, the OAG determined that the consumer complaints
had merit, or otherwise found apparent violations of statutes regulating the profession.
Accordingly, redacted copies of the consumer complaints are attached hereto as Exhibit A.

14.  The OAG having tendered meritorious complaints, the Board has jurisdiction to

hear this matter under Ind. Code § 25-1-7-5(b)(1).



FACTS

Background and Medical Practice

15. Respondent graduated from Indiana University School of Medicine (“IUSM”) in
2005.

16.  After graduating from medical school, Respondent participated in a general surgery
residency program at IUSM.

17. Respondent completed the general surgery residency program in 2010.

18.  Thereafter, Respondent participated in a one-year fellowship in minimally invasive

surgery and bariatric surgery at IU North Hospital.

19. In 2012, Respondent became board-certified in general surgery.
20. In 2016, Respondent participated in a weekend course in liposuction.
21. In February 2019, Respondent entered into an employment agreement with the

Franciscan Physician’s Network (“FPN”).

22. On June 28, 2021, FPN terminated Respondent’s employment agreement effective
September 26, 2021.

23. Respondent has not had surgical, staff, or admitting privileges at any hospital since
approximately September 2021.

24. At all times relevant to this Administrative Complaint, Respondent owned and
operated Advanced Surgery of Indiana, Inc.! (“ASI”). From approximately June 10, 2013, through
September 11, 2018, ASI was located at 6470 N. Shadeland Ave., Suite D, Indianapolis, Indiana,
46220. On or about September 12, 2018, ASI relocated to 6905 E. 96th Street, Suite 900,

Indianapolis, Indiana, 46256. In March 2023, ASI relocated to 5685 Lafayette Rd., Suite 700,

! Previously named Advanced Surgery of Indiana, LLC



Indianapolis, Indiana, 46254. ASI is a weight loss and general surgery clinic. ASI has never held
a license to operate as an ambulatory outpatient surgical center regulated by the Indiana
Department of Health. ASI has never been accredited to perform procedures that require
anesthesia in an office-based setting by an accreditation agency approved by the Board.

25. At all times relevant to this Administrative Complaint, Respondent owned and
operated Renew Laser Medspa, LLC (“Renew”). From approximately January 16, 2018, through
September 6, 2018, Renew was located at 6470 N. Shadeland Ave., Suite D, Indianapolis, Indiana,
46220. On or about September 6, 2018, Renew moved to 6905 E. 96th Street, Suite 900,
Indianapolis, Indiana, 46256, where it remained until 2023. At Renew, Respondent provided
surgical and medical weight loss consultations and performed cosmetic surgery, including but not
limited to liposuction, liposuction 360, Brazilian butt lift, tummy tuck, and breast augmentation.
Upon information and belief, Respondent performed approximately three (3) cosmetic surgeries
per week at Renew. Renew has never held a license to operate as an ambulatory outpatient surgical
center regulated by the Indiana Department of Health. Renew has never been accredited to perform
procedures that require anesthesia in an office-based setting by an accreditation agency approved
by the Board.

26. Respondent performed cosmetic surgery under moderate conscious sedation at

Renew/ASI on the following patients:

a. R.A.
b. L.B.
C. J.C.
d. T.C.
e. V.L.



J-

K.

D.M.

C.M.

JW.

J.H.

K.P.

C.W.

27.  Atall times relevant to this Administrative Complaint, Respondent was the medical

director of Drea’s Med Lounge & Aesthetics, LLC (“Drea’s”), located at 14555 Hazeldell

Parkway, Suite 130, Carmel, Indiana, 46033. At Drea’s, Respondent offered Botox, filler, IV

hydration, laser skin treatment, and cosmetic surgery. Respondent was the only physician

practicing at Drea’s. Drea’s has never held a license to operate as an ambulatory outpatient

surgical center regulated by the Indiana Department of Health. There is no evidence of an Indiana

controlled substance registration associated with Drea’s. Drea’s has never been accredited to

perform procedures that require anesthesia in an office-based setting by an accreditation agency

approved by the Board.

28. Respondent performed cosmetic surgery under moderate conscious sedation at

Drea’s on H.P.

29. Respondent failed to keep adequate medical and surgical records on H.P.

30.  Atall times relevant to this Administrative Complaint, Respondent:

a.

b.

patients;

C.

performed approximately 125 surgeries per year;

utilized moderate conscious sedation to anesthetize cosmetic surgery

did not utilize an anesthesiologist or other professional properly trained in



the administration of anesthesia to anesthetize his surgical patients while operating in his

office-based clinics;

d. did not have an emergency transfer agreement with a nearby hospital;

e. did not have credible peer review procedures;

f. did not have agreements with local emergency medical services;

g. did not maintain privileges at an accredited or licensed hospital or

ambulatory surgical center for the procedures he performed in an office-based setting;

h. did not have sufficient numbers of qualified health care providers present to
evaluate the patient; assist with the procedure; administer and monitor anesthesia; and
recover the patient;

i did not refer patients with preexisting medical or other conditions who may
be at particular risk for complications to a hospital; an ambulatory surgical center; or

another office-based setting appropriate for the procedure and the administration of

anesthesia;

J. performed surgery and administered anesthesia contemporaneously;

K. did not have appropriate education and training in the administration of
anesthesia;

I did not have access to a blood bank or other blood supply for use during
surgery at his clinics; and
m. did not maintain adequate medical records for each patient.

Schedule 11 Controlled Substances for Weight Loss or Treatment of Obesity

31. Respondent prescribed Patient A Schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:



Rx Written Date Rx Fill Date | Drug Name

12/20/2018 3/8/2019 | VYVANSE 60 MG CAPSULE
3/20/2019 5/15/2019 | VYVANSE 60 MG CAPSULE
3/20/2019 4/5/2019 | VYVANSE 60 MG CAPSULE
6/18/2019 8/31/2019 | VYVANSE 60 MG CAPSULE
6/18/2019 8/2/2019 | VYVANSE 60 MG CAPSULE
6/18/2019 6/27/2019 | VYVANSE 60 MG CAPSULE
9/17/2019 12/4/2019 | VYVANSE 60 MG CAPSULE
9/17/2019 11/1/2019 | VYVANSE 60 MG CAPSULE
9/17/2019 10/1/2019 | VYVANSE 60 MG CAPSULE
12/17/2019 3/8/2020 | VYVANSE 60 MG CAPSULE
12/17/2019 2/5/2020 | VYVANSE 60 MG CAPSULE
6/9/2020 6/9/2020 | VYVANSE 60 MG CAPSULE
7/14/2020 7/14/2020 | VYVANSE 60 MG CAPSULE
8/24/2020 8/25/2020 | VYVANSE 60 MG CAPSULE
9/10/2020 9/19/2020 | VYVANSE 60 MG CAPSULE
10/28/2020 10/29/2020 | VYVANSE 60 MG CAPSULE
12/2/2020 12/2/2020 | VYVANSE 60 MG CAPSULE
12/10/2020 1/2/2021 | VYVANSE 60 MG CAPSULE
2/2/2021 2/14/2021 | VYVANSE 60 MG CAPSULE
3/9/2021 3/10/2021 | VYVANSE 60 MG CAPSULE
4/27/2021 5/1/2021 | VYVANSE 60 MG CAPSULE
6/8/2021 6/8/2021 | VYVANSE 60 MG CAPSULE
7/13/2021 7/14/2021 | VYVANSE 60 MG CAPSULE
9/12/2021 9/13/2021 | VYVANSE 60 MG CAPSULE
10/18/2021 10/19/2021 | VYVANSE 60 MG CAPSULE
11/21/2021 11/26/2021 | VYVANSE 60 MG CAPSULE
1/13/2022 1/13/2022 | VYVANSE 60 MG CAPSULE
5/27/2022 5/29/2022 | VYVANSE 60 MG CAPSULE
6/28/2022 6/28/2022 | VYVANSE 60 MG CAPSULE
7/29/2022 8/5/2022 | VYVANSE 60 MG CAPSULE
9/7/2022 9/8/2022 | VYVANSE 60 MG CAPSULE
10/12/2022 10/12/2022 | VYVANSE 60 MG CAPSULE
12/13/2022 12/24/2022 | VYVANSE 60 MG CAPSULE

32. Respondent prescribed Patient B schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
7/13/2019 7/13/2019 | VYVANSE 60 MG CAPSULE
12/17/2019 1/27/2020 | VYVANSE 40 MG CAPSULE




12/17/2019 |

12/17/2019 ‘ VYVANSE 40 MG CAPSULE

33.  Respondent prescribed Patient C schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name

11/26/2019 | 11/26/2019 DEXTROAMP-AMPHETAMIN 10 MG TAB
12/9/2019 | 4/17/2020 DEXTROAMP-AMPHETAMIN 10 MG TAB
12/9/2019 | 2/25/2020 DEXTROAMP-AMPHETAMIN 10 MG TAB
12/9/2019 | 1/7/2020 DEXTROAMP-AMPHETAMIN 10 MG TAB
5/5/2020 | 5/19/2020 DEXTROAMP-AMPHETAMIN 10 MG TAB
7/2/2020 | 7/2/2020 DEXTROAMP-AMPHETAMIN 10 MG TAB
8/28/2020 | 8/28/2020 DEXTROAMP-AMPHETAMIN 10 MG TAB
11/3/2020 | 11/3/2020 DEXTROAMP-AMPHETAMIN 10 MG TAB
4/26/2021 | 4/26/2021 DEXTROAMP-AMPHETAMIN 10 MG TAB
5/6/2021 | 5/29/2021 DEXTROAMP-AMPHETAMIN 10 MG TAB
11/8/2021 | 11/8/2021 DEXTROAMP-AMPHETAMIN 10 MG TAB

34.  Respondent prescribed Patient D schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name

1/8/2021 1/23/2021 | VYVANSE 60 MG CAPSULE
3/3/2021 3/3/2021 | VYVANSE 60 MG CAPSULE
4/13/2021 4/13/2021 | VYVANSE 60 MG CAPSULE
6/8/2021 6/8/2021 | VYVANSE 60 MG CAPSULE
7/26/2021 7/26/2021 | VYVANSE 60 MG CAPSULE
9/12/2021 9/12/2021 | VYVANSE 60 MG CAPSULE
10/28/2021 10/28/2021 | VYVANSE 60 MG CAPSULE
12/22/2021 12/22/2021 | VYVANSE 60 MG CAPSULE
7/12/2022 7/12/2022 | VYVANSE 60 MG CAPSULE
8/17/2022 8/17/2022 | VYVANSE 60 MG CAPSULE
9/21/2022 9/21/2022 | VYVANSE 60 MG CAPSULE
11/30/2022 11/30/2022 | VYVANSE 60 MG CAPSULE
1/11/2023 1/11/2023 | VYVANSE 60 MG CAPSULE

35.  Respondent prescribed Patient E schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:




Rx Written Date Rx Fill Date Drug Name
9/1/2021 9/2/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
10/4/2021 10/4/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
10/27/2021 11/15/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
11/24/2021 12/16/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
4/21/2022 5/13/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB

36.

Respondent prescribed Patient F schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
2/26/2019 5/16/2019 DEXTROAMP-AMPHETAMIN 10 MG TAB
2/26/2019 4/4/2019 DEXTROAMP-AMPHETAMIN 10 MG TAB
2/26/2019 2/26/2019 DEXTROAMP-AMPHETAMIN 10 MG TAB

37. Respondent prescribed Patient G schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
11/4/2020 11/4/2020 | VYVANSE 60 MG CAPSULE
12/1/2020 12/1/2020 | VYVANSE 30 MG CAPSULE

38.

Respondent prescribed Patient H schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
12/11/2018 2/11/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
3/12/2019 5/12/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/12/2019 4/12/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/12/2019 3/12/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/29/2019 8/9/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/29/2019 7/3/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/7/2019 12/19/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/7/2019 10/9/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
4/15/2020 4/20/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/28/2020 5/28/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/14/2020 7/14/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/18/2020 8/18/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB




10/15/2020 10/15/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/2/2020 12/2/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
1/24/2021 1/24/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/12/2021 3/13/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
4/13/2021 4/15/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/19/2021 5/19/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/13/2021 7/14/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/18/2021 8/18/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/22/2021 9/22/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
11/1/2021 11/1/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/9/2021 12/9/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/10/2022 8/10/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB

10/12/2022 10/12/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB

12/13/2022 1/3/2023 | DEXTROAMP-AMPHETAMIN 30 MG TAB

39.

Respondent prescribed Patient | schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

9/26/2019

10/8/2019

DEXTROAMP-AMPHETAMIN 10 MG TAB

11/26/2019

1/5/2020

DEXTROAMP-AMPHETAMIN 10 MG TAB

11/26/2019

11/26/2019

DEXTROAMP-AMPHETAMIN 10 MG TAB

40.

Respondent prescribed Patient J schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
5/14/2019 7/23/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
5/14/2019 6/21/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
5/14/2019 5/14/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
8/27/2019 8/29/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/26/2019 9/30/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/18/2022 10/19/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
1/10/2023 1/10/2023 | DEXTROAMP-AMPHETAMIN 30 MG TAB
41. Respondent prescribed Patient K schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

10




Rx Written Date

Rx Fill Date

Drug Name

3/17/2021

3/17/2021

DEXTROAMP-AMPHETAMIN 10 MG TAB

42.

Respondent prescribed Patient L schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

7/23/2019

8/3/2019

DEXTROAMP-AMPHETAMIN 10 MG TAB

9/10/2019

11/12/2019

DEXTROAMP-AMPHETAMIN 10 MG TAB

9/10/2019

9/17/2019

DEXTROAMP-AMPHETAMIN 10 MG TAB

43.

Respondent prescribed Patient M schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

11/30/2022

12/1/2022

DEXTROAMP-AMPHETAMIN 10 MG TAB

44,

Respondent prescribed Patient N schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
2/23/2021 2/23/2021 | VYVANSE 60 MG CAPSULE
4/27/2021 4/27/2021 | VYVANSE 60 MG CAPSULE
6/29/2021 6/29/2021 | VYVANSE 60 MG CAPSULE
7/27/2021 7/27/2021 | VYVANSE 60 MG CAPSULE
45, Respondent prescribed Patient O schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
8/20/2019 8/20/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
10/17/2019 11/2/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
4/9/2020 4/9/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
7/23/2020 7/23/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
10/28/2020 10/29/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
1/14/2021 1/14/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB

11




4/13/2021 4/14/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
5/23/2021 5/24/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
7/26/2021 7/26/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
8/26/2021 8/26/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
9/30/2021 9/30/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
11/22/2021 11/23/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
12/22/2021 12/29/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
4/21/2022 4/22/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB
7/12/2022 7/14/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB
10/6/2022 10/26/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB

46. Respondent prescribed Patient P schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name

2/19/2019 5/14/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
2/19/2019 3/19/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
2/19/2019 2/19/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 7/10/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 6/12/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 4/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/16/2019 9/16/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/16/2019 8/16/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/16/2019 7/16/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/26/2019 12/9/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/26/2019 11/11/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/26/2019 10/14/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/19/2019 2/19/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/19/2019 1/19/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB

12/19/2019 12/19/2019 | VYVANSE 60 MG CAPSULE
3/10/2020 5/15/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/10/2020 4/17/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/10/2020 3/18/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/21/2020 6/13/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/5/2020 7/1/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/13/2020 8/13/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/1/2020 9/10/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/29/2020 10/8/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/31/2020 11/5/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/4/2020 12/4/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
1/5/2021 1/5/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB

12




2/11/2021 2/11/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/11/2021 3/12/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
4/13/2021 4/14/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/23/2021 5/24/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/22/2021 6/24/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/26/2021 7/26/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/26/2021 8/26/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/24/2021 9/24/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/27/2021 10/28/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
11/24/2021 11/25/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/22/2021 12/22/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
1/17/2022 1/20/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
4/21/2022 4/21/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/27/2022 5/27/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/21/2022 6/25/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/21/2022 7/31/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/1/2022 9/2/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
11/3/2022 12/7/2022 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/19/2022 1/4/2023 | DEXTROAMP-AMPHETAMIN 30 MG TAB
47. Respondent prescribed Patient Q schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
1/11/2023 1/20/2023 | VYVANSE 60 MG CAPSULE
48.  Respondent prescribed Patient R schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
8/18/2021 9/2/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
49.  Respondent prescribed Patient S schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
5/25/2019 5/29/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
6/18/2019 7/28/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
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6/18/2019 6/25/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
8/27/2019 10/30/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
8/27/2019 9/29/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
8/27/2019 8/28/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
11/25/2019 12/2/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
50. Respondent prescribed Patient T schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
9/16/2019 2/1/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
51. Respondent prescribed Patient U schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
3/12/2019 3/12/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/11/2019 7/11/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/11/2019 6/11/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/11/2019 8/13/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/17/2019 11/29/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/17/2019 10/24/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/17/2019 9/26/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/5/2019 3/22/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/5/2019 2/25/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/6/2019 1/16/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
8/3/2020 8/4/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/4/2020 9/4/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/14/2021 1/16/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
3/3/2021 3/5/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/13/2021 4/14/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/8/2021 6/9/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/19/2021 7/20/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/1/2021 9/1/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/26/2021 10/26/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/1/2021 12/1/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/4/2022 1/4/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/15/2022 6/17/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/15/2022 12/15/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
52.  Respondent prescribed Patient \VV schedule Il controlled substances for the purpose
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of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
2/26/2019 4/16/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
2/26/2019 3/11/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
5/28/2019 8/6/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
5/28/2019 5/29/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/8/2019 10/23/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
53. Respondent prescribed Patient W schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

6/22/2021

6/22/2021

VYVANSE 60 MG CAPSULE

7/27/2021

7/27/2021

VYVANSE 60 MG CAPSULE

8/24/2021

8/28/2021

VYVANSE 60 MG CAPSULE

54,

Respondent prescribed Patient X schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
4/20/2021 4/20/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
6/7/2021 6/7/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
6/15/2021 6/18/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
8/24/2021 8/24/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
55. Respondent prescribed Patient Y schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

11/7/2022

11/7/2022

DEXTROAMP-AMPHETAMIN 10 MG TAB

1/3/2023

1/3/2023

DEXTROAMP-AMPHETAMIN 20 MG TAB

56.

Respondent prescribed Patient Z schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

\ Rx Written Date \ Rx Fill Date \

Drug Name
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6/22/2021 6/24/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
7/20/2021 7/20/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
57. Respondent prescribed Patient AA schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
6/8/2021 6/9/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
9/1/2021 9/2/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB

58.

Respondent prescribed Patient BB schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
6/8/2021 6/9/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
9/1/2021 9/2/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
1/28/2020 1/28/2020 | VYVANSE 60 MG CAPSULE

59.

Respondent prescribed Patient CC schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Fill Date

Rx Written Date

Drug Name

9/25/2021

9/25/2021

DEXTROAMP-AMPHETAMIN 10 MG TAB

60.

Respondent prescribed Patient DD schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name

1/3/2019 3/3/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB

1/3/2019 2/3/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 6/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 4/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
5/16/2019 5/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/16/2019 9/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/16/2019 8/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/16/2019 7/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
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9/24/2019 12/12/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/24/2019 11/13/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/24/2019 10/14/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/26/2019 3/12/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/26/2019 2/13/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/26/2019 1/14/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/9/2020 4/9/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
5/28/2020 5/28/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7122/2020 7/22/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/4/2020 9/8/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/9/2020 10/16/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
11/19/2020 11/20/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/24/2020 12/24/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/8/2021 1/22/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
2/23/2021 2/23/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
3/25/2021 3/26/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/27/2021 4/28/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/6/2021 6/7/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/11/2021 7/12/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7126/2021 8/8/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
8/26/2021 9/4/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/30/2021 10/1/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/18/2021 10/28/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/1/2021 12/3/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/3/2022 1/3/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/31/2022 1/31/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB

61. Respondent prescribed Patient EE schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

9/3/2019

9/4/2019

DEXTROAMP-AMPHETAMIN 10 MG TAB

62. Respondent prescribed Patient FF schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

8/13/2019

9/5/2019

DEXTROAMP-AMPHETAMIN 10 MG TAB
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63.

Respondent prescribed Patient GG schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date | Rx Fill Date Drug Name
11/26/2019 1/28/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
11/26/2019 12/26/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
11/26/2019 11/27/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
2/25/2020 4/25/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
2/25/2020 3/25/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
2/25/2020 2/26/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/26/2020 5/26/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/29/2020 6/29/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/30/2020 7/30/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/26/2020 8/28/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/29/2020 9/29/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
11/4/2020 11/4/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/4/2020 12/5/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
1/15/2021 1/15/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/7/2021 3/8/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/11/2021 5/11/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/25/2021 6/26/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/2/2021 8/2/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/5/2019 5/5/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/5/2019 4/5/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/5/2019 3/5/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/4/2019 8/25/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/4/2019 7/9/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/4/2019 6/4/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
64. Respondent prescribed Patient HH schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
4/13/2021 4/14/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
5/11/2021 5/11/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/25/2021 6/26/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
8/2/2021 8/3/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

65. Respondent prescribed Patient Il schedule 11 controlled substances for the purpose
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of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name

10/9/2020 10/9/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
11/10/2020 11/11/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/16/2020 12/16/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/8/2021 1/13/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
2/23/2021 2/23/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
3/27/2021 3/27/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/13/2021 7/14/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
8/18/2021 8/19/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/20/2021 9/20/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/18/2021 10/18/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
11/8/2021 11/17/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/11/2021 12/14/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/10/2022 1/10/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/31/2022 2/9/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/26/2022 5/5/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
5/31/2022 6/1/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/28/2022 6/30/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/28/2022 7/29/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
8/29/2022 8/29/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/27/2022 9/28/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
11/3/2022 11/4/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
11/30/2022 12/3/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/30/2022 1/1/2023 | DEXTROAMP-AMPHETAMIN 20 MG TAB

66. Respondent prescribed Patient JJ schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

7/2/2021 7/2/2021 | VYVANSE 60 MG CAPSULE
7/28/2021 8/3/2021 | VYVANSE 60 MG CAPSULE
9/12/2021 9/14/2021 | VYVANSE 60 MG CAPSULE
11/1/2021 11/1/2021 | VYVANSE 60 MG CAPSULE
12/9/2021 12/9/2021 | VYVANSE 60 MG CAPSULE
1/10/2022 1/10/2022 | VYVANSE 60 MG CAPSULE
4/26/2022 4/26/2022 | VYVANSE 60 MG CAPSULE
5/27/2022 5/27/2022 | VYVANSE 60 MG CAPSULE
8/16/2022 8/16/2022 | VYVANSE 60 MG CAPSULE
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67. Respondent prescribed Patient KK schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
2/11/2021 4/16/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
6/29/2021 6/30/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
7/29/2021 7/30/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/1/2021 9/2/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/4/2021 10/4/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/27/2021 11/1/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

68.

Respondent prescribed Patient LL schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

12/27/2022

12/27/2022

DEXTROAMP-AMPHETAMIN 10 MG TAB

69.

Respondent prescribed Patient MM schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name

12/27/2018 2/26/2019 | VYVANSE 60 MG CAPSULE
4/2/2019 6/29/2019 | VYVANSE 60 MG CAPSULE
4/2/2019 5/17/2019 | VYVANSE 60 MG CAPSULE
4/2/2019 4/8/2019 | VYVANSE 60 MG CAPSULE
8/29/2019 11/3/2019 | VYVANSE 60 MG CAPSULE
8/29/2019 9/3/2019 | VYVANSE 60 MG CAPSULE
11/21/2019 2/6/2020 | VYVANSE 60 MG CAPSULE
12/22/2019 12/22/2019 | VYVANSE 60 MG CAPSULE
10/15/2020 10/16/2020 | VYVANSE 60 MG CAPSULE
3/3/2021 3/3/2021 | VYVANSE 60 MG CAPSULE
3/25/2021 4/10/2021 | VYVANSE 60 MG CAPSULE
9/20/2021 10/5/2021 | VYVANSE 60 MG CAPSULE

70.

Respondent prescribed Patient NN schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:
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Rx Written Date Rx Fill Date Drug Name
6/8/2021 6/14/2021 | VYVANSE 60 MG CAPSULE
7/19/2021 7/19/2021 | VYVANSE 60 MG CAPSULE
8/23/2021 8/23/2021 | VYVANSE 60 MG CAPSULE
9/20/2021 9/20/2021 | VYVANSE 60 MG CAPSULE
11/1/2021 11/1/2021 | VYVANSE 60 MG CAPSULE
12/6/2021 12/6/2021 | VYVANSE 30 MG CAPSULE

71.

Respondent prescribed Patient OO schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

12/20/2022

1/5/2023

DEXTROAMP-AMPHETAMIN 10 MG TAB

72.

Respondent prescribed Patient PP schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

10/24/2022

10/24/2022

DEXTROAMP-AMPHETAMIN 10 MG TAB

73.

Respondent prescribed Patient QQ schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
4/30/2019 10/19/2019 | VYVANSE 60 MG CAPSULE
4/30/2019 9/2/2019 | VYVANSE 60 MG CAPSULE
4/30/2019 5/1/2019 | VYVANSE 60 MG CAPSULE
9/26/2019 6/11/2020 | VYVANSE 60 MG CAPSULE
9/26/2019 3/1/2020 | VYVANSE 60 MG CAPSULE
9/26/2019 12/10/2019 | VYVANSE 60 MG CAPSULE

74.

Respondent prescribed Patient RR schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

1/7/2019

3/25/2019

DEXTROAMP-AMPHETAMIN 20 MG TAB
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1/17/2019 2/25/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 7/3/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 6/4/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/16/2019 5/2/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/16/2019 9/11/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/16/2019 8/8/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/16/2019 10/9/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/17/2019 1/10/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/17/2019 12/6/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/17/2019 11/8/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/23/2020 4/23/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/23/2020 2/13/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/25/2020 3/23/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7122/2020 7/22/2020 | VYVANSE 60 MG CAPSULE
7/28/2020 7/28/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
9/29/2020 9/29/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/31/2020 11/1/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/8/2021 1/8/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/13/2021 4/14/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/7/2021 6/7/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/13/2021 7/14/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

75.

Respondent prescribed Patient SS schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
3/23/2019 3/25/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
10/10/2019 10/14/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB

76.

Respondent prescribed Patient TT schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
2/18/2019 2/18/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
6/29/2019 8/29/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/29/2019 7/29/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/29/2019 6/29/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/1/2019 12/22/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/1/2019 11/4/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/1/2019 10/1/2019 | DEXTROAMP-AMPHETAMIN 30 MG TAB
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3/5/2020 5/5/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/5/2020 4/7/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
3/5/2020 3/5/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/11/2020 6/11/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
7/14/2020 7/14/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
8/18/2020 8/19/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/8/2020 9/16/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
10/28/2020 10/29/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
12/2/2020 12/2/2020 | DEXTROAMP-AMPHETAMIN 30 MG TAB
5/6/2021 5/6/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
6/28/2021 6/28/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB
9/1/2021 9/1/2021 | DEXTROAMP-AMPHETAMIN 30 MG TAB

77. Respondent prescribed Patient UU schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
1/17/2019 3/10/2019 | VYVANSE 60 MG CAPSULE
4/2/2019 6/22/2019 | VYVANSE 60 MG CAPSULE
4/2/2019 5/11/2019 | VYVANSE 60 MG CAPSULE
7/9/2019 8/17/2019 | VYVANSE 60 MG CAPSULE
10/7/2019 12/1/2019 | VYVANSE 60 MG CAPSULE
10/7/2019 10/8/2019 | VYVANSE 60 MG CAPSULE
1/6/2020 7/24/2020 | VYVANSE 60 MG CAPSULE
1/6/2020 5/16/2020 | VYVANSE 60 MG CAPSULE
1/6/2020 2/13/2020 | VYVANSE 60 MG CAPSULE

78. Respondent prescribed Patient VV schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
10/12/2022 10/12/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB
1/5/2023 1/5/2023 | DEXTROAMP-AMPHETAMIN 10 MG TAB

79.  Respondent prescribed Patient WW schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

| Rx Written Date

| Rx Fill Date

| Drug Name
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| 11/18/2019 | 11/19/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB |

80.  Respondent prescribed Patient XX schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

9/12/2021

9/27/2021

DEXTROAMP-AMPHETAMIN 10 MG TAB

81.

Respondent prescribed Patient Y'Y schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

12/20/2022

12/20/2022

DEXTROAMP-AMPHETAMIN 10 MG TAB

82.

Respondent prescribed Patient ZZ schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

12/11/2021

12/27/2021

DEXTROAMP-AMPHETAMIN 10 MG TAB

83.

Respondent prescribed Patient AAA schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
6/18/2021 6/18/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
7/26/2021 7/26/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB

84.

Respondent prescribed Patient BBB schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
1/24/2019 3/10/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
1/29/2019 5/3/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
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85. Respondent prescribed Patient CCC schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
6/30/2021 7/2/2021 | VYVANSE 30 MG CAPSULE
7/28/2021 7/28/2021 | VYVANSE 30 MG CAPSULE
9/20/2021 9/21/2021 | VYVANSE 60 MG CAPSULE
11/21/2021 11/21/2021 | VYVANSE 60 MG CAPSULE
1/13/2022 1/14/2022 | VYVANSE 60 MG CAPSULE

86. Respondent prescribed Patient DDD schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Fill Date
12/10/2022

Rx Written Date
12/9/2022

Drug Name
DEXTROAMP-AMPHETAMIN 10 MG TAB

87. Respondent prescribed Patient EEE schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Fill Date
9/6/2022

Rx Written Date
9/6/2022

Drug Name
DEXTROAMP-AMPHETAMIN 10 MG TAB

88. Respondent prescribed Patient FFF schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Fill Date
10/20/2022

Rx Written Date
10/18/2022

Drug Name
VYVANSE 60 MG CAPSULE

89. Respondent prescribed Patient GGG schedule 1l controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
11/7/2022 11/7/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB
12/15/2022 12/16/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB
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90.

Respondent prescribed Patient HHH schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
9/26/2019 9/26/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
10/31/2019 11/5/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
12/5/2019 1/7/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
12/5/2019 12/10/2019 | DEXTROAMP-AMPHETAMIN 10 MG TAB
2/28/2020 2/28/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
3/12/2020 7/23/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
3/12/2020 6/14/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
3/12/2020 4/21/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB

91.

Respondent prescribed Patient 111 schedule 11 controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
DEXTROAMP-AMPHETAMIN 10 MG TAB
11/21/2022 11/26/2022
92. Respondent prescribed Patient JJJ schedule Il controlled substances for the purpose

of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
10/2/2020 10/2/2020 | DEXTROAMP-AMPHETAMIN 10 MG TAB
11/17/2021 11/18/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB

93.

Respondent prescribed Patient KKK schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
12/27/2018 3/18/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/27/2018 2/15/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/2/2019 6/12/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/2/2019 4/16/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
4/2/2019 5/15/2019 | DEXTROAMP-AMPHETAMIN 20 MG TAB
7/22/2020 7/22/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
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8/28/2020 8/29/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
10/15/2020 10/16/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/24/2020 12/24/2020 | DEXTROAMP-AMPHETAMIN 20 MG TAB

2/12/2021 2/12/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

3/22/2021 3/25/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

5/2/2021 5/3/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

6/18/2021 6/19/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

7/29/2021 7/30/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

9/12/2021 9/13/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

10/4/2021 10/12/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

11/8/2021 11/12/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

12/9/2021 12/10/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

1/10/2022 1/10/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB

1/31/2022 4/12/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB

8/10/2022 8/11/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
11/21/2022 11/29/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
12/23/2022 12/24/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB

94.

Respondent prescribed Patient LLL schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
9/26/2022 9/26/2022 | VYVANSE 60 MG CAPSULE
12/19/2022 12/21/2022 | VYVANSE 60 MG CAPSULE

95.

Respondent prescribed Patient MMM schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

9/1/2021

9/18/2021

DEXTROAMP-AMPHETAMIN 10 MG TAB

96.

Respondent prescribed Patient NNN schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
12/2/2018 2/21/2019 | VYVANSE 60 MG CAPSULE
2/24/2019 7/22/2019 | VYVANSE 60 MG CAPSULE
2/26/2019 4/3/2019 | VYVANSE 60 MG CAPSULE
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1/20/2020 3/2/2020 | VYVANSE 60 MG CAPSULE
1/21/2020 3/31/2020 | VYVANSE 60 MG CAPSULE
1/21/2020 1/22/2020 | VYVANSE 60 MG CAPSULE

97.

Respondent prescribed Patient OOO schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Fill Date
7/20/2021

Rx Written Date
7/20/2021

Drug Name
DEXTROAMP-AMPHETAMIN 10 MG TAB

98.  Respondent prescribed Patient PPP schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
5/21/2019 7/28/2019 | VYVANSE 60 MG CAPSULE
5/21/2019 5/21/2019 | VYVANSE 60 MG CAPSULE

99.

Respondent prescribed Patient QQQ schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

7/26/2021

7/26/2021

DEXTROAMP-AMPHETAMIN 10 MG TAB

100.

Respondent prescribed Patient RRR schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
12/20/2022 12/20/2022 | VYVANSE 30 MG CAPSULE
1/17/2023 1/17/2023 | VYVANSE 30 MG CAPSULE

101.

Respondent prescribed Patient SSS schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

11/21/2022

11/21/2022

VYVANSE 60 MG CAPSULE

28



102. Respondent prescribed Patient TTT schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
6/8/2021 6/8/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
7/14/2021 7/14/2021 | DEXTROAMP-AMPHETAMIN 20 MG TAB

103.

Respondent prescribed Patient UUU schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
9/20/2021 9/21/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
12/22/2021 12/22/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB
1/17/2022 1/17/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB
1/31/2022 7/12/2022 | DEXTROAMP-AMPHETAMIN 20 MG TAB

104.

Respondent prescribed Patient VVVVV schedule 1l controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
7/13/2021 7/13/2021 | VYVANSE 60 MG CAPSULE
7/15/2021 7/15/2021 | DEXTROAMP-AMPHETAMIN 10 MG TAB

105.

Respondent prescribed Patient WWW schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

12/13/2022

12/13/2022

DEXTROAMP-AMPHETAMIN 10 MG TAB

106.

Respondent prescribed Patient XXX schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
12/5/2022 12/6/2022 | DEXTROAMP-AMPHETAMIN 10 MG TAB
1/6/2023 1/9/2023 | DEXTROAMP-AMPHETAMIN 10 MG TAB
1/16/2023 1/16/2023 | DEXTROAMP-AMPHETAMIN 20 MG TAB
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107.

Respondent prescribed Patient YYY schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

1/4/2022

1/10/2022

VYVANSE 60 MG CAPSULE

108.

Respondent prescribed Patient ZZZ schedule 11 controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date Rx Fill Date Drug Name
7/15/2020 7/17/2020 | VYVANSE 60 MG CAPSULE
8/21/2020 8/21/2020 | VYVANSE 60 MG CAPSULE
9/22/2020 9/22/2020 | VYVANSE 60 MG CAPSULE
10/14/2020 11/9/2020 | VYVANSE 60 MG CAPSULE
12/15/2020 12/15/2020 | VYVANSE 60 MG CAPSULE
1/18/2021 1/18/2021 | VYVANSE 60 MG CAPSULE
2/22/2021 2/22/2021 | VYVANSE 60 MG CAPSULE
4/13/2021 4/13/2021 | VYVANSE 60 MG CAPSULE
5/11/2021 5/16/2021 | VYVANSE 60 MG CAPSULE
7/26/2021 7/26/2021 | VYVANSE 60 MG CAPSULE
8/25/2021 8/25/2021 | VYVANSE 60 MG CAPSULE
10/14/2021 10/15/2021 | VYVANSE 60 MG CAPSULE
11/24/2021 11/26/2021 | VYVANSE 60 MG CAPSULE
1/31/2022 2/9/2022 | VYVANSE 60 MG CAPSULE
1/20/2023 1/20/2023 | VYVANSE 60 MG CAPSULE

109.

Respondent prescribed Patient AAAA schedule Il controlled substances for the

purpose of weight reduction or for control in the treatment of obesity. Specifically:

Rx Written Date

Rx Fill Date

Drug Name

5/31/2022

6/1/2022

VYVANSE 60 MG CAPSULE

110.

through March 24, 2022.

Unlicensed Practice
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Respondent’s medical license was expired and invalid from December 1, 2021




111. Respondent did not receive “valid to practice” status during this expiration period.

112.  Onor about December 17, 2021, Respondent performed liposuction on patient J.H.
at Renew, and continued to provide medical care and treatment to J.H. through January 4, 2022.

113.  On or about January 14, 2022, Respondent performed a surgical arm lift on patient
E.S. at Renew.

114.  On or about December 14, 2021, Respondent provided a surgical consult at Renew
to patient V.L. On or about February 8, 2022, Respondent met with V.L. to obtain informed
consent for a tummy tuck, breast lift, and abdominal liposuction. On or about February 18, 2022,
Respondent met with V.L. for a final pre-operative evaluation.

115. On or about December 14, 2021, Respondent met with T.C. for a preoperative
evaluation. On or about January 4, 2022, Respondent performed liposuction of the abdomen and
lateral thighs, and breast augmentation with removal of skin of the upper abdomen using infra-
mammary incisions on patient T.C.

116. On or about December 21, 2021, Respondent met with J.W. to obtain informed
consent for a tummy tuck, liposuction of the abdomen and flanks with removal of excessive skin,
breast lift, and breast augmentation. On or about January 21, 2022, Respondent performed a breast
lift, liposuction of the abdomen and flanks, and tummy tuck.

117.  On or about January 12, 2022, Respondent prescribed a schedule Il controlled
substance to Patient A.

118. On December 22, 2021, Respondent prescribed a schedule 11 controlled substance
to Patient D.

119. On December 9, 2021, Respondent prescribed a schedule 11 controlled substance to

Patient H.
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120. On December 22, 2021, Respondent prescribed a schedule Il controlled substance
to Patient O.

121.  On December 22, 2021 and January 17, 2022, Respondent prescribed a schedule II
controlled substance to Patient P.

122.  On December 1, 2021 and January 4, 2022, Respondent prescribed a schedule 11
controlled substance to Patient U.

123.  On December 1, 2021, January 3, 2022, and January 31, 2022, Respondent
prescribed a schedule Il controlled substance to Patient DD.

124.  On December 11, 2021, January 10, 2022, and January 31, 2022, Respondent
prescribed a schedule Il controlled substance to Patient I1.

125.  On December 6, 2021, Respondent prescribed a schedule 11 controlled substance to
Patient NN.

126. OnJanuary 13, 2022, Respondent prescribed a schedule Il controlled substance to
Patient CCC.

127.  On December 9, 2021 and January 10, 2022, Respondent prescribed a schedule 11
controlled substance to Patient JJ.

128. On December 9, 2021 and January 10, 2022, Respondent prescribed a schedule 11
controlled substance to Patient KKK.

129. On December 22, 2021, January 17, 2022, and January 31, 2022, Respondent
prescribed a schedule Il controlled substance to Patient UUU.

130. OnJanuary 31, 2022, Respondent prescribed a schedule 1l controlled substance to

Patient ZZZ.
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Patient A.L.

131. At all times relevant to this Administrative Complaint, Respondent provided
medical care and treatment to A.L. at Franciscan in Crawfordsville, Indiana.

132.  On or about February 10, 2020, Respondent performed da Vinci laparoscopic
removal of abdominal wall mesh on patient A.L.

133. Respondent did not add new mesh or otherwise reconstruct the abdominal wall
during this procedure.

134. On March 9, 2020, A.L. reported sharp pain on the left side of their abdomen to
Respondent.

135.  On April 22, 2020, A.L. reported an episode of supraumbilical pain with nausea,
chills, and diaphoresis.

136. On May 26, 2020, Respondent examined A.L. for continued abdominal pain and
possible recurrent hernia. Respondent ordered an abdominal MRI to rule out seroma versus
recurrent hernia. A.L.’s insurance denied the MRI.

137. On May 28, 2020, an abdominal ultrasound revealed a deep, chronic, persistent
seroma 1 cm from the umbilicus and an additional “area of palpable concern 4 cm above the
umbilicus revealed no significant abnormality.”

138.  On June 3, 2020, Respondent performed an incision and drainage of the seroma
using a scalpel and pin rose drain in his office.

139. OnJune 8, 2020, A.L. called Respondent’s office and reported a possible infection
at the site of the pin rose drain.

140. On June 9, 2020, A.L. presented to Respondent’s clinic for a wound check where

she was examined by a certified surgical technician who determined there was no infection at the
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site.

141. On June 17, 2020, A.L. presented to Respondent’s clinic for a follow-up
examination. Respondent removed the pin rose drain and noted that the wounds should heal in 2-
3 days. Respondent further noted that an MRI of the abdomen did not show a ventral hernia and
that A.L. had diastasis—separation of the muscle—that is causing a bulge of the upper abdominal
wall. Respondent suggested A.L. undergo a tummy tuck to repair the diastasis.

142.  On July 14, 2020, A.L. presented to Respondent’s clinic to further discuss the
possibility of a tummy tuck/abdominoplasty for diastasis rectus abdominis. Respondent noted that
after mesh removal, A.L. “presented with a bulge in the epigastrium and a CT scan of the abdomen
showed a diastasis and seroma but did not show a ventral hernia.”

143. Respondent—nor any other provider—obtained an abdominal MRI1 or CT on A.L.
between the mesh removal surgery on February 20, 2020 and July 14, 2020.

144, On July 29, 2020, A.L. called Respondent’s clinic to report that their abdominal
wall bulge was bigger lately but goes down.

145.  On August 18, 2020, A.L.’s OB/GYN diagnosed A.L. with an abdominal wall
seroma and 12 cm distension/mass.

146. On August 26, 2020, a CT of A.L.’s abdomen and pelvis revealed a
“nonobstructive, wide necked ventral hernia containing small bowel loops and colon.”

147.  On October 20, 2020, a board-certified plastic surgeon examined A.L. and did not
recommend abdominoplasty.

148. On December 8, 2021, A.L. underwent an open ventral hernia repair with mesh.

Respondent was not involved in this procedure.
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Patient R.A.

149.  On August 27, 2020, patient R.A. presented to Renew for a surgical consultation
with Respondent. At the time, R.A. was 43 years old with a history of obesity and obstructive
sleep apnea. Her BMI was 33.3 (height = 5°5” and weight = 2001bs) and Respondent started her
on a weight loss program with a goal BMI of 28.

150. On October 22, 2020, Respondent reevaluated R.A. and her BMI was 31.4

151.  On October 26, 2020, R.A.’s BMI was 31.8.

152.  On November 10, 2020, R.A.’s BMI was 31.1.

153.  On November 12, 2020, Respondent performed a preoperative evaluation on R.A.
and noted that her BMI was 30.3. Respondent planned for liposuction of the abdomen, flank, and
back with fat transfer to the buttock (also known as a Brazilian Butt Lift). Respondent identified
R.A. as ASA Classification 2 and determined that she was appropriate for office-based moderate
sedation.

154.  On November 21, 2020, Respondent performed liposuction of the abdomen, flank,
and back with transfer to the buttocks on R.A. under moderate conscious sedation.

COUNTS
155.  Paragraphs one (1) through one-hundred fifty-four (154) are incorporated hereafter.
Count 1

Knowing Violation of Statute or Rule
IC 25-1-9-4(a)(3)/I1C 16-21-2 et seq.

156. Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question as evidenced by Respondent’s violation of Ind. Code § 16-
21-2 et seq. by operating an ambulatory outpatient surgical center without a license and regulated

by the State Department of Health.
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Count 2-14
Knowing Violation of Statute or Rule
IC 25-1-9-4(a)(3)/ 844 1AC 5-5-20

Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question as evidenced by Respondent’s violation of 844 IAC 5-5-20.
Specifically, Respondent performed cosmetic surgery that required anesthesia in an office-based
setting that was not accredited by an accreditation agency approved by the Board on the following
patients:

157.  Count 2: Patient E.S.

158. Count 3: Patient R.A.

159. Count 4: Patient L.B.

160. Count 5: Patient J.C.

161. Count 6: Patient T.C.

162. Count 7: Patient V.L.

163. Count 8: Patient D.M.

164. Count 9: Patient C.M.

165. Count 10: Patient J.W.

166. Count 11: Patient J.H.

167. Count 12: Patient K.P.

168. Count 13: Patient C.W.

169. Count 14: Patient H.P.
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Count 15
Knowing Violation of Statute or Rule
IC 25-1-9-4(a)(3)/ 844 IAC 5-2-5

170.  Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question as evidenced by Respondent’s violation of 844 IAC 5-2-5 by
failing to exercise reasonable care and diligence in the treatment of patients based upon generally
accepted scientific principles, methods, treatments, and current professional theory and practice.
Specifically, Respondent performed dozens of cosmetic surgical procedures that required
anesthesia in an office-based setting without the following:

a. having admitting privileges at a nearby hospital

b. an anesthesiologist or other professional properly trained in administering

anesthesia present

C. sufficient numbers of qualified healthcare providers
d. access to a blood blank
e. a written agreement with an emergency medical service (EMS) for the purpose of

transferring patients to the hospital in case of an emergency
f. a written agreement with any hospital for the immediate acceptance of patients who
develop complications or require postoperative confinement
g. privileges at any hospital or ambulatory surgical center for the procedures

performed at ASI, Renew, or Drea’s
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Count 16
Knowing Violation of Statute or Rule
IC 25-1-9-4(a)(3)/ 844 IAC 5-2-5
171. Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question. Specifically, Respondent violated 844 1AC 5-2-5 by failing
to exercise reasonable care and diligence in the treatment of A.L. based upon generally accepted
scientific principles, methods, treatments, and current professional theory and practice.
Count 17
Knowing Violation of Statute or Rule
IC 25-1-9-4(a)(3)/ 844 IAC 5-2-5
172. Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question as evidenced by Respondent’s violation of 844 IAC 5-2-5.
Specifically, Respondent violated by failing to exercise reasonable care and diligence in the
treatment of R.A. based upon generally accepted scientific principles, methods, treatments, and
current professional theory and practice.
Counts 18-96
Knowing Violation of Statute or Rule
IC 25-1-9-4(a)(3)/ 844 1AC 5-2-20
173. Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question. Specifically, Respondent violated 844 IAC 5-2-20 by
prescribing a drug designated as a Schedule Il controlled substance pursuant to the provisions of

Ind. Code § 35-48-2-6, for the purpose of weight reduction or for control in the treatment of obesity

to the following:
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Count 18:

Count 19:

Count 20:

Count 21:

Count 22:

Count 23:

Count 24:

Count 25:

Count 26:

Count 27:

Count 28:

Count 29:

Count 30:

Count 31:

Count 32:

Count 33:

Count 34:

Count 35:

Count 36:

Count 37:

Count 38:

Count 39:

Count 40:

Patient A
Patient B
Patient C
Patient D
Patient E
Patient F
Patient G
Patient H
Patient |

Patient J

Patient K
Patient L
Patient M
Patient N
Patient O
Patient P
Patient Q
Patient R
Patient S
Patient T
Patient U
Patient V

Patient W
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aa.
bb.
cc.
dd.

€e.

99.
hh.

Ii-
KK.

mm.

nn.

00.

Pp.

qq.

Ir.

SS.

tt.

Count 41:

Count 42:

Count 43:

Count 44:

Count 45:

Count 46:

Count 47:

Count 48:

Count 49:

Count 50:

Count 51:

Count 52:

Count 53:

Count 54:

Count 55:

Count 56:

Count 57:

Count 58:

Count 59:

Count 60:

Count 61:

Count 62:

Count 63:

Patient X
Patient Y
Patient Z
Patient AA
Patient BB
Patient CC
Patient DD
Patient EE
Patient FF
Patient GG
Patient HH
Patient 1
Patient JJ
Patient KK
Patient LL
Patient MM
Patient NN
Patient OO
Patient PP
Patient QQ
Patient RR
Patient SS

Patient TT
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uu.

XX.

ZZ.
dad.
bbb.
CCC.
ddd.
eee.
fff.
999.
hhh.
il
i
KKK

mmm.

nnn.

000.

Ppp.

qqq.

Count 64:

Count 65:

Count 66:

Count 67:

Count 68:

Count 69:

Count 70:

Count 71:

Count 72:

Count 73:

Count 74:

Count 75:

Count 76:

Count 77:

Count 78:

Count 79:

Count 80:

Count 81:

Count 82:

Count 83:

Count 84:

Count 85:

Count 86:

Patient UU
Patient VV
Patient WW
Patient XX
Patient YY
Patient ZZ
Patient AAA
Patient BBB
Patient CCC
Patient DDD
Patient EEE
Patient FFF
Patient GGG
Patient HHH
Patient 111
Patient JJJ
Patient KKK
Patient LLL
Patient MMM
Patient NNN
Patient OOO

Patient PPP

Patient QQQ
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rrr. Count 87: Patient RRR

sss.  Count 88: Patient SSS

ttt. Count 89: Patient TTT

uuu.  Count 90: Patient UUU

vvv. Count 91: Patient VVV

www. Count 92: Patient WWW

xxx.  Count 93: Patient XXX

yyy. Count 94: Patient YYY

zzz.  Count 95: Patient ZZZ

aaaa. Count 96: Patient AAAA

Counts 97-115
Knowing Violation of Statute or Rule
IC 25-1-9-4(a)(3)/1C 25-22.5-8-1

174. Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question. Specifically, Respondent violated Ind. Code § 25-22.5-8-1
by practicing medicine without a valid license to practice medicine from December 1, 2021
through March 24, 2022 when he provided medical and/or surgical care and treatment to:

a. Count 97: Patient E.S.

b. Count 98: Patient J.W.

C. Count 99: Patient V.L.

d. Count 100: Patient T.C.

e. Count 101: Patient J.H.

f. Count 102: Patient A
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Count 103:

Count 104:

Count 105:

Count 106:

Count 107:

Patient D

Patient H

Patient O

Patient P

Patient U

l. Count 108: Patient DD

m. Count 109: Patient 11

n. Count 110: Patient JJ

0. Count 111: Patient NN

p. Count 112: Patient CCC

g. Count 113: Patient KKK

r. Count 114: Patient UUU

S. Count 115: Patient ZZZ

Count 116
Knowing Violation of Statue or Rule
IC 25-1-9-4(a)(3)/1C 35-48-3-3(g)

175. Respondent’s actions constitute a violation of Ind. Code § 25-1-9-4(a)(3) in that
Respondent has knowingly violated any state statute or rule, or federal statute or regulation,
regulating the profession in question. Specifically, Respondent violated Ind. Code § 35-48-3-3(Q)
by administering moderate conscious sedation to H.P. without obtaining a controlled substance

registration for Drea’s.

RELIEF REQUESTED

ACCORDINGLY, Petitioner respectfully requests that the Board find that Respondent

violated Indiana law as outlined in Counts 1-116 above, and enter an Order finding as follows:
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a. Respondent is subject to disciplinary sanctions pursuant to Ind. Code § 25-
1-9-4.

b. Impose appropriate disciplinary sanctions pursuant to Ind. Code § 25-1-9-
9.

C. Direct Respondent to pay a fee of Five Dollars ($5.00) to be deposited into
the Health Records and Personal Identifying Information Protection Trust
Fund pursuant to Ind. Code § 4-6-14-10(b).

d. Provide any further relief the Board deems just and proper under the

premises.

Respectfully submitted,

Theodore E. Rokita
Indiana Attorney General
Attorney No. 18857-49

By: W@ﬂ#

Britney J. McMahan
Deputy Attorney General
Attorney No. 32066-49

OFFICE OF THE INDIANA ATTORNEY GENERAL
Indiana Government Center South

302 West Washington St., Fifth Floor

Indianapolis, IN 46204-2770

Telephone Number: 317-232-2090

Fax Number: 317-233-4393

Email: Britney.McMahan@atg.in.qgov
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CERTIFICATE OF SERVICE

I certify that a copy of the foregoing "Administrative Complaint” has been served upon the
Respondent at the addresses listed below, by United States First Class Mail on this 24th day of
April 2024:

Scott Edward Mimms, M.D.
6905 E. 96™ Street, Suite 900
Indianapolis, IN 46250

E-Mail: drsmimms@gmail.com
Respondent

By: W@ﬂ#

Britney J. McMahan
Deputy Attorney General

OFFICE OF THE INDIANA ATTORNEY GENERAL
Indiana Government Center South

302 West Washington St., Fifth Floor

Indianapolis, IN 46204-2770

Telephone Number: 317-232-2090

Fax Number: 317-233-4393

Email: Britney.McMahan@atg.in.gov
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CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 1 1217)

INSTRUCTIONS

To peevent delay, please be sure 1o complele both sides of Tas form in flul. Please prnt diearly or lype. Do not inciude yoov Social Security Number

on s form or i any accompanying documents.  Please note: ¥ you have abeady cblaned a pdgment, o e 1s pending kgaton, we may be

mied or unable 1 take rther acton on your complant
Case No: 11701794

Indvdual Business

Sadutabon Street Address
ODet OOMe. OOMrs, EMs COJDr COMiss. O Rev
Full Name/Organizalon/Agency City State Zip Code
A Afideison Indsanapolis IN 46208
I an OrganezabonvAgency provide a Pnmary Contact Name County Daytme Phone
Manon 3177120369
Age Group Email Address
0 18-24 [026-34 [0 3544 (B 4554 (05550 160+
May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes
Are you or your spouse active military? E No O Yes

Name of Indmdual/Representative you dealt with
Dr_ Scott Mimms Scott Mimms and Staff
Street Address City State Ip Code
6905 E. 96th St Indianapois IN 46250
County Daytime Phone Email Address
(317) 3154343

3A Date of Transachon/Incident
November 21, 2020

3B Ifa Transachon, whal was the Transachon for?
) My busmess ] My famdyhousehold 1 My farm ] Non-Profit/Church

3-C. Where dd the Transachon'inadent occur? (check box whero applicabie)

3 My home

2] Al the locabion of the busness

[ Away from the locabion of the business
[ By maul

] By Internet/emal
[0 By tedephone

3 By Social Media
] Other

] Hedephoned the indwidualbusiness
[ 1 responded to a TViradio ad

CJ A person came o my home

[ 1 recenved informabon by emead

What was the very first contact between you and the Indmdual Busness?

[ | recerved informason i the mad

] Twent 1o the locabon of the business

[ I recenved a phone call from the business
] 1 responded 1o an offer on the ntemet

1 I responded 1o a panted
adverisement

] Other, descnbe below

3E  How dd you Pay?
] Cash

] Check ] instalknent Loan

=] Creddt Card/Pre-pay

1 Medcad
] Medwcare

] Pay-Pal

] Prwvale Inswrance

[ Wire Transfer
[ Other

3-F:  What, & any, is the Dollar amount associaled with your loss?

$20,000



BMcmahan
Exhibit A


CONSUMER COMPLAINT Page 2 of 2

& Yes OINo 4-A°  Dud you sign a wnilen agreement or contract? if yes, please attach a copy of the documentabon
@Yes ONo 48 Have you hired a prvale aflormney?
OYes N0  4C  Have you started a court action? If yes, please altach a copy of all court papers

U Yes & No 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Ackons Taken by Consumer - continued

@Yes ONo 4B  Have you complamed 1o the IndividualBusiness?  December 2020, Jan-March 2021
Somewhat, they only refunded $ 1800 and hed on my medical records

YesC] No 4-F:  Have you filed a complaint with any other agency? If yes, kst other agency. | dont know

Transachon/Incident Details

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes” to 4-E or 4-F above please mdude in Ihe fransackon’inadent detals bedow when you complained and whal achon was laken

Iwent in fo see Dr. Mimms in the summer/fall of 2020, 1 put a $500 down payment on a lummy tuck and bbl. A few weeks before surgery 1 was
tokd 1 needed 1o seperate the surgies due 10 weighing 180 and | needed 1o be 170, Two weeks before 1 went in for lab work and Cowd festing |
paid the remaining balance. The tolal was $5900 for both procedures. The day of surgery was Saturday, November 21,2020 | woke up dunng the
procedure and could feed what he was dong. When | was finally woke 1o leave, the staff hedped dressed me and | left. | was in alol of pamn, | look
the meds as prescnbed . | was so out of it (just sleepang) that | ddnt know that | was missing work the follow week. My brother came o check on
me and took me to Dr. Mimms office (4 was a evening appl). The faa they pul on was so bght that his staff had 1o cut it off. He sax 1 was
dehydrated and that he sent some meds to the pharmacy. | was lo return the next day. When | returned | was asked where were the meds that
he prescnbed. My brother nor | was aware thal we were supposed 10 bang the meds ( we hadn pecked them up yet). We left Dr Mimims office
Kroger saad he sent a script for | V meds. My wisits were Dec 1 and Dec 2nd, 2020 | was sent to Commurety North by ambulance Dec 3rd had to
eventually have 2 surgenes due to Dr Mimms. | almost deed dunng surgery . | have pictures, The hospital has the medical recoeds, | have text
message from ham and his stafl He called yelling al me saying that he doesn send hes pabents 1o Community North, efc. | was off of work for
over 3 months. | had home nurse visats 3x a week for months and weelkdy wound care visds | reached out to kawyer after lawyer. There was one
office that was contacting him Mary Wannemuehler of Caress Workand Law Group on College Ave | can drop off peclures of emad

I want his hoense laken, resmbursement for what | paid, | owe $5 000+ to the doctor al Communety Noeth after my insurance pasd the rest. Whide
off work, | rec’d 60% of my pay & want him lo pay the 40% my shoet 1em disabibty ddn pay  Also something for pain and suffenng

WHAT HAPPENS NEXT?

The Consumer Protection Division will send a copy of your complaint to the

Office of Atlomey General
Consumer Protechon Dyvision
Government Center South, 50 Floor
302 W. Washanglon Streel
Indianapols, IN 46204
317-232-6330) (phone) = 317-233-4393 (fax)
www IndsanaConsumer com

respondent individualibusiness or licensed professional Ths office cannol disclose
your complamnt against a hicensed professional to the public unless thes office fles a
descplinary achon aganst the icensed prolessional. This office represents the State of
Indsana and is imided in the remedies d can pursue. You may be entitled o
compensahion or other nghts thatl we cannot pursue for you In addition to fling this
complami, you may want to consider contaching a prvate attormey or your local small
clams court




CONSUMER COMPLAINT Page 2 of 2

Yes [INo The nature of the complaint and the individual/business name

Do you cqnsent tq disclosing thg > Yes [INo Your name
following information to the public?
Yes [1No Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

January 25, 2023

Rogina Anderson
Date

Your signature




Office of the Indiana Attomey Genesrsd
(R§/12-1M)

To privvent delay, pleass e s 10 compiele both sides of this form in ful. Plaasa print cearly or typs. Do not inclucle your Scclal Security Number
on this fom of In eny sccompanying documents. Plsase noy: If you have aiready cbtsined a udgmant, or tham s panding Rigadon, 'we may be
imided or unalble 1o take furfher action on your comglaint,

Sajutation Street Address

Ow. [Oms. @fs. Oo.  Dws DRev.
Fill Nama ox Omanizatine/Anancy .951 . l-‘\:.flat&‘ Zip Code
—— 'LV—ﬂS: — - N.Q, - -
If an Crganization/Agancy provide a Primary Contact Name County Nastima Phona
(P (A |
Age Group Email Address
D124 254 Dss-u 45-54 []558¢ Dem
| May we contact you by email? If yes, we will not contact you by reguiar mail R¥es [no
Are you of your spouse active miltary? ] Yes D),“_/

f I [Business Name of IndividualR lative you deall with

Vi s Dr. See e
t‘fd S € UM Y oS ‘jlmJ YIS

% DaySme Phone Email Adérass
D N (NSAB =14
t 3A: Dateof Tramaw Incident 3B:  WaTransaction, what was the Transacticn for?
J a3-%- a0 [IMybusiness [ Myfamilyhousehold  [IMyfarm [ Noa-ProfitChurch
| 3-C:  Where did the Transactionfincident occur? (check box wheve appicabio)
[ My home [ 8y Internel/Email
(] At the location of the business [(] By Telephone
(] Away from the location of the business (work, conventian, ef.) ] By Sccial Media
[ By Mai 00 Oter . OFFce
3-D:  What was the very firs! contact between you and the individualBusiness? -
[ I telephoned the individualtwsiness  [[] | regsived informaion in the mail [ 1 responced to 8 printed advertisoment
(] | respanded to a TViradio ad Q’ﬁe:ne:tommﬂm of he business [] Other, describe below:
] A person came to my home [[] 1 received a phone call from the business
()| received information by email (] 1 respanded to an offer on the intemat &
3E  Howdidyou Pay? o ’ ' o
) Cash (E{ediv CardPre-Pay  [] Medicaid [ Pay-Pal [C] Wire Transfer
, [ Check D instaliment Loan [[] Medicare [ Private Insurance ] Other
| 3F:  What, if any, smeDoaarammtassodacodm'tmos7 1&5563

Did you sign a writlen agreement or contract? If yes, please attach a copy of the cocumentation,
[OYes ZINo  4B: Have you hired 3 private attomey?
[]Yes jZfNo 4-C; Have you started a court acion? If yes, please attach a copy of al court papers.
(] Yes m No 4-0;  Have you sued, or have you bean sued, over this incidentransaction? If yes, please attach a copy of all court papers




CONSUNER COMPLAINT Page 2o 2

Plves [INo  &4E: Haveywu ccnﬂamod 10 the IndidualBusiness?
| [J Yes % 4-F: Have you filed  complaint with any othar agency? If yes, list other agency:

| Frease remember b atach a copy of ol documentation involved ferder blank, warranty, cred car mcaipt and strement, invoion, coniract or writlan sgrosmant, adverisamant. Ganceliad
| ehesk comespondance ele) Please pint clearty of type. Do Not Inciude your Saclal Security Number

‘ 11)'00 answered "Yes' 10 4-E or 4-F above, please indude thase cetads 2iso with your descripiion of the Transactionincident.
T W\ modee copy M brawe Ahem N
'ED%(A A

ey M_QJ_MMS_B_&:\_BD_LM_M_\M_‘ ‘
O SAwW %DH& QCAS._\._J’L:\L_X_\_C&)‘EM’\_\-‘U_%}IQML-
ng_»t__g»___!b@_&_fr e belhf Beuentd ol

Consumef Protection D' ision will send a copy of your complaint to the Office of the Indiana Attomey General

) . busing professional. This office cannot disclose | Consumer Protection Division
wu oomplair't aganst a bcemed prdessonal to the public unless this office files a , Gavernment Center South, 5® Floor
disciplinary action 2gainst the Scansed professional, This office represents the State of 302 W, Washinglon Street
Indiana and is imited in the remedies it can pursue. You may be entiled 1o compensation | Indanapolis, IN 46204
or other rights that we cannot pursue for you. In addiion 1o fiing this complaint, you may 317-232-6330 (phong) « 317-233-43¢€3 (fax)
want to consider codawwg 2 pnva%e attorney or your local smal l claims court www.IndianaConsumer.com

a} The nature of the compiaint and the individualbusiness name
2 [Oves Your name
[]ves Your phone number

Do you consent o disclosing the
following information %o the public?

I affirm, under penalties for perjury, that the foregoing representations are true. | consent t the Consumer Protection Division obtaining or releasing
any information in furtherance of the disposition of this complaint. | consent 1o the release of infermation inckuded in this complalnt to cler public
agencies attampling to discover angoing fraudulent patterns or practices and for the purpose of law enforcement. | understand that | should not
include my Social Security Number in any information submitted to the Consumer Prolection Division. If | do provide my Social Security Number, | |

ersady onnsant in tha discinsim oftny Social Sar ity Number in accordance with Indiana Code § 4-1-10-5(2). '

) ~ N-K. 0%

A

| YGur signalure Date .




CONSUMER COMPLAINT

Ofhice of the Indana Atlomey General
(RS 1 12-17)

INSTRUCTIONS To peevent delay. please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude yoov Social Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1 Lake krther acton on your complant

Case No: 11701684

Salulabon Streel Address
ODel COMe. OOMrs, A Ms. CIDr. [COMiss. [ Rev

Full Name/Organizabon/Agency City State Zip Code

Viaidass Back Indsanapolis IN 46278

It an Organzabon/Agency provide a Pnmary Contact Name County Daytime Phone
Manon

Age Group Email Address

() 18-24 (D 25-3400 3544 [0 4554 (05559 [0 60+

May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes

Are you or your spouse active miitary? E No O Yes
Indvidual Business Name of Indmdual Repeesentative you dealt with
Dr_ Scott Mimms Dv. Scolt Mmms
Street Address Caty State Ip Code
6905 E 96th St Sude 900 Indianapoks IN 46250
County Daytime Phone Email Address
(317) 3154343

Date of Transachon/Inciden 3-8 Ifa Transachon, whal was the Transachon for?
011572021 1 My business E] My famdyhousehold [ My farm £ Non-Profit/Church

3-C. Where did the Transachon'inadent occur? (check box whero applicabie)

3 My home ] By Internet/email
(2 Al the locabon of the business [0 By tedephone

[ Away from the locabion of the business [ By Socal Media
[ By maul ] Other

3D What was the very first contact between you and the Indvdual/ Business?

[ Hedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O 1 responded to a TVirado ad CJ Twent 1o the location of the business advertisement

I A person came fo my home I I receved a phone call from the business ] Other, descnbe below
[ 1 recerved informabon by emad CJ 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

Cash (] Credit Card/Pre-pay 1 Medicad ] Pay-Pal ] Wire Transfer
] Check [ Instaliment Loan ] Medicare [ Prwvale Insuwance [ Other

3-F:  What, d any, 1s the Dollar amount associated with your loss? | $$6,800




CONSUMER COMPLAINT Page 2 of 2

ClYes OONo  4A  Dud you sign a wnllen agreement or contract? Iif yes, please attach a copy of the documentabon

OYes @No 48 Have you hired a pavale afiorney?

OYes N0  4C  Have you started a court action? If yes, please altach a copy of all court papers

O Yes B No 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Achons Taken by Consumer

& Yes [ No Have you complamed 10 the Indmvidual Business?  All of 2021 after procedure
No

YesE No 4-F:  Have you filed a complaint with any other agency? If yes, kst other agency. No

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes”™ 1o 4-E or 4-F above please mdude in Ihe Fansachonincdent detals bedow when you complained and whal achon was laken

Iwent into Dr Mimms office for a plashc surgery procedure called Lipo 360 (kpo suchon of the abdomen and back). Whila | was there, Dr Mimms
talked me nlo transferning the fat to other parts of my body (hips and butt) which is atso known as a Brazikan Butt Lt (BBL). They msisted that o
was so easy and | would nol have any pain and that we might as well use the fal nstead of throming # away.  Afler some thought, | decded to go
ahead and get the full procadure BBL. Litie did | know, that would end up being the worst decision of my e, | came n for Bus 4-5 hour
procedure and | didn't wake up unil 9 hours laler. Al one point, | woke up mn the meddie of the procedure and | was the ondy person in the room
No one was mondoring me. Afles the procedure, | went home and was expecied back in the office the next day. When | came in the next day |
starled nobcng some magor 1ssues. He referred me to a Nurse who was domg my massages which are requered afler surgery. She is the one
who noticed that my skin was hol 10 the fouch and really red which means INFECTION. | had a full blown nfechon i my body and when |
confronted ham about he bed and sasd it was not an infechon. This nfechon got so bad that my skin busted wade open in 2 different places on my
buttock and all of he fat fell out onto my kitchen floor. It was the most disgusting and shocking thing | have ever expenenced. Instead of hamn
admithng that 1 indeed had an infechon, he continued 1o ke and sand d wasn't. If # wasn't for the nurse that | heed, | would have been dead He
had zero care n the workd. He also sad he needed 1o drain the fal, so | came back 10 s office 1o get it draned. My appointment was at 5 am, |
showed up and NO ONE was there. Doors wese locked. He s neghgent and does nol care about hes pabents. | was left severely scarred and
deformed. | ended up gong to Miami this past year to get reconstruchve sur 1o fix the mess he left me with

His license needs revoked. He has now killed at least 2 people that | know of and | know other people around the city who are aiso deformed and
permanently scarred from his ‘work’. I s unfaar that he keeps taking money from women and leaving them deformed. | also want to look into
sung hem_| just haven't found an atlomey who will deal with plashc surgery malpeactice

a { lai
respondent individual/business or licensed professional Ths office cannot disclose
your complant against a icensed peofessional to the public unless thes office lles a
descaphinary achon agamst the hcensed professional.  Thes office represents the Stabe of
Indkana and 1s imwled in the remedies f can pursue. You may be entitied to

Office of Allormey General
Consumes Protechon Deasion
Government Center South, 5 Floor
302 W. Washmgion Streed

Indianapohs, IN 46204

compensahon or other nghts thal we cannot pursue foryou. Inaddiontofilingthis | | 4.7 429 o
complant, you may wanl ko consider contacting a prvale attorney o your local small
clasms court

www IndsanaConsumer.com




CONSUMER COMPLAINT Page 2 of 2

Yes [INo The nature of the complaint and the individual/business name

Do you cqnsent tq disclosing thg > Yes [INo Your name
following information to the public?
Yes [1No Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

January 24, 2023
Date

Vanessa Beck
Your signature




CONSUMER COMPLAINT
Office of the Indana Atlomey General
(RS 1 12-17)

INSTRUCTIONS To peevent delay, please be sure 10 complele both sides of Tws form in flul. Please prnt diearly o lype. Do not inciude yoov Social Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
lmied or unable 1 take hrher acton on your complant

Case No: 11708845

Salulabon Street Address
ODel COOMr. OOMrs, A Ms. CIDr. [COMiss. [ Rev

Full Name/Organzaion/Agency City State Zip Code

Lakaya Blissit CHICAGO IL 60620

If an OrganzabonvAgency provide a Pnmary Contact Name County Daytme Phone
Oult'State County

Age Group Email Address

[ 18-24 [025-34 (03544 04554 156558 (60

May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes

Are you or your spouse active meitary?

Indvidual Busmess Name of Individual Repeesentative you dealt with

Dr_ Scott E Mamms Dr. Mimms and Staff
Street Address City State Zp Code
6905 E 96th Suile 900 Indianapoks IN 46250
County Daytime Phone Email Address
(317) 598-0004

Date of Transachon/Incident 3B Ifa Transachon, whal was the Transachon for?

12121/22 G My busmess T My famdyhousehold T My farm £ Non-Profit/Church
3-C. Where dd the Transachon'inadent ocour? (check box where applicabée)

3 My home ] By Internet/emal

O A ihe locaton of the business 3 By telephone

[ Away from the location of the business [ By Socal Media

[ By mail ] Other

3-D:  What was the very first contact between you and the Indvdual Business?

1 Hedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
1 I responded to a TViradio ad CJ T went 1o the location of the business advertisement

CJ A person came fo my home I I recenved a phone call from the business ] Other, descnbe below
[ | recerved informabion by emad CJ 1 responded 1o an offer on the Intemet

3E  How dd you Pay?
1 Cash =] Creddt Card/Pre-pay 1 Medicad ] Pay-Pal ] Wire Transfer
] Chedck ] instaliment Loan ] Medicare O Prwale Insurance [ Other

3-F.  What, d any, 1s the Dollar amount associaled with your loss? | $$6500




CONSUMER COMPLAINT Page 2 of 2

ClYes @No  4A  Dud you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon

OYes @No 48 Have you hired a pavale afiorney?

OYes N0  4C  Have you started a court action? If yes, please attach a copy of all court papers

O Yes B No 4D  Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Achons Taken by Consumer

& Yes (I No

Have you complamed 10 the IndividualBusiness?  Staring m lale January 2023
No!
YesC] No 4-F:  Have you filed a complaint with any other agency? If yes, kst other agency

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes”™ 1o 4-E or 4-F above please mdude in Ihe Fansachonincdent detals bedow when you complained and whal achon was laken

I had plastic surgery with this doclor and since then have had some compbcabons. | slarted with askang hum to address them but he/staff would
blow it off and geve minimal advice on how %o handle it. He went as far as to suggest | see my PCP 1o get realment. He also suggesied that | et
the lymphabic person that | go to drain me. | then laler found out that hes hcense was up i queshon and | asked him about # and he assured me
that they were vahd bul then he expianed that he wouldn be able 1o wrile me a presenphion for my infechon

There has been so many red flags with thes doclor bul because | have already went through the surgery with ham, | need hem fo fix the problem
and be accountable for his mestake that he did dunng my surgery that has caused thes pam and discomiont. | have pictures and texts that will
support my complaint but | wish to hold unbl 'm confacted because these are nude pictures of myself and | do not want them in the wrong hands

Sechon ¢ How would you ke your Complamt resolved?

I would first lke o know if hus hcense was vahd anytime during my surgery pre of post op. | then wanlt a full refund of my surgery and the aftes
care that | am currently paying for which s now at $2300. 1 also want the money | had to spend on his Arbnb $900 and the cost of my meds
because | had lo come out of pocket because of hes neglect achons. Thal was aboul $45

I also want him not 1o be able o prachice unbl he returns foo school and maybe do an intemshep with prachce

AT HAPPENS NEXT?

T P ti ivi will f your laint to the
respondent individual/lbusiness or licensed professional Thes office cannot disclose

Otffice of Atlomey General
Consumer Protechon Deasion
Government Cender South, 5" Floor
302 W_Washangion Street
Indianapolis IN 46204
317-232-6330 (phone) « 317-233-4393 (fax)
www.IndanaConsumer com

your complamnt against a hcensed professional lo the public unless thes office Nes a
descplinary achon agamst the icensed professional  This office represents the State of
Indana and 1 imed in the remedies d can pursue. You may be entiled to
compensahon or other nghts that we cannot pursue for you. In addiion to fling s
complant, you may want to consider contachng a prvate attorney or your local small
claams court

Venhcahon

E Yes CINo The nature of the complant and the indimdualbusiness name
2> & Yes CINo  Your name
OYes EINo Your phone number

Do you consent to disclosing the
folloming information fo the public?

| affiem, under penalbes for perjury, that the foregong repeesentabions are true | consent to the Consumer Protection Divison oblainng of
releasang any nformation in furtherance of the dsposshon of this complaint. | consent to the release of mformabon mcluded n this complamnl
1o other publc agencies attemping 1o discoves ongong fraudulent paliems or prachces and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any informabon submitted fo the Consumer Protection Dwision. If | do prowde my
Soaal Secunity Number, | expressly consent 1o the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

Lakiya Blisst March 22, 2023
Your signature Date







CONSUMER COMPLAINT Page 2 of 2

Section4  Actions Taken by Consumer

OvYes 400  4-A: Did you sign a written agreement or contract? If yes please attach a copy of the documentation.

O Yes TINo ~ 4-B: Have you hired a private attorney?

O Ye Na 4-C:  Have you started a court action? if yes, please attach a copy of all court papars.

OYes BNo  4D: Have you sued, or have yau been sued, over this incidentffransaction? If yes, piease attach a copy of all court papers.

Section 4 Actions Taken by Consumer - continued f
[AYes O No 4-FE: Have you complained to the Individual/Business?

AATEs O No 4-F:  Have you filed a complaint with any other agency'? If yes, list other agency:

Section5  Transactionfincident Details - artach add:tfonaf pages if necessary

Piease remember to attach a copy of all documentation involved (order blank, warranty, credit card receipt and statement, invaice, confract or written agreement, advertisement,
cancelled check, correspondence ete). Please print clearly or type. Do Not Inciude your Social Security Number.

if you answered "Yes” to 4-C or 4-F above please inciude in the transaction/invident detaiis below when you complained and what action was taken,

//;gec/fcﬁ;/ MelfenChse oo o G
:?‘"\ 1

Z
p 5( Ctﬂt///'j 0’/77")”9(’7#/[/—6\’}/@ Cj&
20% oy € Pl’bp@? 71(% (f 72 Care Aﬁ)’@ﬁs

Section 6 How would you like your Complasnt resolved?

A’cwj,} Q f‘?)fﬂ/ <& LJ Cf F’)@/ Cﬁ”'};?d’l)w%/ﬂ [ (]? 7

Section?  WHAT HAPPENS NEXT? . Section 8 Mail Completed Forms to:
The Consumer Protection Division will send a copy of your complaint to the
respondent individual/business or licensed professional. This office cannot disclose
your complaint against a licensed professional to the public unless this office files a

g

:’77(_}/6’_”

Office of Attorney General
Cansumer Protection Division
Government Center South, 5 Floor

disciplinary action against the licensed professional. This office represents the State of 902 W. Washinaton Street

indiana and is limited in the remedies it can pursue. You may be entitled to [ndiaﬁapolis ;IJ\J 46204
compensation or other rights that we cannot pursue for you. In addition fo filing this ”/ ' 317-232-633 (phone) ', 317-233-4393 (fax)
complaint, you may want to consider contacting a private attorney or your local sma www.IndianaConsumer.com

claims court. ' '

Section 8 Consent and Verification

2 Yes ONo  The nature of the complaint and the individual/business name

Do you cqnsent tq disclosing th(=T es ONO  Your name
following information to the public?
Yes O No  Your phone number

| affim, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of infarmation included in this comptaint
to other public agencies attempting to discaver ongaing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not jnclude my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
%r [ expressly consent to the disciosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

Your signature \’<\/~<7 {’C}—ﬁ Q/? p Date }’7[ : @ 2@ Z«;




CONSUMER COMPLAINT
*| Office of the Indiana Attomey Genaral
=/ IR&!11-18)

INSTRUCTIONS:  To prevanm delay, please 52 sure jo complels both sides of this form = ful  Please prot caady or type. Do nof inciude yoor Social Secarity Nember
on v form of In 2y occomparying documents. Please nofe: If you hove aleady chinned 3 uogment. or there Is pending igaton, we may be
brrvded o unable 10 take Lirther action on your complant

Case No: 11701567

| Saiytation Street Address

‘Dom 0 We. O Mrs, ?Ms 0 Or. O Miss. O Rev.
/Crrl(_/ E‘fr//é'/b

" Full Name/Organization/Agency Ciy | sute | ZipCoce

s | Zadpls

| IFan OrganzatonvAgency provde a Primary Contact Name County Daytme the
(Tevisrs 317-699-3 160

|

| Age Group Emai Address
| 01824 025-34 D35-44 [H45-54 (05559 D160+

‘May we contact you by emall? If yes, we will not conrtact you by reguiar mai Yes ONO

Are you or your spouse actve military?

| Indid U8y
/ mssgw‘f/ //’/fzms

| Name of IndhvidualRepresantative you dealt with

| Street Address S«me | Zp Code
@_@-5__ Gt S Sigtom| Zabpto | 2| #t50
0 Phone | Emai Adcress
z/‘e /715'&#"
3A: Dme of Transackon/Incident 3-8: If a Transacton, what was the Transaction for?
/ 4. e 4 // 0O My business géuamtly.hwserold O My farm O Non-Prof@/Church

t 3.C: Where did the Transaction/inodent accur? [eheck box shere apyicadie) i
0 My home 0 By Intemetemail
0 At the location of the business O By telephona
0 Away from the location of Ihe business O By social media

0O By maid r
= 2 e s % Klespel<l Aerthe

2.0:  What was the vary firs! contact batween you and the IndividualBusiness?

lephoned the individualbusiness O | received information in the mail DO | responded ko a printed advertsement
| responded to a TV/radio ad O I'went to the locaion of the business [ Other dascribe below
0 A person came to my home D | racaived 2 phone call from the business
0 | received nformation by emad O | raspondad to an offer on tha Intarnet
3E  HowdidyouPay? ek I "= N —
O Cash O Credtcardipre-pay O Medicaid O Pay-Pal O Wire transfer
O Check O Instatment Loan O Medicare }Qﬂm rsurarce O Other

| 3F What, L a0y, is the Doliar amount associated with your loss? /714 / 2 \é—L //j/ Desp)
E G ’ o~
/| Stppens o




CONSUMER COMPLAINT Page 2 of 2

EYes OO No 4-A: Did you sign a written agreement or contract? If yes, please attach a copy of the decumentation.
O Yes E/o 4-B:  Have you hired a private attorney?
O Yesg E@o 4.C:  Have you started a court action? If yes, please atiach a copy of all court papers,

Have you sued, or have you been sued, over this incident/transaction? If yes, please attach a copy of all court papers.

" Have y plained tohe Individual/Business?

O Yes%ﬂo 4-F:  Have you fited a complaint with any other agency? If yes, iist other agency:

Please remember to attach a copy of alf decumentation invoived {order blank, warranty credit card receipt and statement, invoice, contract or written ag{eement advemsement
cancelled check, correspondance etc). Please print clearly or type. Do Mot Inciude your Social Security Number.

If you answered "Yes” to 4-F or 4-F above please include in the transaction/incident details below when you complained and what action was taken.
jp— . t , /. . | . )
P u(,u @7@ /)f 5@#’ Al b im 2 J7e S&V{/;}é Oy By
A fprert 5%’@%0 jeitsnads - Lonid, Crrppbads i,
—_— %
M% Kok s AT

L ES /) &Cﬁfzﬁu ol
}/- ’}//7[,{/ 5(01L_/// é ﬂf&jmfif‘é

L)/f 5@‘#/{’/””5"/5

7\

Office of Attorney General
Consumer Protection Division

o . : . . C Govermnment Center South, 5t Fleor
disciplinary action against the licensed professional. This office represents the State of 302 W. Washington Street

The Consuer Protection Division will send a copy of vour complaint fo the
respondent individualbusiness or Jicensed professional. This office cannot disclose
your complaint against a licensed professional to the public unless this office files a

Indiana and is limited in the remedies it can pursue. You may be entitied to Indianapolis, IN 46204

compensation or other rights that we cannot pursue for you. In addition to filing this 317-232-6330 (phone) * 317-233-4393 (fax)
complaint, you may want to consider contacting a private attorey or your focal smatl

www.IndianaConsumer.com

i ) Al Yes ONo  The nature of the compiaint and the individual/business name
Do you consent o disclosing the 4"y 7 No Your name

following information to the pubkic? =
| P :E‘I/Yes ONo  Your phone number .

[ affirm, under penalties for perjury, that the foregeing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
io other public agencies attempting to discover ongoing fraudulent patierns or practices and for the purpose of law enforcement. | understand
ificlude my Social Secufity Numberin any information submitted fo the Consumer Protection Division. If # do provide my

E}/)al«SecuLSty umber, | expréssly £o ent terth 25% of my oua)Securty /mber in 76rdance with Indiana Code § 4-1-10-5(2).

)

(oot
Nor mgnéture {




CONSUMER COMPLAINT

Ofhice of the Indana Atlomey General
(RS 1 12-17)

INSTRUCTIONS To peevent delay, please be e 1o complele both sides of Ts form in ful. Please prnt diearly o lype. Do not inciude yoov Soclal Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o take hrther acton on your complant

Case No: 11710433

Salulabon Streel Address
ODet COMr. OOMrs, A Ms CIDr. [COMiss. [ Rev

Full Name/Organzaon/Agency City State Zip Code
Fishers IN 46037

I an Organezabon/Agency provide a Pnmary Contact Name County Daytme Phone
Hamsiton

Age Group Email Address

) 18-24 [025-34 (B 3544 (4554 (05559 160+

May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes

Ase you or your spouse active military? E No O Yes
Indnvidual Business Name of Individuak Representative you dealt with
Dr_ Scott E Mimms IN
Street Address Caty State I Code
6905 E 96th St # 900 Fishers IN 46250
County Daytime Phone Email Address
(317) 598-0004

Date of TransachonIncident 3B Ifa Transachon, whal was the Transachon for?
04/1572021 1 My business [ My family/household T My farm [ Non-Pro@/Church

3-C.  Where dd the Transachoninadent ocour? (check box whero appbicable)

[ My home ] By Internet/emal
(2 Al the locabon of the business [0 By tedephone

[ Away from the location of the business [ By Socal Media
[ By maul ] Other

3D What was the very first contact between you and the Indwdual/Business?

[ HHedephoned the indwidualbusiness I | receved informason in the mad 1 I responded o a prnted
[ I responded to a TViradwo ad CJ Twent o the locabon of the business advertisement

CJ A person came fo my home 3 I receved a phone call from the business ] Other, descnbe below
[ 1 recerved informabon by emad CJ 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Medscand ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medicare O Prwale Inswance [ Other

3-F:  What, & any, s the Dollar amount associated with your loss? | $4.000




CONSUMER COMPLAINT Page 2 of 2

Sechon 4 ‘:“'hl“‘(J-'l‘.h'h‘!

ClYes CONo  4A  Dud you sign a wnilen agreement or contract? If yes, please attach a copy of the documentabon
OYes @No 48 Have you hired a pavale alforney?

O Yes B No 4-C.  Have you slarted a court achon? If yes, please attach a copy of all court papers

U Yes & No 4D  Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Ackons Taken by Consumer
@Yes ONo 4-E Have you complamed 1o the IndvidualBusiness? In 2021 and 2022
No
YesE No 4-F.  Have you filed a complaint with any other agency? If yes, kst other agency: No NA NA

Transachon/Incdent Detais -~ altach adddional panes if n

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
| cancefled check, comespondence elc) Please pont deary or type. Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe fransackon’inadent detals bedow when you complained and whal achon was laken

Dr. Scoft E Mimms. MD, performed Iiposucion on my sfomach on /152021, The surgery left my stomach dishgured. | called his office over and
over again. The Dr. Mimms workers would schedule follow up appomntments from me 10 meed with him_ 1 would show up 1o the office on 968t in
Fishers | would wart for Hours and her would never show up. The office staff would say that he was shill at work al Community Hospilal i
Indanapolis. | am so unhappy with the work and the lack of unprofessional care. My stomach 1s really dsigured

WHAT HAPPENS NEXT?
T i will a f i hi
respondent individual/business or licensed professional Ths office cannot disclose
your complant against a hicensed professional to the public unless thes office Hes a
descaphinary achon agamst the hcensed professional. This office represents the State of
Indana and 1S imied in the remedies f can pursue. You may be entiled to
compensahon or other nghts that we cannot pursue for you. In addihon to filing this
complant, you may wanl ko consider contachng a pavate attorney or your local small
clasms court

Office of Allormey General
Consumer Protechon Drasion
Governmenlt Cender South, 5 Floor
302 W_Washmngton Street
Indianapols, IN 46204
317-232-6330 (phone) = 317-233-4393 (fax)
www IndsanaConsumer com

nsent and Venhcahon

& Yes CINo The nature of the complamt and the indivdualbusiness name
2> OYes ENo  Your name
DYes ENo Your phone number

Do you consent 1o disclosing the
following nformation to the pubkc?

| affem, under penalbes for penury, that the foregoing representations are true. | consent to the Consumer Protecton Dmasion obtainng or
redeasng any nformation in furtherance of the disposstion of this complaint. | consent 1o the release of information nduded n this complant
1o other publc agencies attemping 1o discover ongomng fravdident pallerns o prachces and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any information submitied to the Consumer Protechon Division. If | do peowsde my
Socal Secunty Number, | expressly consent lo the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

Aprd 42023
Your signature Date




CONSUMER COMPLAINT
Otfica of the Indlana Altormey Ganeral
(Re 7 11418)

on this form o In any sccompanng
Ferslact o uabie 15 takos Bartr action on your comglant,

FAL N, F.O0L/002

To prevent delay, piesss de sure % complete both shdes of ths “om n Al PRsse pant diatly of type. Do nol imchede your Social Secanty Number
documents. Please node ¥ you bave aeady obtained & jadgmand, or o 1 panding igation, we oy be

Case No: 11696954

Street Address

O Det. O Me. O Mrs. O Ms. @ Dr, O Miss. [ Rev.
Full Nama/Organization/Agency Cty State Zip Codo B

Jason Cacioppo, M.D. Indianapolis IN 46256
If an CrgarizationAgency provide a Primary Contact Nama County Daylima Phone

Marion (317)621-2200

Age Group Emall Address
D1824 (12534 (3544 (345-54 016559 O160+

ndividuai’Business

Are you or your spouse active millary?

| May we contact you by emai? If yes, we will not contact you by regularmal | & Yes O No

O Yes B No

3A Date of Transacsonfincident
Daecamber 2022

3-8 Wa Transaclion, what was the Transacson for?
D My business O My fardyhousehold 0 My fann O Non-ProfitiChuech

Name of IndviduatRepresentative you destt with
Scott Mimms, M.D. !
Streat Address City State Zip Code
6905 E 96th St Suite 900 Indianapolis IN 46250
County Daytima Phone Email Address !
(317)598-0094 |

0 My homa

[ Al the locaton of the business

0 Away from the location of the dusiness
O By mal

30 Where did the Transactionvinddent conur? (check box wheve appbcabis)

0 By Intermet/email
0 By wslephone

[ By soclal media
[J Other

O | telephoned the indimduabbusiness O | received
O 1responded b & TVirado ad
[ A person came 10 my home

O I received information by emall

O | recohved

O [ went to the iocation of the business

3D: What was the very first contact betwaen you and the IndividuabBusiness?

information in the mai 0 I responded to a prirted advertisement

[ Other, deacrbe balow
a phone call from the business ' e

11 respended to an offer on the Intemet

3E:  How did you Pay?
1 Cash O Credit cardipre-pay [ Medicakd 0 Pay-Pal 00 Wire transfer
O Chack O nstaliment Loan D Medicare ) Private Insurance 0 Other

3F:  Whal, !f arry, Is the Dollar amount associsied with your loss?
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CONSUMER COMPLAINT Page 2 of 2

Seclion 4 Actions Taken by Consumer
O Yes A No 4-A;  Did you sign a written agreement or contract? If yes, please attach a copy of the documentation,
[ Yes [E No 4-B:  Have you hired a private altomey?

[ Yes 4 No 4-C: Have you started a court action? If yes, please attach a copy of all court papers.

EVYes ElNe 4-D:  Have you sued, or have you besn sued, over this incident/ransaction? If yes, please attach a copy of all court papers.
Soction4  Actions Taken by Consurner « contintiad

O Yes B No 4-E:  Have you complained to the Individual/Buslness?

[l Yes [ No 4-F:  Have you filed a complaint with any other agency? If ves, list other agency:

Section 5 Transaction/lncident Ostails — atfach additional pages if necessary

Flease remember to attach a copy of all documentation invelved (arder blank, warranty, credit card receipt and stalement, invaice, contract or written agreement, advertisement,
cancelled check, comespondence etc). Pleass print cleatly or type. Da Not Include your Soclal Securlty Number.

If you answered "Yes" to 4-E or 4-F abova please Include in the transactionfincident details helow when you complained and what action was taken,

Dr Scott Mimms is a general surgeon in Indianapolis who is performing Plastic Surgery procedures here in Indlanpolis
for several years. He has not received adequate training for these procedures in that he completed a general surgery
residency and NOT a plastic surgery residency. A recent expose aired on Channel 4 news on October 31, 2022
highlighted his inadequacy and the many Indiana patients he has harmed by performing plastic surgery procedures
sometimes with disastrous results.

| am writing this because | have knowledge of 2 NEW DEATHS that have occured by his hand in this PAST WEEK
alone. Despite his trail of carnage and negative publicity over the years, Dr Mimms continues to offer plastic surgery
to Indiana _pe_ltients. | myself am Board certified in both Plastic and General Surgery and know the limits and scopg of

I'm asking for an immediate suspension of Dr Mimms Indiana medical license to keep Indiana residents safe frgm hisg
negligence and seeking a thorough investigation by the state of Indiana. | have no doubt that a permanent

OO YA o oom) ) g

Seclion 8 Mail Complated Forms Lo:

The Consumer Protection Division will send a copy of your complaint to the

respondent individual/business or licensed professlonal. This office cannot disclose ngﬁ;g]; !A,trtgg;?gs%ﬁ;?:m

your complaint against a licensed professional fo the public unless this office files a Government Center South. 5% Flaor
disciplinary action against the licensed professional. This office represents the State of 302 W. Washington Street

Indiana and is limited In the remedies it can pursue. You may be entitled to Indiaﬁapnlis IN 46204
compensation or ofher rights that we cannot pursue for you. [n addition to filing this $17-232-6330 (phone) " 317-233-4393 (fax)
complaint, you may want to consider contacling a private attomey or your local small www.IndianaConsumer. com

claims court. ' ’

cC

Section 9 Consent and Verification

‘ o M Yes LINo  The naturs of the complaint and the individual/business name
Do you cansent to disclosing the @Yes CONo  Your name

following information to the public?
g P LdYes CINo  Your phone number

| affirm, under ppaitios for perjury, that the foregoing representations are true. 1 consent to the Consumer Protection Division obtalning or
releasing any igfofmation in furtherance of the disposition of this complaint. | consent to the release of infarmation included in this complaint
to other public/agencies attempting to discover ongoing fraudulent patterns or practices and for the pumose of law enforcemant. | understand
that I should fiet |nclude my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Securfty Nomber, | expressly eansent to the disclosure of my Social Security Number in accordanca with Indiana Code § 4-1-1 0-5(2).

A 12/9/2022

Your signaw U f) Date




CONSUMER COMPLAINT
Office of the ingana Attomey Genaral
IR £ 11418

To praven delay. Dase De sUE 1 cowpiate Bath sides of Bis om in Ut Plase print deardy ot type. Do nof inchude your Social Security Numbder
o s form o1 (0 any ssoomoanying documents. Please nofe: T you have slraady ottaned 3 udgment, or these is panding Migaton, we Mmay te
fritad or unable 15 ta'se further action en your compiant

Case No: 11701617

Section 1 Your informabion
Salutation Stroel Addrass
G Det. O M. B Mrs, O Me. O DOr, O Miss. O Rev

Full Name/Organizator/Agency | City State ZoCoce
| Skohane Reace Cotlns founhatown) \Nn Yt
If an Ol'gafczahon'»\ger\ty provide a Primary Contact Name County | Daybme Phene
i =
- Shlty, @ |3smow
Age Group | Email Acdr esj
04624 02534 03544 [M5-54 05559 (160« |
i May we confact you oy email? |f yes, we‘wif not coniact you Dy reguiar mall | O Yes @@ No

| Are you or your 5pouse ective mivary? D Yes K No

,,,,,

indnidualBusiness . ’ Nams of individualiRepresentative you deah with

- DEScott M.mms MD DR Seotd M imms. Ml}jlmd_Spl
Strest Address ) | Caty Stats Zip Code

L b304 €. Uthst Sl 900 ?Jndp/s I Y250

Daytime °'me 3!7#(,77#3(/4’;( | Emai Address

Sechion 3; Transacton/Incident Details
3-A:  Date of Transaction/incdent

 DSene 2802022 [ pet L™ 2022

3.C:  Vimere dd the Transallion/incidant occur? {(check bax where appicatis)

3-B: fa Transaction, what was the Transaction for?
O My business O My familymousehelc O My farm O Non-Profit'Church

O My home I By Intemevemall

+PAL the location of the business [0 By tefaphona

O Away from the location of the business O By social media ;
0 By mall O Otner

3-D:  'What was the vary first contact between you and the Individual/Business?

' 0 1 1#lspnoned the indvidualtusiress 0 | raceived information in the mai 01 | responded 10 a printed adventiserrent
O I responded fo a TViradio ad $2 | went to Iha ‘acation of *ha business O Othar. describs below
0O A person came lo my home 0 | received a phone cali from the business
O 1 receved information by emal 0O | rasponded o an offer on the Internet

JE:  MHow gid you Pay?
WCash O Credit cardipre-psy [ Medicald O Pay-Pal O Wire transfer |
O Chacx O Instaliment Loan 0 Medicare O Privale Insurance 0 Other :

B gL R S S LR S U LT T N CNL S ST PRI Py T SCIPRPLRIe
|
35 What, lfa~y is the Dolar amaunt associated with your loss? J $



CONSUMER CCMPLAINT Page 2 of 2

Section 4. - Actions Taken by. Consum i

&Yes O No 4-A:  Did you sign a written agreement or contract? If ves, please attach a copy of the documentation.

O Yes @ No 4-B:  Have you hired a privaie attorney?

O Yes &o 4-C: Have you started a court action? If yes, please attach a capy of all court papers.

O Yes &No 4-0n Have you sued, or have you been sued, over this incident/fransaction? If yes, piease attach a copy of all court papers.

‘Section4 . Actions Taken by Cofsum
A Yes [d No

[ Yes ©rfo 4-F: Have you filed a complaint with any ofher agency? If yes, list other agency:

-_=5.Sé'cti0r35 Transactronflncrdent Detar! --attach add _nalpag

Please rememberto attach a copy of alf documantation involved {order blank, warranty credrt card receapt and statement, invoice, contract or written agreement, advertisement,
cancelled check, correspondence etc). Please print clearfy or type. Do Nof Inciude your Sacial Security Number,

if you answered "Yes” o 4-E or 4-F above please include in the transaction/incident details below when you complainad and what action was taken.

Dt fone BMLICthMb%lLA)O @id on Q-ij,eaxrzmoﬁ&),awz’ju&w
A HO - o of Ao L
mm b:;iiw’f“”‘””“’“‘ e e

Sectron e WHAT HAPPENS NEXT. e D i =
The Consumer Protection Division will send a copy of Your compfamt to the
respondent Individual/business or licensed professional, This office cannot disclose
your complaint against a licensed professionai to the public uniess this office files a

Office of Attorney Genera!
Consumer Protection Division
Government Center South, 5 Floor

disciplinary action against the licensed professional. This office rapresents the State of 302 W. Washington Street

indiana and s fimited in the remedies it can pursue. Ycu may be entitled to Indianapolis IN 46204
compensation or other rights that we cannot pursue for you. In addition to filing this 317-232-6330 (phone) . 317-233-4393 (fax)
complaint, you may want to consider contacting a private attorney or your local small

, www.indianaConsumer.com

‘Section 9 Consent and Verification =

5 tto disclosing th Yes ONo  The nature of the complaint and the individual/business name
0 you consent to disclosing the =Y = N ONE N
following information fo the pubtic? es BN - Your name Sephancs (“_DL 3.

[@¥es ONo  Yourphone number 3,753%.23/D

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent ‘o the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent pattemns or practices and for the purpose of law enforcement, | understand
that | should not incluce my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my

SOCW, ressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).
/[:L,nﬁ L~15-2023

Yolrsignéture Date
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CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 1 12-47)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Ts form in flul. Please prnt diearly or lype. Do not inciude yoov Social Security Number
on s form or in any accompanying documents. Please nofe: ¥ you have abeady cblaned a pdgment, o e 1s pending kgaton, we may be
imied or unable 1o ke krther acton on your complant
Case No: 11704286

shon

Salulabon Streel Address
ODet COMr. OMrs, OMs. CIDr. COMiss. CIRev

Full Name/Organzaon/Agency City State Zip Code
INDIANAPOLIS IN 46224

I an Organzahon/Agency provide a Pnmary Contact Name County Daytme Phone
Manon

Age Group Email Address

[ 18-24 (025-34 (D 3544 (4554 (05559 60+

May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes

Are you or your spouse active meitary? CINo O Yes
Indvidual Business Name of Individuab Representative you dealt with
DR SCOTT E. MIMMS/RENEW LASER MEDSPA DR SCOTT MIMMS AND STAFF
Street Address Caty State Ip Code
6905 E 96TH STREET INDIANAPOLIS IN 46250
County Daytime Phone Email Address
(317) 3154343

Date of Transachon/Incident 3-B:  Ifa Transachon, whal was the Transachon for?
1/8/2020 - 872020 1 My business ] My famdyhousehold [ My farm ] Non-Profit/Church

3-C. Where did the Transachon'inadent occur? (check box whero applicabie)

3 My home ] By Internet/email
(2 Al the locabon of the business [0 By tedephone

[ Away from the location of the business [ By Socal Media
[ By maul ] Other

3-D:  What was the very first contact between you and the Indvdual Business?

[ Hedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O 1 responded 1o a TVirado ad ] Twent 1o the locabon of the business advertisement

CJ A person came o my home 3 I recenved a phone call from the business ] Other, descnbe below
[ | receved informaton by emad ] 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Meducad ] Pay-Pal [J Wire Transfer
] Check ] instaliment Loan ] Medicare O Prwale Insurance [ Other

3-F:  Whal, # any, is the Dollar amount associatled with your loss? | §




CONSUMER COMPLAINT Page 2 of 2

Sechor

ClYes E No 4-A°  Dud you sign a wnilen agreement or contract? if yes, please attach a copy of the documentabon
@Yes ONo 48 Have you hired a pavale allorney?
@Yes ONo  4C  Have you started a court action? If yes, please altach a copy of all court papers

L Yes & No 4-D:  Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Ackons Taken by Consumer - continued

@Yes ONo 4-E Have you complaned o the IndwidualBusiness? JANUARY 2020 TO ONGOING
COMPLAINT WAS TO THE BUSINESS ND THEN EVENTUALLY FILED A LAWSUIT

YesC] No 4-F.  Have you filed a complaint with any other agency? If yes, kst other agency. YOUNGEYOUNG 2021 LAWSUIT
FILED

Transachon/Incident Details

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe fransacon’inadent detals bedow when you complained and whal achon was laken

UNSUCCESSFULLY PERFORMED TUMMY TUCK W/ MUSCLE REPAIR AND FAT TRANSFER TO BUTTOCKS ON 1/8/2020. WAS GIVEN
SEDATION WITHOUT CONSULT AND ANESTHESIOLOGIST OR TRAINED STAFF TO MONITOR WHILE UNDER SEDATION. POOR
MEDICAL ATTENTION WHEN | COMPLAINED, POOR PHYSICIAN TREATMENT AND POOR FOLLOW-UP CARE THAT QUICKLY LEAD TO
NECROSIS OF TISSUE AND LEFT A LARGE HOLE IN MY ABDOMEN. HAD TO BE RUSHED TO ER VIA AMBULANCE FOR FEVER AND
SICKNESS AND THE PHYSICIAN NOR STAFF WAS AVAILABLE FOR CONTACT. FAILED ATTEMPTS AT TREATMENT LEFT ME WITH
PERMANENT PAIN, DISFIGUREMENT, EXCESSIVE SCARRING, LIMITED USE OF CORE AND NERVE DAMAGE

PERMANENT REQVKING OF LICENSE TO PRACTICE ANYWHERE IN THE UNITED STATES, COMPENSATION FOR DAMAGES PLUS
PAIN AND SUFFERING, POSSIBLE LEGAL CHARGES

T i will a { lai
respondent individual/business or licensed professional Ths office cannot disclose

Office of Atlormey General
Consumer Protechon Dvasion
Government Center South, 5 Floor
302 W_Washmgton Street

your complant against a licensed professional to the pubkc unless thes office files a
descaphinary achon agamst the hcensed professional.  Thes office represents the Stabe of
Indana and 1s imied in the remedies f can pursue. You may be entiled to Indianapolis, IN 46204
compensahon or other nghts that we cannot pursue for you. In addibon to fling this

317-232-6330 (phone) » 317-233-4393 (fax
complant, you may wanl ko consider contaching a prvale attorney o your local small I:S:mat)“.«‘ﬂwwr com tex)
clasms court _

nsent and Venhcahon

@ Yes CINo  The nature of the complant and the ndivmdualbusness name
2> OYes ENo  Your name
OYes ENo Your phone number

Do you consent 1o disclosing the
following nformation to the pubkc?

| affiem, under penalbes for perjury, that the foregoing representabions are true. | consent 1o the Consumer Protection Divisson oblainmng or
redeasing any mformation n furtherance of the disposition of this complaint. | consent to the release of mformation ncluded in this complant
1o other publc agencies attemping 1o discover ongomng fravdient patlerns o prachces and for the purpose of kaw enforcement. | understand
that | should not nclude my Social Securty Number in any information submutied to the Consumer Protection Divisson. If | do prowde my
Socal Secunty Number, | expressly consent lo the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

February 14, 2023
Your signature Date




CONSUMER COMPLAINT
Offhice of the Indana Atlomey General
(RS 1 1217)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude youv Social Security Number
on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o Lake rher acton on your complant

Case No: 11702141

Salutabon Streel Address
ODet COMr. EMs CIMs CJDr. O Miss. [ Rev

Full Name/Organzaion/Agency City State Zip Code
Latayette IN 47900

If an Organzabon/Agency provide a Pnmary Contact Name County Daytime Phone
Tippecance

Age Group Email Address

() 18-24 [025-34 (03544 (4554 (05559 160+

May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes

Are you or your spouse active miitary? E No O Yes
Indvidual Busmess Name of Indmduak Repeesentative you dealt with
Dr_Scott Mimms Dr. Memms
Street Address Caty State Ip Code
6905 E 96th St Ste 900 Indianapohis IN 46250
County Daytime Phone Email Address
(317) 3154343

Date of Transachon/Incident 3B Ifa Transachon, whal was the Transachon for?
1113012021 1 My business X My famdyhousehold [ My farm ] Non-Profit/Church

3-C. Where did the Transachon'inadent occur? (check box whero applicabie)

3 My home ] By Internet/email
2 Al the locabon of the busness [ By tedephone

3 Away from the location of the business [ By Socal Media
[ By maul ] Other

30 What was the very first contact between you and the Indvdual/ Business?

1 Hedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O 1 responded 1o a TVirado ad ] Twent 1o the locabon of the business advertisement

I A person came {o my home 3 I receved a phone call from the business ] Other, descnbe below
[ 1 recerved informabon by emad ] 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Meducand ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medicare [ Prwale Inswance [ Other

3-F.  What, #any, ss the Dollar amount associaled with your loss? | $$12.400




CONSUMER COMPL

A
Sechor

oChoOr 4

& Yes (I No

YesE No

AINT

AE

Second surgery done fo address issues from second surgery. Issues from second surgery not addressed

4F

Page 2 of 2

) A axen by Consumes

EYes ONo  4A D you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon

@VYes ONo 48 Have you hired a pavale allorney?

OYes ENo 4C  Have you started a court achion? If yes, please altach a copy of all court papers

1 Yes 3 No 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

n t'y‘ LA

nsumer

Have you complamned 10 the Indvidual Business?  After first surgery and afler second surgery

Have you filed a complaint with any other agency? If yes,_ kst other agency. No

altach adddonal pages if nece

bon/Incdent Details

Transa

| cancefled check, comespondence elc) Please pont deary or type. Do Not Inchade your Soclal Security Number

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement

Fleasa see atlached documents with pectures and summary of complaint

HAPPENS NEXT?

T n vi will a { lai

respondent individual/business or licensed professional Ths office cannot disclose
your complant against a licensed professional to the public unless thes office files a
descaphinary achon agamst the hcensed professional.  Thes office represents the Stabe of
Indana and 1s imied in the remedies f can pursue. You may be entiled to
compensahon or other nghts that we cannot pursue for you. In addibon to filng thes
complant, you may wanl ko consider contacting a prvale attorney o your local small
clasms court

AIAT
YWHA

nsent and Venhcahon

0 o disch # EYes COONo
Jo you consent 10 disclosing the -l ; ; 25
following nformation to the pubkc? P E Yes ENo Your name

DOYes EINo Your phone number

January 27, 2023

If you arswered "Yes” to 4-E or 4-F above please mdude in Ihe fransacon’inadent detals bedow when you complaimed and whal achon was laken

Redund of money pad for surgery $12 400 and money 1o compensation the cost to have numerous surgenes o corect ssues and scars left from
indial 2 swgenes

The nature of the complant and the indimdualbusiness name

| affiem, under penalbes for perjury, that the foregoing representabions are true. | consent to the Consumer Protection Divison oblainmng or
refeasng any information in furtherance of the disposstion of this complaint. | consent to the release of mformation included in this complant
1o other publc agencies attemping 1o discover ongomng fravdident patlerns o prachces and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any information submitied to the Consumer Prolechion Divesson. If | do proade my
Socal Secunty Number, | expressly consent lo the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

Office of Atlormey General
Consumer Protechon Drasion
Governmenlt Cender South, 5 Floor
302 W_Washmngton Street
Indianapols, IN 46204
317-232-6330 (phone) = 317-233-4393 (fax)
www IndsanaConsumer com

Your signature Date




CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 1 12-17)

INSTRUCTIONS To peevent delay. please be e 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude yoov Social Security Number
on s form or in any accompanying documents.  Please nofe: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o ke hrher acton on your complant

Case No: 11701935

Salulabon Street Address
ODel COM. EMs CIMs CJDr. COMiss. O Rev

Full Name/Organzaion/Agency City State Zip Code

Nos Gatkn Indsanapolis IN 46219

If an Organezabon/Agency provide a Pnmary Contact Name County Daytime Phone
317-7T78-5060

Age Group Email Address

) 1824 (02534 (03544 (04554 15550 (2 60+

May we contact you by emad? If yes, we will not contact you by regular mail | TINo [ Yes

Are you or your spouse active military? E No O Yes
Indnvidual Business Name of Individual Repeesentative you dealt with
Dr. Scott Mimms Dr. Scolt Mmms
Street Address Caty State I Code
1704 Lafayette rd Crawfordsville IN 47633
County Daytime Phone Email Address
(765) 361-3011

Date of Transachon/Incide 3B Ia Transachon, whal was the Transachon for?
January 2019 1 My business X My famdyhousehold [ My farm ] Non-Profit/Church

3-C. Where dd the TransachonIncadent ocour? (check box where applicabéo)

3 My home ] By Internet/email
[ AL the locabon of the business [0 By tedephone

[ Away from the location of the business [ By Socal Media
[ By mail & Other

30 What was the very first contact between you and the Indvdual/Business?

1 Hedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O I responded 1o a TVirado ad ] Twent 1o the locabion of the business advertisement

CJ A person came o my home I I recenved a phone call from the business ] Other, descnbe below
1 1 recenved informabion by emad | responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash (] Credit Card/Pre-pay = Medicasd ] Pay-Pal ] Wire Transfer
] Check ] Instaliment Loan ] Medicare [ Prwale Inswrance [ Other

3-F:  What, # any, is the Dollar amount associated with your loss? | §




CONSUMER COMPLAINT Page 2 of 2

ClYes ENo 4-A°  Dud you sign a wnilen agreement or contract? if yes, please attach a copy of the documentabon
OYes @No 48 Have you hired a pavale afiorney?
OYes N0  4C  Have you started a court action? If yes, please altach a copy of all court papers

CYes EINo 4D Have you sued, or have you been sued, over this inadentAransachion? If yes, please attach a copy of all court papers

Sechon 4 Achons Taken by Consumer - continued

(] Yes & No 4-E  Have you complamed 1o the Indwidual Business?

YesC] No 4-F.  Have you filed a complaint with any other agency? If yes, kst other agency

Transachon/Incident Details

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe fransacon’inadent detals bedow when you complained and whal achon was laken

I had a herrua repaired by Dr. Scott Menms n January 2019 at Communety Hospetal Noeth. | was sent home afler a 2 week hospdal stay with
drainage ubes, oxygen machme, and pain medicabon . | was bedndden unbl May 2019 | lost out on pob opportuniies due to this | was so sick
that | coukdn eal or stay out of bed more than 1/2 hour. My drainage tubes fell cut and Dr. Mimms said fo st cover with guaze | suspect | had
sepsis. | have been on antbiotics daily since due o reoccurnng nfechons. | am hawing the nfected mesh removed February 141h 2023 1 also
have a massaive herrea due o this surgery. it is so bad that | was senl o Cleveland Clinic fo get this surgery. | should have fled a malprachce sud
but | trusted Dr. Mimms knew what he was doing. | had gone in as an emergency due o my mitestines popping out and Dr. Mimens was the
surgeon on call

I was told by another heria doctor that the surgery should not have been done because d wasn't that bad . | also was in surgery 5 howrs for this
repar. Now | will be m surgery 8 hours fo fix all of thes and will be cut open from miy breast down o my pubec area | am now 63 years old and this
1S @ hagh nesk surgery with a chance of deing

M W S s : X R dMC e -
" ey ( al
respondent individual/business or licensed professional This office cannol disclose Oﬂm oo/ Jme' .
- . — e - = 7 S 5 Consumer Protechon Deasion
your complant aganst a heensed peolesssonal 1o the pubic urdess thes office fles a . i
- 3 Government Center South, 5 Floor
discplinary achon agamst the icensed professional  Thes office represents the Stale of 302 W Washinolon Street
Indsana and is imited in the remedies A can pursue. You may be entiied to Ve ALY
Indianapolis, IN 46204
compensahon or other nghis thal we cannot pursue for you  In addibon to Sing this 317.232.6330 (phone) * 317-233-4393 (fax)
complant, you may want 1o consider contacting a prvate attomey of your local small VARSI R, - Y SASTIN
St oot N www.IndsanaConsumer.com

E Yes CINo The nature of the complant and the ndimdualbusiness name
> & Yes CINo  Your name
E Yes C1No Your phone number

Do you consent to disdlosing the
following mformation to the pubbc?

| affiem, under penalbes for perjury, that the foregong representabons are true. | consent 1o the Consumer Prolechion Division oblaining o
releasing any mformation in furtherance of the disposibon of this complaint. | consent to the release of information included in this complant
10 other publc agences attemping 1o discover ongong fraudulent patlems or prachces and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any information submitted to the Consumer Prolechion Division If | do prowade my
Soaial Secunty Number, | expressly consent 1o the disclosure of my Social Secunty Number in accordance with Indiana Code § 4-1-10.5(2)

Nora L Gatlon January 26, 2023
Your signature Date
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P o5 1127962

CONSUMER COMPLAINT Page 2 of 2

Sectiond  Actions Taken by Consumer - continued

[ViYes [Na 4-E; Have you complained to the Individual/Business?
[ ves o 4-F: Have you filed a complaint with any other agency? If yes, list other agency:

Section5  Transaction/incident Details — atfach additional pages if necessary

Please remember to attach a copy of all documentation invofved {order blank, warranty, credit card recaipt and statement, invoice, contract or written agreement, advertisement, cancelled
check, comespondence ekc). Please print dearly or type. Do Nat includa your Soclal Security Number,

If you answerad "Yes" 1o 4-E or 4-F above, please include those details also with your description of the Transaction/Incident.
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Seclion 6 How would you Iake your Complaint reso!ved?

. ~ 7, ) ,

[ psalel [ike Moy A §use  refunded imt<
Section 7 WHAT HAPPENS NEXT? Section 8 Mail Completed Forms to:
The Consumer Protection Division will send a copy of your complaint to the Office of the Indiana Attomey General
respondent individual/business or licensed professional. This office cannot disclose Consumer Protection Division
your complaint against a licensed professional to the public unless this office files a Govemment Center South, 5% Floor
disciplinary action against the licensed professional. This office represents the State of 302 W. Washington Street
Indiana and is limited in the remedies it can pursue. You may be antitled to compensation Indianapolis, IN 46204
or other rights that we cannot pursue for you. In addition to filing this complaint, you may 317-232-6330 (phone) = 317-233-4393 {fax)
want to consider contacting a private attorney or your local small claims court. www.IndianaCansumer.com

Section 8 Consent and Verification

. . V] Yes [JNo The nature of the complaint and the individualbusiness name
Do you consent to disclosing the

following information to the public? > mes E'%o Your name
[7] Yes o Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protaction Division obtaining or releasing
any information in furtherance of the disposition of this complaint. | consent to the release of information incdluded in this complaint to other public
agencies attempting o discover ongoing fraudulent pattemns or practices and for the purpose of law enforcement. | understand that | should not
include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my Social Security Number, |
expressly ccmse t to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

/ )J—P ?Y’J\ / A/HM/L( / R o,

Your%ugnature Date

o

€.



ﬁ CONSUMER COMPLAINT
: Office of the Indiana Attorney General
(R5/12-17)

INSTRUCTIONS:  To prevent delay, please be sure to complete both sides of this form in full. Please print clearly or type. Do not include your Social Security Number
on this form or in any accompanying documents. Please note: If you have already obtained a judgment, or there is pending litigation, we may be
limited or unable to take further action on your complaint.

Case No: 11720460
Section 1: Your Information

Salutation Street Address
[ Det. Mr. O Mrs. O Ms. O Dr. [ Miss. I Rev.

Full Name/Organization/Agency City State Zip Code

Michael Griffin Richmond IN 47374

If an Organization/Agency provide a Primary Contact Name County Daytime Phone
Wayne

Age Group Email Address

[118-24 [J25-34 [135-44 [X]45-54 [155-59 [J60+

May we contact you by email? If yes, we will not contact you by regular mail | [JNo [J Yes

Are you or your spouse active military? No [ Yes

Section2:  Who is the Complaint Against?

Individual/Business Name of Individual/Representative you dealt with
Dr. Scott Mimms/Renew Laser MedSpa DR. Scott Mimms
Street Address City State Zip Code
6905 E.96TH ST SUITE 900 INDIANAPOLIS IN 46250
County Daytime Phone Email Address
(317) 315-4343

Section 3:  Transaction/Incident Details
3-A:  Date of Transaction/Incident 3-B:  Ifa Transaction, what was the Transaction for?

11/29/2022, 12/28/2022 I My business [X] My family/household [ My farm I Non-Profit/Church

3-C:  Where did the Transaction/Incident occur? (check box where applicable)

0 My home 1 By Internet/email
] At the location of the business By telephone

L1 Away from the location of the business U1 By Social Media
1 By mail 1 Other

3-D:  What was the very first contact between you and the Individual/Business?

[ | telephoned the individual/business I I received information in the mail I I responded to a printed
1 I responded to a TV/radio ad 1 | went to the location of the business advertisement

1 A person came to my home U] I received a phone call from the business [ Other, describe below
1 | received information by email U1 I responded to an offer on the Internet

3-E: How did you Pay?

] Cash Credit Card/Pre-pay U1 Medicaid ] Pay-Pal [ Wire Transfer
[ Check [ Installment Loan ] Medicare O Private Insurance O Other

3-F:  What, if any, is the Dollar amount associated with your loss? | $3550




CONSUMER COMPLAINT Page 2 of 2

Section4  Actions Taken by Consumer

Yes [1No 4-A:  Did you sign a written agreement or contract? If yes, please attach a copy of the documentation.

LlYes XINo  4.B: Have you hired a private attorney?

LlYes XINo  4-C: Have you started a court action? If yes, please attach a copy of all court papers.

UYes XINo  4.D: Have you sued, or have you been sued, over this incident/transaction? If yes, please attach a copy of all court papers.

Section 4 Actions Taken by Consumer - continued ‘

Yes LONo  4-E: Have you complained to the Individual/Business? 3/28/2023
Was told | would receive my refund in 90 days, but they would not refund my deposit.

Yes(] No 4-F:  Have you filed a complaint with any other agency? If yes, list other agency:

Section 5 Transaction/Incident Details — attach additional pages if necessary

Please remember to attach a copy of all documentation involved (order blank, warranty, credit card receipt and statement, invoice, contract or written agreement, advertisement,
cancelled check, correspondence etc). Please print clearly or type. Do Not Include your Social Security Number.

If you answered "Yes" to 4-E or 4-F above please include in the transaction/incident details below when you complained and what action was taken.

Went on 11/29/2022 for consultation about weight loss operation, paid my $500 deposit, and scheduled my surgery for 2/9/2023. January 23rd,
2023 it was reported that Dr. Mims's medical license was suspended, and on 1/31/2023 we rescheduled the operation for 5/31/2023. On
3/28/2023 | saw that Dr. Mimms's suspension has been extended another 90 days. At this time, | asked for a refund and was told | would not
receive my $500 deposit back and that it would take 90 days to refund my $3050 to my credit card. As of , 2023, | hadn't received my refund. |
tried to contact all the numbers and they were all disconnected. | believe that | should receive the entire $3550 since he did not disclose, he was
under investigation.

Section 6 How would you like your Complaint resolved?

[ would like my credit card to refunded.

Section 7 WHAT HAPPENS NEXT? Section 8 Mail Completed Forms to:
The Consumer Protection Division will send a copy of your complaint to the

Office of Attorney General
Consumer Protection Division
Government Center South, 5t Floor

respondent individual/business or licensed professional. This office cannot disclose
your complaint against a licensed professional to the public unless this office files a

disciplinary action against the licensed professional. This office represents the State of 302 W. Washington Street

Indiana and is limited in the remedies it can pursue. You may be entitled to Indiaﬁapolis IN 46204
compensation or other rights that we cannot pursue for you. In addition to filing this 317-232-6330 (phone) . 317-233-4393 (fax)
complaint, you may want to consider contacting a private attorney or your local small www IndianaConsumer.com

claims court.
Section9  Consent and Verification ‘

Yes [1No The nature of the complaint and the individual/business name
> Yes [ONo Yourname
Yes [1No Your phone number

Do you consent to disclosing the
following information to the public?

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

Michael Griffin July 5, 2023
Your signature Date
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SA-039425
Staging Area ID SA-039425 How Received Website
Date Received  1/25/2023
Complainant Harris Matter Code ~ MFCU Investigation
Add New Contact Matter Class Criminal
Cmplint Salutation Ms. Matter Type Fraud
Cmplnt First Name Matter Sub-type
Cmplint Middle Name Status  In Progress
Cmplint Last Name Harris Jurisdiction
Cmplint Suffix Notes CcC
Cmplnt Address
Cmplnt City  Indianapolis Approved By
Cmplint State IN Supervisor
Cmplint Zip 46236
Cmpint Phone # Matter
Cmplnt Email Originating ML Matter
County  Marion Referred From  Private Citizen

Provider Information

Provider Type  Surgeon Medicaid Provider # 300068895
Org/inv County Marion
Provider Name  Scott Edward Mimms
Add New Provider Allegation
Provider Name (text) Dr Scott Mimms
Salutation Medicaid Provider  Yes
Confirmed
First Name
Last Name
Suffix
Provider St Address 6905 E 96th street
Provider City  Indianapolis
Provider State IN
Provider Zip 46250
Provider Phone #  (317) 598-0094
Abuse and Neglect Details
Victim Name Harris Reported to Police  Not sure

https://inoag.my.salesforce.com/a0U8z0000012CpXEAU/p
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Medicaid Patient No Police Department
Confirmed Name
Reported to ISDH Not Sure Case #

Reported to APS Not ure

Details of Complaint
Against Employer  Not an Employer

Date/Timeframe of  April 292
Incident

How did you learn of | wa the patient
Fraud

Amount of Money
Involved

Description of  He gave lipo and moved fat to butt He charged me 1/2 price becau e he aid | wa n’t carrying enough
Complaint  \eight. He performed surgery without anesthesia but with Valium and Benadryl and something in an UV in a
back office with no nur e Surgery took over 10 hour | got an infection o had to get a portion of the
infection cut off in another surgery. . He could not get me to sleep with those drugs. . He continued to cut me
a | creamed that | could feel it Afterward there wa a huge pile of carti ue onthe tand be ide me He
said he had given me all the sleep meds he could administer. He left me in the hands of a non qualified
medical a i tant Thi wa a horrible medical experience

Processing Section

Related Cases

System Information

Created By = Medicaid Fraud Complaint Site Gue t Owner  Ma ter Admini trator
User, 1/24/2023 9:17 PM

Record Type MFCU Complaint
Last Modified By  Kayla Hickox, 1/25/2023 9:16 AM

Copyright © 2000 2023 ale force com, inc All right re erved

https://inoag.my.salesforce.com/a0U8z0000012CpXEAU/p
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CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 1 12147)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please pent diearly o lype. Do not inciude yoov Soclal Security Number
on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o take krher acton on your complant

Case No: 11702289

Salulabon Streel Address
ODet COMr. OMrs, OMs. CIDr. COMiss. CIRev

Full Name/Organizabon/Agency City State Zip Code
Cutler IN 48520

It an Organzahon/Agency provide a Pnmary Contact Name County Daytme Phone

Age Group Email Address

) 18-24 [025-34 (03544 [0 4554 015558 (60

May we contact you by emad? If yes, we will not contact you by regular mail | TI No X Yes

Are you or your spouse active miitary? E No O Yes
Indnvidual Business Name of Indmduab Repeesentative you dealt with
Dr. Scott Mimms Dr Mimms
Street Address Caty State Ip Code
6905 e 96th street suste 900 Indianapoks IN 46250
County Daytime Phone Email Address
(317) 598-0004

Date of Transachon/Incident 3B Ifa Transachon, whal was the Transachon for?

12/82022 1 My business X1 My famdyhousehold T My farm £ Non-Profit'Church
3-C. Where dd the Transachon'inadent occur? (check box where appbcabéo)

3 My home ] By Internet/emal

2 Al the locabon of the busness [ By tedephone

[ Away from the location of the business [ By Socal Media

[ By maul ] Other

3D What was the very first contact between you and the Indvdual/Business?

[ HHedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
1 I responded to a TViradwo ad CJ Twent 1o the locaton of the business advertisement

CJ A person came fo my home I I receved a phone call from the business ] Other, descnbe below
[ 1 recenved informabon by emad 1 responded 1o an offer on the Intemet

3E  How dd you Pay?
1 Cash =] Creddt Card/Pre-pay 1 Medicad ] Pay-Pal ] Wire Transfer
] Chedck [ instalkment Loan ] Medwcare [ Prwale Inswance [ Other

3-F:  Whal, # any, 1s the Dollar amount associated with your loss? | $8500.00




CONSUMER COMPLAINT Page 2 of 2

bons 1aken by Consumes

Sechon 4
CYes E@No  4A D you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon
O Yes E No 4B Have you hired a pavale allorney?

OYes @No  4C  Have you started a court action? If yes, please attach a copy of all court papers

CYes EINo 4D Have you sued, or have you been sued, over this inadentAransaction? If yes, please attach a copy of all court papers

Achons Taken by Consumer

] Yes E No 4-E  Have you complamed 1o the Indwidual Business?

YesC] No 4-F:  Have you fied a complaint with any other agency? If yes, kst other agency

Transachon/Incdent Detais -~ altach addidional panes if necs

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
| cancefled check, comespondence elc) Please pont deary or type. Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe ransachon’inadent detals bedow when you complained and whal achon was laken

I had plastic surgery perdormed by Dr Mimms. | was nol even 7 weeks post op and hes kcense was revoked. | have post op care that | am in need
of and he can'l perform my care, due 1o the loss of hes beense | paxd for the procedure and after care and | have nol even been contacted by
anyone from hes office fo mform me thal he won't be able Yo complete my care. I'm scared, dissabshied and al a loss as fo what | need o do next |
am still having some pan kom my procedure, | don't have the money to start with another surgeon al this point

How would you Bke your

WHAT HAPPENS NEXT?
T n vi will a { lai h
respondent individual/business or licensed professional Ths office cannot disclose
your complant against a hicensed professional to the public unless ths office Hes a
descaphinary achon agamst the hcensed professional.  Thes office represents the State of
Indana and 1s imied in the remedies f can pursue. You may be entiled to
compensahon or other nghts that we cannot pursue for you. In addion to filing this
complant, you may wanl ko consider contacting a prvate attorney o your local small
clasms court

Office of Atlormey General
Consumer Protechon Drasion
Governmenlt Cender South, 5 Floor
302 W_Washmngton Street
Indianapois, IN 46204
317-232-6330 (phone) = 317-233-4393 (fax)
www IndsanaConsumer com

OYes ENo The nature of the complamt and the ndivmdualbusness name
2> OYes ENo Your name
DOYes EINo Your phone number

Do you consent 1o disclosing the
following nformation to the pubkc?

| affiem, under penalbes for perjury, that the foregoing representabons are true. | consent to the Consumer Protection Davision obtaining of
refeasng any information in furtherance of the dispossbion of this complaint. | consent 1o the release of information nduded mn this complaint
1o other pubkc agencies attemping to discover ongomng fraudulent patierns or prachices and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any information submitied to the Consumer Profechon Divsson. If | do provide nmy
Socal Secunty Number, | expressly consent fo the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

January 30, 2023
Your signature Date




CONSUMER COMPLAINT

Office of the Indana Atlomey General
(RS 1 12147)

INSTRUCTIONS

To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude yoov Soclal Security Number

on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be

mied or unable 1 take krther acton on your complant
Case No: 11703231

ir Infcermahion

Sadulabon Street Address
ODet COIMr. OMrs, OMs. CIDr. COMiss. CJRev
Full Name/Organizabon/Agency City State Zip Code
Crawfordswile IN 47933
I an Organzabon/Agency provide a Pnmary Contact Name County Daytime Phone
Age Group Email Address
0 18-24 [026-34 (03544 [0 4554 056559 [ 60+
May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes
Are you or your spouse active military? CINo [OJYes

3A  Date of Transachon/Incrden

| first saw Dr Mumens March 24, 2021, he did the wiong
msausacccndoal 12 202 L and acaccad suooscon e 21

Indvidual Busmess Name of Indmvduab Repeesentative you dealt with

Scott Mimms, MD

Street Address City State I Code
| am nol sure of his current address Indianapohis IN 46250
County Daytime Phone Email Address

38

If a Transachon, whal was the Transachon for?
1 My business X My famdyhousehold [ My farm ] Non-Profit/Church

Where did the Transachon'Incadent ocour? (check box where applicatin)

3C
3 My home ] By Internet/email
(2 Al the locabon of the business [0 By tedephone
[ Away from the location of the business [ By Socal Media
[ By maul ] Other
3D What was the very first contact between you and the IndivwdualBusiness?
1 HHedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
[ I responded to a TViradio ad CJ Twent Yo the locabon of the business advertisement
CJ A person came fo my home 3 I recenved a phone call from the business ] Other, descnbe below
[ | receved infoemabion by emsad ] 1 responded 1o an offer on the ntemet
3E  How dd you Pay?
1 Cash [ Credit Card/Pre-pay 1 Medicand ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan & Medicare [ Prwale Insurance [ Other
3-F:  What, # any, 1s the Dollar amount associated with your loss? | $Not yet calculated, but a lot




CONSUMER COMPLAINT Page 2 of 2

ClYes OONo  4A  Dud you sign a wnllen agreement or contract? If yes, please attach a copy of the documentabion

Yes OONo 48 Have you hired a privale allormey?

OYes N0  4C  Have you started a court action? If yes, please altach a copy of all court papers

OYes ENo 4D Have you sued, or have you been sued, over this incdenttransaction? If yes, please attach a copy of all court papess

Sechon 4 Achons Taken by Consumer - continued

EYes ONo 4B Have you complaned 1o the indmdualBusiness?  To Franciscan multiple hmes starting in 2021
Franciscan lold me they were holding biling afler the first surgery, and they would not bill me for the second surgery

YesE No 4-F:  Have you filed a complaint with any other agency? If yes, kst other agency. No

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes”™ to 4-E or 4-F above please mdude in Ihe Fansachoninadent detals bedow when you complained and whal achon was laken

Not only did Dr Mimms perform a wrong surgery on me (causing me pain, emobonal issues, and comphcabons), but he bed fo me aboul it and
used my taith to try and corvance me that he dud not mess up

I'wenl to Dr Mimims 1o have a mass removed from my colon. Al the bme, Dr Mimims was associated with Franciscan Health, | have leamed that
before resecting the colon, Dr Memens should have seen the mkAatioo placed on the colon 1o mark the area of the colon that needed to be
removed

Dunng an Apnl 12, 2021, partial colectomy, Dr Mimens fook out the wrong part of my colon. There was no mk or tattoo on the part that he
removed. He also unnecessanly removed part of my recium

Shortly afler the procedure, Dr Mimms hied to me and my famdy, explasning to us that he successiully remaoved all the mass and that the margins
looked good. When pathology laler reporied that there was no mass in the part of the colon Dr Mimms tock out, even though Dr Mimms knew he
took out the wrong part of the colon, Dr Mimms (knowang | was a religous tady) convinced me that | had prayed away the mass. When the mass
showed up dunng a second colonascopy, Dr Mimms finally admeiled that he ook oul the wrong part of the colon but explamed it as a nsk of the
procedure

I had Yo have a second surgery. Duning Dr Mimms' second colectomy, addiional bowel had to be removed and he removed more of my rectum
The second surgery was very panful, and | had complcations from it | was in the hospeal for another 5 days and had two ER wisits with one
requanng another hospitakzabon

I shill have bowel issues today and will likely have them for the rest of my ide. Al one time Dr Miamms had told me my bowel issues were because
the mass was stll m my colon, he dudn't kel me know my symploms were most ikely because he removed part of my rectum and because he
removed a large parl of my colon

Sechon ¢ How would you bke your Complamlt resol

I should be compensated for my injunes but am not sure you can get those for me. My atlomeys are handling my malprachce case | am fling
this because | want 1o do what | can 1o help stop Dr Mimms from dong thes to someone else

AT HAPPENS NEXT?
T i will a { lai
respondent individual’business or licensed professional. This office cannot disclose
your complant against a licensed professional to the pubic unless ths office Hes a
descaplinary achon agamst the hcensed professional.  Thes office represents the Stade of
Indana and 1s imied in the remedies # can pursue. You may be entitled to
compensahon or other nghts that we cannot pursue for you. In addion to filing this
complant, you may wanl ko consider contachng a prvate attorney or your local small
clasms court

Sachnn 4

Office of Allormey General
Consumer Protechon Deasion
Governmenlt Cender South, 5" Floor
302 W_Washmngton Street
Indianapols, IN 46204
317-232-6330 (phone) = 317-233-4393 (fax)
www IndsanaConsumer com




CONSUMER COMPLAINT Page 2 of 2

Yes [INo The nature of the complaint and the individual/business name

Do you cqnsent tq disclosing thg > [ Yes No Your name
following information to the public?
I Yes No  Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

February 6, 2023
Date

Your signature




CONSUMER COMPLAINT
Ofice of the Indiana Atlormey Ganeral
[FZ P E2-AT)

T el oy, oz b mare 1o omplste: both aldiss of this fom n Al Plssses prnt dieary or lype. Do not inchrde yoor Social Security Mumber
on s form or in ey accompanyng documents. Flease note: § you have aleady cbaned a pdgment, or e s pending kigation, we may be
limiled or uraibin fo ke further schon on your complaint

Case No: 11702930

Salulahion Sireed Address
ODel OMr. OMs, OMs. OO0 O Miss. O Rew

Full Mame/Csganizabon/Agency City Siate Zin Code
Agency: Caress Workand Law Group Flotissand MO 63004
I an Organeabon'Agency provide a Primary Conlac Name Counily Caybme Phone
Tim Carass CubStals Coundy

Age Group Email Address

0] 18-24 O 25-34 O135-44 B 4554 5550 160+

Mavy we contac you by email? I yes, we wll not contact you by regular mal | Mo E Yes

fe you of your spouse actne melifany ¥ O Mo [ Yes

Iy

il Busness Mame of IndnidualHepresentalive you deall wilh
Scolt Mimms, MD Indiana
Sirest Address Caly Slale 2 Code
8605 E. B6th Streel, Sule 500, Indana, Indisnapchs - AEF0
County Diaytime Phaone Email Address

34 Date of Transachonincibem 3B I a Transachon, whal was the Transachon for?
Dec 17, 2021 -Jan 4, 2002 1 My business [ My famabyhousahold [ My larm 1 Mon-ProfbChunch

G Where did the Transachoninadent ocour? (check box whers applicabie)

[ My home O By Intemeliamsl
(0 Al the: location of (he busness O By telephone
[0 Ay froem the location of the business [ By Socal Media
[ By il ] Ciber

A0 ¥hat was the very first conlecd bebween you and he IndnadualBusmess?

1 Nedephoned the indridualtusinass I Drecenved mdormaton in the mesl I 1 responded lo a prinded
O 1 responded to a TVivadio ad O 1 went ko the locabon of the busness advertisement

O A parson came fo my home [ Irecenved a phone call from the business 1 Other, describe below
I 1 recedved informalion by emsd I I responded o an offer on the Inlemed

3B How ded you Pay?

1 Cash 1 Gredht CardPre-pay 1 Medicad O] Pay-Pal 1 Whre Transber
O Chiesci [ instaliment Loan 1 Medacare E Privale Insurance O Cher

3F:  What, f any, s the Daollar smount sesocialed with your loss? | Suncertan




CONSUMER COMPLAINT Paga 2 of 2

OYes EINo  4A  Dud you sign a wnllen agreement or contract? I yes, please altach a copy of the documentabon

G Yes OONo 48 Have you hired a pavale allomey?

E¥es ONe  4C  Have you stared a courl aclion? | yes, please altach a copy of all courl papers.

D Yes BINe 40 Have you sued, o have you been sued, over this incidenlirarsaction? Il yes, please altach a copy of all courl papers

Have you complamed lo the IndnaduabBleness?

Yas[] Mo 4-F.  Hawve you filed a compdaind wilh any other agency? If yes, =i olber agency:  Indiana Depariment of Ins Jan 8, 203
prending

Plesase remember o afiach & oopy of o dooumentabon swolved forder blank, waranty, oodd cand reospl and stalement, mvoics, oontrac] or wnilen agrenmen, adverisemend,
manoeled check, oomespondencs el Pease ponl deardy o tpe. Do Mot inclede your Social Beourity Kamber

I your ancswesed “Yes® ko 4-E o 4-F abowe please mouds in (he ransachontnesden| delambs below when you complained and whal achon was laken

The Pefibones by counrsel, pursuant o Indiana Code § 34-18, ef seq |, and for his Proposed Complaant for Damages agamnst the
Respondents, Advanced Sungery of Indiana, LLC and Scott Mimms, MU0, aeges and says thal

1. At &l limes menBoned herein, Peliboner, {"Ms "} was a patien of the Respondents and all care thal was prowded by
thix Respondents occured n he Stale of Indsana

2. Respondent, Advanced Swurgery of Indiana, LLC, 15 a lmited habedity company existing under the laws of the Stale of Indana, and & all limeas
refevant by this Proposed Complaint ke Damages, was engaged in the business of providing medical senaces bo fhe publc and was 3 qualified
healih care provider pursuand 1o Indeana Code 34-18-2-14

3. AN acts and omissions of Advanced Surgery of Indiana, LLC herein alleged wese performed andor omithed by emplovess, agents, andion
representalves of Advanced Sargery of Indiana, |LC whie they wera acting withan the course and scope of their employment wih

Advanced Surgery of Indiana, LLC

4. Respondent, Scolf Memms, M.0. ("Dr. Mimms"), i duly hcensed fo practice

mmiehicine in e Stale of Indiana with bes prinapal place of busness iocaled in Indiana, was a
quakhed haalth care proveder pursuant lo Indiana Code 34-18-2-14, and af all Gmes menboned

heresn, was an emplovee, agent, andion representative of Advanced Surgery of Indiana, LLC and was acling withan the course and scope of his
emyphoymend wilth the Respondent, Advanced Surgery of Indsana, LLC

6. On December 17, 2021, Ma underwent a iposuchion and fal Iransler sungical procedune perormed by Or. Mimims
6. Post-operalvely, Ms remained @ pabient under the care and supenasion of Dr. Memms through and includng January 4, 2022
T, On January 4, 2022 Ms presented o the Emergency Department at 51 Anthomy Health Center i Allon, limoes. She was admitted as

a pabient and underwent 3 surgical procedure (o debnde her abdominal wall. She remained a patient al 31 Anthony Health Cenler unbil she was
dischamged on January 8, 2022

B. As a drect and prosamate result of the Respondents’ falure b comply wailh the

apphcable standards of care, Ms. has been requred o engage fhe senaces of heallh

cale prownders bor medical care and Ireatment and has incurred expenses as a resull, further, Ms ey s INCUT expenses n The fulure
for medical care and treatment that she wall undergo as a resull of her iInpunes and damages

8. In prosncling medical cane and treatment o , Ihe Respondents tailed o comply with the apphcable standands of care

10 Az a direct and proosmate resull of he Respondents” Bailuee to comply with the apphcable standards of care, Ms has susl pned
injunes and damages, which have resulled in pain and suffering

1. Az a direct and prooemate result of the Respondents” failune to comply with the

apphcable standards of care, Ms has been required ko engage the senaces of health care

provadiers for medical care and treatment and has incumed expenseas as a resull, furlher, Ms may also incur expenses mn the fulwe for
medical care and ireatment thal she will undergo as a resull of hes inunies and damages

12 As a diect and proomate resull of the neglgence of the Respondenls, the Pelisoner, has bean damaged

WHEREFORE, the Pediliones , prays kor judgment againad (he Respondents, Advanced Surgery of indiana, LLC and Scoll
Mimams, M0, in an amount commensurale with the injuries and damages sustained, for e cosls of this achon, and for 2l
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permanent knss of medecal icensa for Dr Memms

: Odffice of Alosney General

- . Consumer Probeciion Desion
-.-mr mnﬁml agmrned a Imﬁﬂsaci ;rn:de&s-:nal to r!rr put:ﬁr undess thes office Bes g t‘i:c-.-ﬂlmw:?ﬁma Sealh. 5" Floor
dhscaplinany achon sganst the heensed professaonal This office represents the Stale of 302 W Washinglon Sireet
Indeana and 15 imided in the remedies d can pursue. Yoo may be entifled o !rl;d is IN 45204
compensation of ofher nghts thal we cannol pursue for you. In addiion to filing his ;

F17-232-6330 (phone) » 317-233-4393 (fax)

comiplan!, you may wanl ke consider contachng a privale allomeny or your local small
P W, Indsana Consumer. com

Do chorsing | @ Yes CIMo  The nalure of the complant and the indivdualbusiness name
m;wmﬁﬂimmj;m ta the qutur::':l ® OYes ENo Yourname
OYes Mo Your phone number

1 affrm, under penalbes for pequey, that the foregong representabons are true. | consent o the Consumer Prolechon Deasion oblainng o
redeasaniy any nlomeabon n furlherance of fe depostion of tis complaint, | consent 1o he refease of mfomation mdsded m this complaint
b olher publc agencies altemping lo discover ongomg fraudislent pallerns or prachces and Tor the purpose of kaw enforcement. | undersiand
thal | showlkd nol include my Social Secunty Mumber in any information submitled fo the Consumes Profection Divsion. If 1 do provede my
Socal Secunty Humber, 1 eapressly consend 1o the disclosure of my Social Secunby Mumber in accordance wibh Indiana Codea § 4-1-10-5(2)

February 2, 2023
Cae

“Your sgnature




CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 11297)

INSTRUCTIONS To peevent dolay. plaase be sure 10 complete both sides of P form in Il Plasse pent cearly or ype. Do not inckudle your Social Security Number
on s form or in any accompanying documents. Please note: ¥ you have abeady cbtaned a pudgment, o hore is pending Iigation, we may be
lmded or unable 10 Lake further achon on your complant

Salutabon Street Address
Cme [Ows  Bwms o [Mss [JRev. |402 W. Washington Street, Room W072
Full Name or Organization/Agency Caty Slate Zip Code
Indiana Professional Licensing Agency Indianapolis IN 46204
i an Organizabon/Agency prowde a Primary Contact Name County Daytme Phone
Caitlin R. McCarty Marion
Age Group Emad Address
[J1824 []2534 []J3544 [Ja554 []5559 []60+ | cameccarty@pla.in.gov

May we contact you by email? N yes, we will not conlact you by regulas mad m Yes DNO
Are you or your spouse actve military? [Jyes [INo

Sechon ¢ Wik

Indmdual Business Name of IndmdualRepresentative you dealt with

Scott Edward Mimms

Street Address City State Zip Code
6805 East 96th Street, Suite 500 Indianapolis IN 46250
County Daytme Phone Emad Address

Marion

3-A Date of Transachon/inadent 38 Ifa Transachon, what was the Transachon for?
[IMybusness [ | Myfamilyhousehold [ | Myfarm [ Noa-Proft/Church
3-C.  Where dd the Transachonincident occur? (check box where apphcable)

] My home (] By IntemetEmail
(] At the location of the business [[] By Telephone
[ Away from the locabion of the business (work, comvention, eéc.) (] By Social Media
(] By Mai (] Other
300 Whal was the very frst contact between you and the Indradual Business?
[ ] 1 telephoned the ndmdualbusiness [ | received mformation in the mail [] 1 responded to a printed advertisement
[11 responded to a TV/radio ad [T 1 went to the location of the business [] Other, descnbe below
[_] A person came to my home [} 1 recerved a phone call from the busness
[11 recetved information by email [] 1 responded to an offer on the inlemet
3£ How dd you Pay?
[(] Cash [] Credit CardPre-Pay  [] Medscand (] Pay-Pal [] Wire Transder
] Check [] Instaliment Loan [C] Medicare [] Private Insurance [ Other
3F  Whal, f any, rs the Dollar amount associaled with your loss? $

D Yes DNO 4-A Dd you sign a written agreement or contract? If yes, please atlach a copy of the documentabon

[dyes [JNo 48 Have you hired a private atlomey?

D Yes D&u 4.C.  Have you started a courl achon? If yes, please attach a copy of all count papers

Dch D&u 4-D.  Have you sued, or have you been sued, over this inadentiransaction? If yes, please attach a copy of all court papers
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DYes No 4-E Have you complaned %o the Indeadual/Business?
E]sts No 4-F. Have you fled a complamnt with any other agency? i yes, ist other agency

Transachon/Incdent Details - atfach add@onal pages ¥ ne«

Please remember % afach a copy of all documentation involved (order blank, wamanty, credid cand recept and stalement, invosce, confract o wintien agreement, adverisement, cancelied
chock, comespondence eic) Please prnt deardy or type. Do Not Include your Soclal Security Number

If you answered *Yes® (o 4-E or 4-F above, please include those detads also with your descrpbon of the Transachon/inadent

Please see attached

WHAT HAPPENS NEXT?

The Consumer Protection Division will send a copy of your complaint to the Office of the Indiana Atlomey General
respondent individual/business or licensed professional This office cannol disclose Consumer Protection Diision

your complant against a beensed professional to the public unbess this office Nes a Govemment Center South, 5 Floor
descphinary achon agamnst the hcensed professional.  Thes office represents the Stade of 302 W Washington Street

Indsana and 18 hmed in the remedies f can pursue. You may be entitied to compensabon Indsanapohs, IN 46204

or other nghis that we cannot pursue for you. In addibon o filing this complamnt, you may 317-232-6330 (phone) « 317-233-4363 (fax)
want 10 consider contacing a private attorney or your local small daims court www IndianaConsumer com

wd Verificahon

Yes No The nature of the complant and the indvidualbusiness name
/] Yes No  Your name
| |Yes No Your phone number

Do you consent to disclosing the >
following information to the public?

| affirm, under penalties for penury, thal the focegoing representations are true. | consent to the Consumer Protechon Division oblainng of releasing
any information in furtherance of the disposition of thes complamt. | consent to the redease of information included in this complaint o other public
agencies atlemping to discover ongoing fraudulent patiems or prachices and for the purpose of kaw enforcement. | understand that | should not
nclude my Social Secunty Number in any mformation submitied to the Consumer Prolechon Dwasion If | do prowde my Social Securdy Number, |
expressly consent 1o the desclosure of my Social Secunty Numbers in accordance with Indiana Code § 4-1-10.5(2)

4o < 442022

Your signature Dale




STATE OF INDIANA

ONLINE RENEWAL RECORD
Renewal Submission Date: December 13, 2021
Person Info
Name: Scott Edward Mimms
License Number: 01068514A
Address Info
Street Address: 6905 E. 96th Street
Suite 900
City: Indianapolis
State: IN
Zipcode: 46250
County: Marion
Phone:
Email:

Question Response Summary

1.) Since you last renewed, has any health profession license, certificate, registration or permit you hold or have held been
disciplined or are formal charges pending in any state or U.S. territory?

3.) Since you last renewed, and except for minor violations of traffic laws resulting in fines and arrests or convictions that
have been expunged by a court, have you been arrested, entered into a diversion agreement, been convicted of, pled guilty |N
to, or pled nolo contendere to any offense, misdemeanor, or felony in any state or U.S. territory?

5.) Since you last renewed, have you been denied staff memberships or privileges in any hospital or clinic or have staff
membership or privileges been revoked, suspended, or subjected to any restriction, probation, or other type of discipline or |Y
limitations?

7.) Since you last renewed, have you surrendered your DEA registration at any time or had any limitations or discipline
placed on your DEA registration?

Pursuant to IC 12-32-1-5 and IC 12-32-1-6, I swear under the penalty of perjury that: _

Survey Response Summary

Actively working in a position that
requires a medical license

03.) Are you of Hispanic, Latina/o, or Spanish origin?
05.) Where did you complete your residency training?

01.) What is your employment status?

07.) Do you use telehealth to deliver services to patients located in Indiana (as defined in IC 25-1-9.5-6; 'telehealth' means

the delivery of health care services using interactive electronic communications and information technology, in compliance

with the federal Health Insurance Portability and Accountability Act (HIPAA), including: (1) secure videoconferencing; (2) [N
interactive audio-using store and forward technology; or (3) remote patient monitoring technology; between a provider in

one (1) location and a patient in another location)?

09.) In what city is your primary practice location? If this does not apply, please indicate "N/A" Indianapolis

11.) What is the 5-digit ZIP code of your primary practice location? If this does not apply, please indicate "N/A" 46250

13.) Estimate the average nur'flber of h.ours psr week spent in direct patient care at your primary practice location. If this 41 or more hours per week
does not apply, please select "not applicable.

15.) Are you accepting new Indiana Medicaid patients at any or all of your practice locations? Y




17) Einmate the perc'?ntage of patients on a sliding fee scale at your primary practice location. If this does not apply, please T do not offer a sliding fee scale
select "not applicable.

19.) In what city is your secondary practice location? If this does not apply, please indicate "N/A". N/A

21.) What is the 5-digit ZIP code of your secondary practice location? If this does not apply, please indicate "N/A".

23.) Estimate the average number of hours per week spent in direct patient care at your secondary practice location. If this

does not apply, please select "not applicable." Not applicable

25.) Estimate the percentage of patients on a sliding fee scale at your secondary practice location. If this does not apply,
please select "not applicable."

Not applicable

27.) In what city is your tertiary practice location? If this does not apply, please indicate "N/A". N/A

29.) What is the 5-digit ZIP code of your tertiary practice location? If this does not apply, please indicate "N/A".

31.) Estimate the average number of hours per week spent in direct patient care at your tertiary practice location. If this .
N ) " Not applicable
does not apply, please select "not applicable.

33.) Estimate the percentage of patients on a sliding fee scale at your tertiary practice location. If this does not apply, please
select "not applicable."

Not applicable

35.) Please indicate the population groups to which you provide services: Adolescents (ages 10-19),Adults




To Whom It May Concern:

| am writing an explanation for answering yes to two questions on the Renewal Application for
Medical License.

Since my last renewal, there was an on-going case that the insurance carrier felt would be too
close to go to trial so they suggested that we should settle. | have done Robotic ventral hernia
surgeries and | have done advanced surgeries using the Da Vinci Robot. There was a
complication with one of the surgeries and unfortunately there are not enough surgeons who
use the Da vinci Robot to have the complete support of my peers. With my expertise, the
complication would have occurred regardless if it were done with a da vinci robot or if it were
done open. Nonetheless, the insurance carrier felt that it would save them more money if they
settled even though my lawyer felt like he could make a good case. | agreed to take their advice.

The other answer to yes was about leaving Community Health Network. | left Community two
years ago in 2019, and | started working for Franciscan Health. | kept my privileges at
Community Health in case any of my patients were admitted to the hospital in Indianapolis; The
executive committee of the medical staff did an inquiry on surgeries done in previous years.
They asked for responses during 2020 when COVID was heavily affecting the hospitals, | was the
chief of surgery at Franciscan Health and had extra duties, | was a full time bariatric and general
surgery at the Franciscan Health, and | had my own medical spa in Indianapolis. | did not have
time to respond to their inquiries plus | felt like there was some racial discrimination involved so
| wanted to have a lawyer involved before | responded. | did not have much time to get it all
done, and as a result the medical staff asked me to give up my privileges.

In Regards,

Scott MImms, MD



CONSUMER COMPLAINT
Offhice of the Indana Atlomey General
(RS 1 12-47)

INSTRUCTIONS To peevent delay, please be sare 1o complele both sides of Tws form in flul. Please prnt diearly o lype. Do not inciude yoov Soclal Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o ther 1s pending kgaton, we may be
lmied or unable 1o Lake urher acton on your complant

Case No: 11697051

shon

Salulabon Streel Address
ODet COIMr. COMrs, OiMs. E Dr. [OMiss. [ Rev

Full Name/Organizabon/Agency City State Zip Code
Indsanapolis IN 46256

I an Organezabon/Agency provide a Pnmary Contact Name County Daytme Phone
Manon

Age Group Email Address

) 1824 (02534 (03544 [D4554 D 5550 60+

May we contact you by emad? If yes, we will not contact you by regular mail | TI No X Yes

Are you or your spouse active military? E No O] Yes
Indvidual Business Name of Indviduab Repeesentative you dealt with
Scott Mimms MD
Streel Address City State I Code
9605 E 96th St Indianapois IN 46250
County Daytime Phone Email Address

Date of Transachon/Incident 3-8 Ifa Transachion, whatl was the Transachon for?

112022 1 My business [ My family'household T My farm  Z] Non-Profit/Church
3-C. Where dd the Transachon/inadent ocour? (check box whero appicable)

3 My home ] By Internet/email

[ Al the locaton of the business [0 By tedephone

[ Away from the location of the business [ By Socal Media

[ By mail X Other Hospdal
30 What was the very first contact between you and the Indvdual/Business?

1 Hedephoned the indwidualbusiness [ I receved informaton n the mad 1 I responded {o a printed

I 1 responded 1o a TVivadio ad CJ Twent bo the locabion of the business advertisement

CJ A person came fo my home 1 I receved a phone call from the business = Other, describe below

[ | receved information by emad ] 1 responded 1o an offer on the ntemet He was on staff 8l cur hospital

Ibhe tacent concem suesentad o

3E  How dd you Pay?

1 Cash (] Credit Card/Pre-pay 1 Meducad ] Pay-Pal [J Wire Transfer

] Check ] Instaliment Loan O] Medicare [ Prwale Insurance ) Other Not appicable

3-F:  What, & any, s the Dollar amount associaled with your loss? | SNot applicable
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bons 1aken by Consumes

Sechon 4
ClYes @No  4A D you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon
O Yes E No 4B Have you hired a pavale allorney?

O Yes (& No 4-C.  Have you slarted a court achon? I yes, please altach a copy of all court papers

Ll Yes ENo 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Achons Taken by Consumer

] Yes E No 4-E  Have you complamed 1o the Indwidual Business?

YesC] No 4-F:  Have you fied a complaint with any other agency? If yes, kst other agency

Transachon/Incdent Detais -~ altach addidional panes if necs

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
| cancefled check, comespondence elc) Please pont deary or type. Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe fransackon’inadent detals bedow when you complaimed and whal achon was laken

I am the chairman of surgery at Communuty hospital norih/east It has come 1o my attenbon that there 1s a potental quality assurance issue with a
recent patent of Dr. Mimms who had an oulpabent iposuchon that resulled in a bowed perforabon. This pabent presented 1o our hospital in
November of this year, was admstied, and eventually required exploratory surgery o repair the underyng bowel perforabon  The patient develop
further complicabons and passed away dunng that hospriaization. Dr. Mimms no longer has privileges at the Communay hospital Nedwork
therefore, he would not be approved o care for fus own complicabions. It 1s undear which hospetal Network in central Indsana that he s affiliated
with to treat s pabents who develdop a complcabion thal requees inpatient care

it was also brought to my attention, that there are new socal media posts about an alleged death dunng a surgical procedure being pesformed by
Dr. Mimms, once agan n his office
Thes death allegedly occurred within the last one week

My concern, 1s that this surgeon does not have any overssgh, such as a hospial, medical staff, 1o keep him accountable for hes achons

IHeel it s worth the states ime 1o do a deep dive on hes peachce patterns, his credentiahng, and his malpeacthice dams. Also, o make sure that
the fachity where he 1s performing invaswe surgical procedures, meet the stale standards

How would you e your "l'hr‘.):"' resolved?

Flease strongly consder an in-deplh inveshgabon into hus prachice pallems, credentials, pabent complains, and oulcomes

Sechon 7 WHAT HAPPENS NEXT?
The Consumer Protection Division will send a copy of your complaint to the S el
ahce of Allormey ( r
respondent individual/busin | rofessional This office cannol disclose Office of Allamey Qeners
Consumer Protechon Drasion

your complamnt against a hicensed professsonal to the public undess thes office files a
descplinary ackon agamnst the hicensed peofessional. This office represents the State of
Indaana and is imided in the remedies f can pursue. You may be entifled to
compensahion or other nghts that we cannot pursue for you  In addibon 1o Bing tis
complamni, you may want Yo consider contaching a prvate attomey or your local small
clams court

Government Cenles South, 5 Floor
302 W Washinglon Street
Indianapolis, IN 46204
317-232-6330 (phone) » 317-233-43493 ({fax)
www. IndsanaConsumer com

nsent and Venfication
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1 Yes No The nature of the complaint and the individual/business name

Do you cqnsent tq disclosing thg > [ Yes No Your name
following information to the public?
I Yes No  Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

December 9, 2022
Date

Your signature




CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 1 12-17)

INSTRUCTIONS To peevent delay, please be sare 1o complele both sides of Ts form in flul. Please prnt diearly or lype. Do not inciude yoov Soclal Security Number
on s form or in any accompanyng documents.  Please note: ¥ you have abeady cblaned a pdgment, o e 1s pending kgaton, we may be
mied or unable 1o Lake hrther acton on your complant

Case No: 11721957

Salulabon Streel Address
ODet COMr. OOMrs, A Ms. CIDr. [OMiss. [ Rev

Full Name/Organzaion/Agency City State Zip Code

Aikom il I Latayetie IN 47909

I an Organezabon/Agency provide a Pnmary Contact Name County Daytime Phone
Tippecance

Age Group Email Address

) 18-24 [025-34 (D 3544 (4554 (05559 160+

May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes

Are you or your spouse active military? E No O Yes

Indvidual Business Name of Individuab Repeesentative you dealt with
Dr_ Scott Mimms Dr. Scolt Mmms
Street Address Caty State I Code
1704 Lafayetie Ave Sle 5 Crawfordsville IN 47633
County Daytime Phone Emad Address

(765) 359-2237

Date of TransachonIncident 3-8 Ia Transaction, whal was the Transachon for?
Febr 2020 and June 2020 1 My business [ My family/household T My farm [ Non-Pro@/Church

3-C. Where did the Transachon'inadent ocour? (check box whero applicabiv)

3 My home ] By Internet/email
(2 Al the locabon of the business [0 By tedephone

[ Away from the locabion of the business [ By Socal Media
[ By maul ] Other

3-D:  What was the very first contact between you and the Indvdual Business?

1 Hedephoned the indwidualbusiness [ I receved informaton n the mad 1 I responded {0 a printed
1 I responded 1o a TViradio ad CJ Twent Yo the locabon of the business advertisement

CJ A person came fo my home 3 I recenved a phone call from the business = Other, describe below
[ | receved informabon by emad ] 1 responded 1o an offer on the ntemet My doctor referred me

3E  How dd you Pay?

1 Cash (] Credit Card/Pre-pay = Medicasd ] Pay-Pal ] Wire Transfer
] Check [ Instaliment Loan O] Medicare O Prwale Insuance [ Other

3-F:  What, # any, 1s the Dollar amount associaled with your loss? | SNA




CONSUMER COMPLAINT Page 2 of 2

Sechor

ClYes @No  4A  Dud you sign a wnllen agreement or contract? Iif yes, please attach a copy of the documentabon

OYes @No 48 Have you hired a privale atlomey?

OYes @No  4C  Have you started a court action? If yes, please altach a copy of all court papers

O Yes B No 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Achons Taken by Consumer

COYes @No 4B Have you complaned 1o the Indwidual Business?

YesC] No 4-F.  Have you filed a complaint with any other agency? If yes, kst other agency

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes®™ 1o 4-E or 4-F above please mdude in Ihe Fansachonincdent detals bedow when you complained and whal achon was laken

Dr. Barry Mathison, my GP, referred me to Dr. Scott Mimms afler finding that | needed another doctor 1o fix a previcus hemia mesh surgery |
needed lo have the recalled mesh removed. Dr. Mimms agreed this needed 1o happen | went in on Febr. 2020 and he performed the surgery and
decided not o put mesh back in but 1o put my slomach back logether. In June of 2020, | developed a sermona that 1s common for me afler
surgery_ | had a previous one drained after my hysterectomy. Dr. Mimms saad he would put a small drain in my stomach and drain. He performed
this at hus office, used a huge needle shaped bke a U, and studk it inlo my stomach | remember there was a lol of pan, and | almost passed out
Bul he also placed a strmg of an odd matenal n and bed it off. Afler a couple of days, | noboed that my stomach stadted 1o expand, and by the
end of that week, | looked kike | was six months pregnant. He removed the drain, and | asked him about my stomach growing. He told me #t was
weakened ab muscles thal | needed a lummy, and he would do that in his office in Indy cause # would save me money. He offered no CT scan to
make sure pust call hes office, and he would do the tummy tuck | called the ofice to find out the cost and schedule d. They needed a down
payment, so | decaded | better get Dr. Jon Hoverstand's thoughts before | dd s0. He is my OBGYN, and | was seeng him the next day. | went into
Dr. Hoverslands office, stood up, and showed lum. He pointed bo my slomach, "That 1s not a tummy tuck. You will never see thal doctor agan
and I need a CT scan ASAP * Thal scan showed that over 50% of my guts wese hanging out. | sought Dr. Mathison's advice on a doclor 1o repair
what Dr. Memens had done. After much searching, he found Dr. Mark Edwards at St Vincents. He did fix it, but i & take about six months to
have the surgery. | walked around with my guts hanging out for that time and was very limsted in work and what | could do_ | also had 1o wear a
brace prolecting my guts. Dr. Mark Edwards fed and repaired everything. | believe he sad over 60 % of my guts were out. | know that f | had
gone and had the lummy tuck, as Dr. Memms said, the chances are very hugh that he would have killed me, according to Dr. Mathison and Dr
Hoversland. Another doctor who stood by my side and saw all that happened was Dr. Shawn Benzinger, my functional practibhoner

The Consumer Protection Division will send a copy of your complaint to the

nt indivi i li rof al  This office cannol desclose
your complamnt against a hcensed professional to the public unless this office fles a
descaphinary achon agamst the hcensed peolesssonal  This office repeesents the State of
Indsana and i1s imded in the remedies f can pursue. You may be enfitled to
compensahion or other nghts that we cannot pursue for you. In addihon to Ring this
complamnt, you may want o consider contachng a prvate attomey or your local small
clasms court

Office of Atlomey General
Consumer Protechon Deasion
Government Centes South, 57 Floor
302 W_Washngion Street
Indianapolis, IN 46204
317-232-6330) (phone) * 317-233-4393 (fax)
www.IndanaConsumer.com

nsent and Venhcahon




CONSUMER COMPLAINT Page 2 of 2

Yes [INo The nature of the complaint and the individual/business name

Do you cqnsent tq disclosing thg > Yes [INo Your name
following information to the public?
I Yes No  Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

July 17, 2023

Autumn Libengood
Date

Your signature




CONSUMER COMPLAINT
Office of the Indana Atlomey General
(RS 1 12-147)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Ts form in ful. Please pent diearly or lype. Do not inciude youv Social Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
imied or unable 1o Lake furher action on your complant

Case No: 11702197

Salutabon Streel Address
ODet COMr. EMs CIMs CJDr. O Miss. [ Rev

Full Name/Organzaion/Agency City State Zip Code
Latayette IN 47900

If an Organzabon/Agency provide a Pnmary Contact Name County Daytime Phone
Tippecance

Age Group Email Address

) 18-24 (D 25-3400 3544 (04554 (05559 [ 60+

May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes

Are you or your spouse active meitary? E No O Yes

Indvidual Business Name of Individuab Repeesentative you dealt with
Dr_Scott Mimms Dr Scolt mimms
Street Address Caty State Ip Code
6905 e. 96 street Indianapohis IN 46250
County Daytime Phone Email Address

(317) 3154343

Date of Transachon/Incident 3B Ifa Transachon, whal was the Transachon for?
November 2022 1 My business X My famdyhousehold [ My farm ] Non-Profit/Church

3-C. Where did the Transachon'inadent occur? (check box whero applicatie)

3 My home ] By Internet/email
2 Al the locabon of the busness [ By tedephone

3 Away from the location of the business [ By Socal Media
[ By maul ] Other

30 What was the very first contact between you and the Indvdual/ Business?

1 Hedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O 1 responded 1o a TVirado ad ] Twent 1o the locabon of the business advertisement

CJ A person came o my home 3 I recenved a phone call from the business ] Other, descnbe below
[ 1 recerved informabon by emad CJ 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Medicand ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medicare [ Prwale Inswance [ Other

3-F:  What, # any, ss the Dollar amount associated with your loss? | $§15,000




CONSUMER COMPLAINT Page 2 of 2

Sechor

EYes OONo  4A  Dud you sign a wnllen agreement or contract? if yes, please atach a copy of the documentabon
OYes @No 48 Have you hired a pavale alforney?

OYes N0  4C  Have you started a court action? If yes, please altach a copy of all court papers
CYes @No  4p

Have you sued, or have you been sued, over this inadenlAransachon? I yes, please attach a copy of all court papers

Sechon 4 Ackons Taken by Consumer - continued

EYes ONo 4B Have you complaned 10 the indwidualBusiness?  August 2022
Rescheduled surgery for Feb 2023 but was not completed

YesE No 4-F:  Have you fied a complaint with any other agency? If yes, kst other agency: No

Transachon/Incident Details

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe fransacon’inadent detals bedow when you complaimed and whal achon was laken

My surgery left me with a botlomed out snplant with a chick in my left. The nght side s leff wath a constant burreng sensabon in my arm, armpit &
breast I'm hawing chest peessure & heawness & pain. My pubec area was left pulfy & dislorted, Resembling a male. | had a raumabic surgery
expenence in June with anesthesia | woke up dunng surgery Sighting as they blew my vain out & | was no longer getiing medscabon fo keep me
under | was fully awake while he was doing surgesy / ipo on my back sde. It was panful & | was keakng oul He Eater tobd my husband & 1° ¢
was scary & god was on our side . you were maxed oul & | wasnt sure if | could compede yllour procedure” | was maxed out on medicabons &
narcaned. Leaving me sick for 2 weeks with high blood pressure & severe delydrabon requinng IV flusds

T i will a f your lai of e
- % Office of Atlormmey General
respondent individual/business or licensed professional Ths office cannot disclose Conseimnar Erolechion D

your complant against a hicensed professional to the public unless thes office Hes a
descaphinary achon agamst the hcensed professional.  Thes office repeesents the State of
Indana and 1s imied in the remedies f can pursue. You may be entiled to
compensahon or other nghts that we cannot pursue for you. In addibon to filing this
complant, you may wanl ko consider contachng a prvale attorney or your local small
clasms court

Sechon 9 nsent and Venhcahon

Government Center South, 5 Floor
302 W_Washmngton Street
Indianapohs, IN 46204
317-232-6330 (phone) * 317-233-4393 (fax)
www IndsanaConsumer com

& Yes CINo  The nature of the complamt and the individualbusiness name
2> OYes ENo Your name
OYes ENo Your phone number

Do you consent 1o disclosing the
following nformation to the pubkc?

| affiem, under penalbes for penury, that the foregoing representations are true. | consent to the Consumer Protechon Dmasion oblaining or
redeasing any mformation mn furtherance of the dispossion of this complaint. | consent o the release of information induded n this complant
1o other publc agencies attemping 1o discover ongomng fravdident pallerns o prachces and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any information submitied to the Consumer Protechon Dvision, If | do peowde miy
Socal Secunty Number, | expressly consent lo the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

January 27, 2023
Your signature Date




 CONSUMER COMPLAINT
Office of the indana Atterney Genera
[RRf 11.18)

WETRUCT'ONS.  Toprevant colay, please Ue s 10 compista both sides of this fom n (01 Piease pent chaerly o ype. Do not include your Social Sezurity Number
on Brls S of Iy @7y accompany ng coouments. Prease mote: If you have sready cotsned & uigrent of Fare 8 pendeg Bgatisn, wa may be
Iried of nable 1o W Futher AcSice on Jour comeia st

Case No, 11701762

Sechion 1 Your Information

Salutation Streat Adcress
O Dat. O Mr. O Wrs. Qﬁs. O Dr. O Miss. O Rev.

| Full Name/Organizaton/Agency Cty State 7-“Z-p C;;” B
. }; 7:!!'0644 a0 /z:.' LJ ‘/6 50
if an Organization/Agency provide a Primary Contact Name County , DavtmaPhone
i (2 erxgl

Age Group -
| D182 D534 03544 0454 05559 B0+

- AT S AT

=mail Addrace

May we contact you by email? I yes. we wil not Contact you oy reguiar nIaTT @es O No

Are you Of your Spouse active mitary?

Who is the Complaint Against?

Name of indiviiualRecresentative you ceall wih

individualBusiness 2 y
| Dr ScettMams 4EZTRE | Dy, Seetdt-Mimms
Street Address Stae 7ip Code

470 M. Shudelaed Ave ﬁzjm,nafp//s | IN 2

County | Daytima Phone Emal Addrass

Mb\/r 1o

Transaction/incident Detads

A Daeof Transac:.owln:&:‘ert} 3B.  FaTransaction, what was the Transactcon for?
7/)9// g — 7/3 O// & O My business O My ‘amiyhousencid O My farm 0 Nen-Profit'Church
3.C. Where dic the Transaction/incident occur? (check box whers agpicabe)
0 My home 0 By ntemetfsmai
BT he locaion of the business O By tzlephans
O Away from the iocation of the business O By social meda
O 8y mad 0 Other

3-D;  Whal was the very first contact bebween you and the Ind viduakBusness?

0O I telephened the individualbusiness O 1 recaived irformation in the mail O Iresponced to a printed advertisenent |
D) | responded 1o a TVrado ad @ Twenl 10 the locaton of the business ) Orher deterbe below
0 A persan cama to my homa O | recenved a phone call from the business i g

0O | receved mformation by email 0 1 responded 1o an olfer or the Intarmat

]

1

(7€ howadyuPar

f @ Cash O Crect card/pre-pay 0 Medicaid 0 Pay-Pal O Wire transfer

@ Check 2 Instaiment Loan O Mecicare @ Private Insurance @ Oither :

3-F. What, if any, is the Dolar amount associated with your loss? | $ 'ﬁ;&ujng < /Wd'd"cﬁé Bills




CONSUMER COMPLAINT Page 2 of 2

Section 4 - Actions Taken by Consumer

Yes O No ~ 4-A1  Did you sign a written agreement or contract’? If yes, please attach a copy of the documentation.

0 Yes IZ—PNO/_ 4-B:  Have you hired a private attorney?

OVYes ENo  4-C: Have you started a court action? If yes, please attach a copy of all court papers.

O Yes [E’N/ﬁ 4-D;  Have you sued, or have you been sued overthls mmdentlfransactlon? if yes please attach a copy of aH court papers
' Section 4 © - Actions Taken by Consumer - confinized. - - . o

= Yes O No 4-E:  Have you complained to the ind;wduaI/Busmess

OvYes &fo 4-F:  Have you filed a complaint with any other agency? If yes, list other agency:

__:.SectaonS -Transact:onl!ncncfent Details — attach add:t:onaf pages ifn essary

Please remember to attach a copy of all documntataon Involved {order blank, warranty, credit card receipt and statement, invoice, contract or written agreement, adverlisement,
cancelled check, correspondence etc}, Plsase print clearly or type, Do Mot Include your Social Security Number,

If you answered "Yes" fo 4-E or 4-F above please fnclude in the transaction/incident details below when you complained and what action was taken.

I ﬁd’mﬁ/am&d 7‘6 Cmm&m;ﬁ /'/as f fal /(/M”#\ about e %{/&ﬁ(z/npfz{
oF Do Seotd Mimms | T couldnt Lm/&m?@m{ it brek Yhey bid-
f7l/ ‘ﬁﬁ['{' as /'p \/’/(ﬂj LUE L @VW!W?%’FA/M /ff///?ay_g}o ,/7 B/n& /;qs?[ﬂ,ﬁc,g_
whe DeMimms Nmﬂkc{ 10 &‘Sd’\ﬂﬂ"jr’i from the /ms',p/;fq/ Dr. Talic said fhat
he would Keep me in vhe hospital reqivdless fo what Dr Mivms said. I st/
den’t Koow what ot was g/l about Cmvpfdd/}/ Luet- /féda( sam&%mﬁ 4o & With
|71y ﬁ/ﬁm’/ Work

/Section 6. How would you like your Complaint resolved?

T e ddded o a List oF gm?mﬂfm//dmﬁ —

ﬁja%zrn i+ fa&%’f‘b/@_

;_Secﬂon 7 WHAT HAPPENS I\EEXT’?

The Consumer Protection Division will send a copy of your complamt to the
respondent individual/business or licensed professional. This office cannot disclose
your complalnt against a licensed professional to the public unless this office files a
disciplinary action against the licensed professional. This office represents the State of
Indiana and is limited in the remedies it can pursue. You may be entitled to
compensation or other rights that we cannot pursue for you, n addition to filing this
complaint, you may want to consider contacting a private attorney or your local smail
claims court

Section 9 . Consent and Verificatic

Office of Attorney Generai
Consumer Protection Division
Government Center South, 5" Floor
302 W. Washington Street
Indianapclis, IN 46204
317-232-8330 {phone) = 317-233-4393 {fax)
www, IndianaConsumer.com

WS CINo  The nature of the complaint and the individual/business name

Do you consent {c disclosing the @ss O No

following infermation to the public? Your fiame

O Yes [Hto  Your phone number

I affirm, under penalties for perjury, that the foregeing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint, | consent to the release of information included in this compiaint &
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand”™
that | shoutd not include my Social Security Number in any information submitted to the Consumer Protection Divisicn. If | do provide my

ecun er | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).
‘ oatr— A-§ 2023 N

Your mgnaiure Date







/C/T/T/UV‘@_. g 7[ 3 éaw

ﬁﬂ.%/ /27 /\/@' LA

@M/oé

%P/V/{ﬂff mg Zﬂ%zé?/r ﬁ/ V2.5 éjﬁ’(/ﬁ e jfﬂ

D Mimms Gﬁcom%es s business,
fafient g'\f\@%y 18 ot a Wy Jhat 4 Aoodor BH

bﬁljﬁd Ve . |
A releor ols /DQ/F%G/ i

I:‘ /ém’& a Lot o4 PP erpperls o7 | /.
7 really dT

_ / Ae U L ’-_0%4../(4ng5'“/,%
7],0 //ny g,{g;z//ﬁﬁg W D g@ %@ /‘ﬂcju.c!’ﬂw

: Y +ea
{ﬂ 0‘(/{) /qp{,t)‘ mw.;f\ gjo f (A EAT —_F//
/frank Hov,



CONSUMER COMPLAINT

Offce of the Indana Attomey Genora!
(R4 11-16)

—y -

WSTRUCTXONS:  Toznevent de 2y pledss D sute o cormpiele both sides of this form in ful. Pigase pret Cleary o vpa. Do ol inciude your Sosal Security Numbe!
on i form or 7 any accomparying documerts. PNease nole: ¥yoJ have dleady (o nad a jucgment, or e i perdrg 10gatan, we vay be
Freded O unat @ 10 18Re Aunther 8LT0M o your complawi
Case No: 11702149

Section 1 Your Informabon

Salutaton | Street Address
O Oet. T Nr. O Mrs. §@3Ms. O Or. O Mess, O Rev

Full Name'Crganzaton/Agency ' 7 City ' State | Zp Coda
rOn ¢
Ybu G Nl D \\(\ ‘\\Lf SMQ m“\:\« \M _\.M'_S. '\'o {
f an Organization/Agency provide a Primary Contact Name County Daytime Phone
) S 13 * /X ~ Lo S - el T~ SR
Age Geoup cmal Address :

| O18.24 0325 341Q3S~44 045-54 0O55-59 O 60+ i
—

I May we contact yOu b; email? i yes /95 we will not contact y you by regularmal | OYes ONo

Are yoU Of YOur $20us# active military? O Yes ‘%»
Complaint Against
IndividualBusirass Name ¢f Ingividual'Represantaiive you dealt with
O S odey Mg "

Stroot Address Ciy Toado = State Zn Code

ieS Casr Abvie, e GO ey T

County Daytme Phone R Email Address :

\h.';’;;,,\"""\ Z\ - e U A3 OX 5. mas DM\t LM

chion 3 Transachon/Incident Details

3-A' Da‘e of Transacton/Ircicent

Y G A WA O R R S A SR

3-C: Wrers did the T'ansa::onhdoenl occur? {check bax whare a;:;'a..:‘bl

36 FKaT
D My business O Ny ‘amitymeasehold O My farm O Nan-PreftChuren

ransaction, what was the Transaction for?

0O My home O By Internetemall
801 the location of the business O By telephone

I Away from the location of the busness 0O By social media
0 By mail O Ceher

3-D:  Whrat was the very firs! contact betwesn you and the IndviduaBusness?

O |eleshoned the individualbus ness 0 | received informaien in the mail O | responded to a printad advanisemeant
-1 . A n A i .

O I respanded 1o a TV/radio ad EXDwant ta the lacaton of the businass [ Othec. describe beiow

O A person came to my home O | receved a phene cal rom the business

0 | raceived informalion By emai D 1 respended 10 an cffer on the ntemst

3E  Howdic you Pay?
0O Cash /@)ﬁe-my 0O Medicaid 0 "ay-Pa Wire trassfer
O Creck O insiaiment Loan 0O Medicare 0O Private hsurance Q Other

3F. What, f any, is the Dollar amount associated with your loss? | $

Pl s T
S. e v




CONSUMER COMPLAINT Page,2.of 2

| Section4 . Actions Taken by Consumer c AR e e L e
\(E.’QYes D No 4-A;  Did you sign a wrrtten agreement or contraot’? If yes piease attach a copy of the documentatron
O Yes ﬁ.’No 4.B:  Have you hired a private attorney?
O Yes 8o 4-C: Have you started a court action? If yes, please aftach a cepy of ail court papers.
4-D; Have you sued, or have you been sued, over this rncrdentftransacnon? If yes please attaoh 2 copy of ail court oapers

Actrons Taken by Consumer contrnued_,@ e v
4-E: Have you complained to the Indrvrdual/Busrness”r‘

4-F:  Have you filed a complaint with any cther agency? If yes, list other agency:

o Transactronllnc;dent Detarls - attach addrz‘r "_":af pages ;fnecessary

Please remember to attacn acopy of all documentation involved (order btank. warranty, credit card receipt ang stalemem invoice, contra”t or wnrten agreernent aduemsement

rancelled check, correspondence ete). Please print clearly or type. Do Not Include your Social Security Number,

{f you answered "Yes" to 4-E or 4-F above piease includs in the transactionfincident detalls below when you complained and what action was taken.

-’:\: Ao v Moot O (_’Q,P\_) [0 e N O\&JL\,}""\.'{U/\,F I f“t__(_kL\\/";_C‘

Lo QO & v i S\,n{\_awua-& Wee e \0\3 Or. Scoexde Mavng

VI e L e s aduisd Aot o6 N WIS Ny
Vs d Y el 3 wws Qher fj-u;\d’S S\“"U“ o~y 5¢(MA"“5‘E&\“~'
__ﬁ?“‘“’"‘ U N Y TS 3 o sy \n’_w\,) S L o~k N
'_-Seclronﬁ Howwoutd you Irkeyour Complamt resol\red'? Pl i s
1 an~ L.Cv‘\LLe“‘v’\'E_L\ ‘O‘LLW\»%R— E e e b Aot S
\&«o\,«- \\L (»-C~5_- ey @\, ;?e»s.—:.._

e St Sue el A \_,._\Q,; Y\ut mwurt

/Section 7.+ WHAT HAPPENS NEXT? : S o
The Consumer Protection Division will send a copy of your complarnt to the
respondent individualibusiness or licensed professional. This office cannot disclose
your complaint against a licensed professional to the public unless this office files a

Consumer Protection Division
Government Center South, 5 Floor

disciplinary action against the licensed professicnal. This office represents the State of 302 W. Washington Sireet
Indiana and is limited in the remedies it can pursue, You may be entitied to Indianapol‘rs N 46704
| compensation or other rights that we canrct pursue for you, In addition to filing this 317-232-6330 {phone} * 317-233-4393 (fax)

complaint, you may want to consider coniaciing a private attorney or your local small
Saims court
Section 9. -

www.[ndianaConsumer.com

Consent and Verificaion ™"~

' . [¥es ONo  The nature of the complaint and the individual/business name
Do you consent to disclosing the Q/{es O No

following information to the public? M OnN
es 0

Your name
Your phong number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint, [ consent to the reiease of information inciuded in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enfercement. tunderstand
that ! shouid not include my Social Security Number in any inforrnation subrnitted to the Consumer Proteotion Division If 1 do provide my

Your signature = e Date

Office of Attorney General Sy



CONSUMER COMPLAINT
Ofhce of the Indana Atlomey General
(RS 7 12-47)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude yoov Social Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
lmied or unable 1o take urher acton on your complant

Case No: 11703007

shon

Sadulabon Street Address
ODet OMe. OMrs. OMs. CIDr. COMiss. O Rev
Full Name/Organizabon/Agency City State Zip Code
Indsanapolis 46246
I an Organzahon/Agency provide a Pnmary Contact Name County Daytme Phone
Out'State County
Age Group Email Address
0 18-24 [026-34 (B 3544 [0 4554 (05559 160+
May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes
Are you or your spouse active military? E No O Yes

Indvidual Business Name of Indmviduab Repeesentative you dealt with

Or Mimms

Street Address City State I Code
6905 e 96th st indpls IN 46236
County Daytime Phone Email Address

Manon (317) 452-5271

3-8

If a Transachon, whal was the Transachon for?
I My business ] My famdyhousehold [ My farm ] Non-Profit/Church

3 A Date of Transachon/Incident

3-C. Where dd the Transachonincdent ocour? (check box where applicabio)
J My home ] By Internet/emal
(2 Al the locabon of the business [0 By tedephone
[ Away from the locabion of the business [ By Socal Media
[ By maul ] Other
3D What was the very first contact between you and the Indvdual/Business?
[ Hedephoned the indwidualbusiness I | recaved informaton in the mad 1 I responded o a prnted
1 I responded 1o a TViradio ad CJ Twent 1o the locaton of the business advertisement
CJ A person came o my home I I recenved a phone call from the business ] Other, descnbe below
[ 1 recerved informabon by emead ] 1 responded 1o an offer on the ntemet
3E  How dd you Pay?
1 Cash =] Creddt Card/Pre-pay 1 Meducad ] Pay-Pal [J Wire Transfer
] Check ] instaliment Loan O] Medicare [ Prwale Insurance [ Other
3-F:  Whal, # any, is the Dollar amount associatled with your loss? | §




CONSUMER COMPLAINT Page 2 of 2

axen by Consumes

ClYes @No  4A D you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon
@ Yes O No 4B Have you hired a pavale allorney?

OYes @No  4.C  Have you started a court action? If yes, please altach a copy of all court papers

CYes EINo 4D Have you sued, or have you been sued, over this inadentAransachion? If yes, please attach a copy of all court papers

Sechon 4 chons Taken by Consumer - continued

@Yes ONo 4B Have you complamed 1o the iIndvidual Business?  dale of surgery
the surgery was redone

YesC] No 4-F:  Have you fied a complaint with any other agency? If yes, kst other agency: yes one year ago filed a sule

Transachon/Incdent Detais -~ altach addidional panes if necs

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
| cancefled check, comespondence elc) Please pont deardy or iype. Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe ransacon’inadent detals bedow when you complaimed and whal achon was laken

1 recevied a lummy tuck and lipo from dr Scott Memms
as a resull my sion died a hwge scar and desooloration

How would you ke your (

I am Suing the Dr Mimens

Sechon 7 WHAT HAPPENS NEXT?

The Consumer Protection Division will send a copy of your complaint to the

Office of Allormey General
Consumer Protechon Drasion
Governmenlt Cender South, 5 Floor
302 W_Washmnglon Street
Indianapois, IN 46204
317-232-6330 (phone) = 317-233-4393 (fax)
www IndsanaConsumer com

respondent individual/business or licensed professional Ths office cannot disclose
your complant against a hicensed professional to the public unless ths office Hes a
descaphinary achon agamst the hcensed professional.  Thes office represents the State of
Indana and 1 imied in the remedies o can pursue. You may be entitied to
compensahon or other nghts that we cannot pursue for you. In addion to filing this
complant, you may wanl %o consider contachng a private attorney or your local small
clasms court

nsent and Venhcahon

& Yes CINo  The nature of the complant and the ndivmdualbusness name
> OYes ENo  Your name
DOYes ENo Your phone number

Do you consent 1o disclosing the
following nformation to the pubkc?

| affiem, under penalbes for perjury, that the foregoing representabons are true. | consent to the Consumer Protection Davision obtaining of
refeasng any information in furtherance of the dispossbion of this complaint. | consent 1o the release of information nduded mn this complaint
1o other pubkc agencies attemping to discover ongomng fraudulent patierns or prachices and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any information submitied to the Consumer Profechon Divsson. If | do provide nmy
Socal Secunty Number, | expressly consent fo the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

_ . February 2, 2023
Your signature Date




CONSUMER COMPLAINT
Office of the Indana Atlomey General
(RS 1 12-147)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Ts form in flul. Please prnt diearly or lype. Do not inciude yoov Social Security Number
on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o Lake urher acton on your complant
Case No: 11701016

shon

Salulabon Streel Address
ODet COMr. OMrs, OMs. CIDr. COMiss. CIRev

Full Name/Organzaon/Agency City State Zip Code
Indsanapolis IN 46218

It an Organzahon/Agency provide a Pnmary Contact Name County Daytme Phone
Manon

Age Group Email Address

) 18-24 [025-34 (03544 (R 4554 (05559 160+

May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes

Are you or your spouse active meitary? E No O Yes
Indnvidual Business Name of Individual Representative you dealt with
Dr_ Scott Mimms Advanced Surgery of Indsana Dr Scott Mimms
Street Address City State I Code
6905 E 96th St Sude 900 Indianapoks IN 46250
County Daytime Phone Email Address
(317) 598-0004

Date of Transachon/Incident 3B Ifa Transaction, whal was the Transachon for?

12)8022 1 My business [ My family/household T My farm [ Non-Pro@/Church
3-C. Where dd the Transachon'inadent occur? (check box where appbcablo)

3 My home ] By Internet/emal

(2 Al the locabon of the business [0 By tedephone

[ Away from the location of the business [ By Socal Media

[ By maul ] Other

3D What was the very first contact between you and the Indvdual/Business?

[ HHedephoned the indwidualbusiness I | receved informason in the mad 1 I responded o a prnted
O 1 responded fo a TVirado ad CJ Twent 1o the location of the business advertisement

CJ A person came fo my home 3 I recenved a phone call from the business ] Other, descnbe below
[ 1 recenved informabon by emad O] 1 responded 1o an offer on the Intemet

3E  How dd you Pay?
1 Cash =] Creddt Card/Pre-pay 1 Medicand ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medwcare [ Prwale Insuance [ Other

3-F:  What, #any, ss the Dollar amount associaled with your loss? | $7500




CONSUMER COMPLAINT Page 2 of 2

Sechon 4 f ‘:“'hl“‘(J-'l‘.h'h‘!

EYes ONo  4A  Dudyou sign a wnilen agreement or contract? if yes, please attach a copy of the documentabon
OYes @No 48 Have you hired a pavale alforney?

OYes N0  4C  Have you started a court action? If yes, please altach a copy of all court papers

U Yes & No 4D  Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

vaxchon 4 Achons Taken by Consumer

@EYes ONo  4-E  Have you complamed 10 the Indvidual Business? 127722

No
YesE No 4-F:  Have you fided a complaint with any other agency? If yes, kst other agency: No

Transachon/Incdent Detais -~ altach adddional panes if n

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract or wrilen agreement, adverisement
| cancefled check, comespondence elc) Please pont deary or type. Do Not Inchede your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe ransackon’inadent detals bedow when you complained and whal achon was laken

I decxded not to have a cosmebc procedure afler a pre op visit on 12622 | called Dr Memms o cancel and | was tokd by his recepbonist Rihanna
that | would get a full refund withen 3-5 busness days and Dr Mimms would reach out 1o me. | have called every few days and | have been told
the doctor 1s rewewing my case and that | would recesve a refund in a few days. Rihanna told me that | would recerve my fulll refund the first week
of January 2023 | called back the first week of January and was told the dr was reviewing my case bt the business manager Danelie would be
in and she would be able lo take care of fus. | never recerved a call back | called on 1/18723 and spoke o Rihanna again and she told me to
hold on and then hung up on me

I would ke 1o recerve a full refund of my $7500
7000 for the procadure that | cancelied and $500 deposit ASAP

WHAT HAPPENS NEXT?
T i will a { lai
respondent individual/business or licensed professional Ths office cannol disclose

Office of Allormey General
Consumer Protechon Drasion
Governmenlt Cender South, 5 Floor
302 W_Washmngton Street
Indianapols, IN 46204
317-232-6330 (phone) = 317-233-4393 (fax)
www IndsanaConsumer com

your complant against a hicensed professional to the public unless thes office Hes a
descaphinary achon agamst the hcensed professional.  Thes office represents the Stabe of
Indana and 1 imied in the remedies f can pursue. You may be entiled to
compensahon or other nghts that we cannot pursue for you. In addion to filing this
complant, you may wanl ko consider contacting a prvale attorney o your local small
clasms court

nsent and Venhcahon

@ Yes CINo  The nature of the complant and the ndivmdualbusness name
2> OYes ENo  Your name
DYes ENo Your phone number

Do you consent 1o disclosing the
following nformahion to the pubbc?

| affiem, under penalbes for perjury, that the foregoing representabions are true. | consent to the Consumer Protection Divisson oblainmng or
redeasng any information in furtherance of the disposstion of this complaint. | consent 1o the release of information nduded n this complant
10 other publc agencies attemping 1o discover ongomnyg fravdudent patierns o prachces and for the purpose of law enforcement. | understand
that | should not include my Social Secunty Number in any information submitied to the Consumer Prolechon Dwsson If | do prowde my
Socal Secunty Number, | expressly consent lo the disclosure of my Social Secunty Number in accordance with Indiana Code § 4-1-10-5(2)

January 18, 2023
Your signature Date




e

{a -\ CONSUMER COMPLAINT
L ’ *| Offca of tha Indiana Altomay General
‘,\ ’ /' (Re/ 11416

INSTRUCTIONS.  To preverd delay, please be surm % complale both sides of this form in . Please prnt cleady or type, Do not include your Social Security Number
on s form of in a0y Bcoompanying cocumants. Please nofe: ¥ you have Seeady oblaned 3 jusgmant, or thare i panding ISgation, we may be
fewted of Unadie 10 ks Lurther 82500 &0 YO complaint.

Case No: 11707230

Salutation

| Street Adcress
) Det Du.nm.husoor.nuss.nnev. |
Full Name/Organization/Agency | City State Zip Code
% - Hab
dﬂ@a (NNeg :_.lndgls aN Y
if an Organization/Agency provide a Primary Contact Name | County . Daytma Phons
| Marion 2(7-2354-7003
Age Group | Emal Address
018-24 02534 03544 n45-54 05549 060+ |
May we contact you by email? If yes, we will nol contac you by reguler mai Yes O No

Aré you o your spousa active miktary?

Nama of indvidualRepresentative you dealt with

individual/Business . |
Scott Uirus / &amw L()édq Medsm bCOH' l{] MMC |
Stwel Address | City State Zip Code |

6905 €. Gotn Suite. G00 Trdpls | JLARSO |
County Daytime Phone Emal Acdress '

TransactionInGe

3A:  Date of Transacion/Incident

Qa3 B

'3C: Where did the Transaction/Incident occur? (chack bax where agpbeabie)

3-8: If a Transaction, what was the Transaction for?
O My business O3 My familyhousehold £ My fam O Non-Prof'Church

0 My home 0O By Internet/email
At the location of the business 0 By tedaphone
Away from the location of the business 0 By socal media

O By mail 0O Other

| 3.0 Whatwas the very fest contact batween you and the kndnidual/Business”?

telephoned the individualbusiness 0O | recetved infarmation in the mad O | responded to a printed advertisament
| responded to a TViradio ad O | went to the location of the busness 0] Other. dascride bslow
0 A person came 1o my home O3 | received a phone call fom the business '
O | recaived infoemation by email 0O | responded 1o an offer on the Intemet
3E: How dd you Pay? o
O Cash Y Credt cardipre-pay O Medicaid O Pay-Pal 3 Wire transfer
0 Check 1 Installment Loan 01 Medicare O Private Insurance O Oeher

| 3F: What i any, is the Dollar amount associated wih yow loss? | § {5037
, 1=




CONSUMER COMPLAINT Page 2 of 2

" Sectiond  Actions Taken by Consumer ] - ]
O Yes O No 4-A:  Did you sign a written agreement or contract’? ] yes please attach a copy of the documenta’ﬂon

O YESEO 4-B:  Have you hired a private attorney?

O Yes 4-C: Have you started a court action? If yes, please attach a copy of all court papers.

O Yes\[JI No 4.D;  Have you sued, or have you been sued, over this mmdentftransactlon'? If yes, p!ease attach a copy of alf court papers.

| Section -+ Actions Taken by Consumer - coninued i
Yes 1 No 4-£:  Have you complained to the Individual/Business?

O Yes%lo 4-F:  Have you filed a complaint with any other agency? If yes, list other agency:

‘Section 5 Transaction/incident Details - attach additional pages if r;ecesbary

Please remember to aftach a copy of alt dacumentation invalved {order blank, warranty, credit card reoeml and sta%ement invoice, contrac! or written agreement, advertisement,
cancelled check, corespondence etc). Please print clearly or type. Do Not Include your Social Security Number.

If you answered "Yes” o 4-E or 4-F above please inciude in the transactionfincident detaifs below when you complained and what action was taken.

Section B How would you like your Complaint resoived?

Twold i Fnthe De. 4o e suwie| ¢ gehan a,i manuj Peticd HO hLm ioJ L

‘Section7  WHAT HAPPENS NEXT? ' ; L “Section8 | Mail Completed Forms to:

The Consumer Protection Division will send a copy of your complaint to the Office of Attomey General
respondent individual/business or licensed professional. This office cannot disclose Consumer Protection Division

your complaint against a licensed professional to the public unless this office files a Government Center South. 5t Floor
disciplinary action against the ficensed professional. This office represents the State of 302 W. Washington S'treet

Indiana and is limited in the remedies it can pursue. You may be entitled to In diaﬁa polis, IN 46204
compensation or other rights that we cannot pursue for you. tn addition to filing this 317-232-6330 (phone) ' 317-233-4303 (fax)
compiaint, you may want to consider contacting a private attomey or your local small

, www.IndianaConsumer.com
claims court. _

Sectlion 9 Consent and Verification

S Yes OONo  The nature of the complaint and the individual/business name
Do you consent to disclosing the Yes ONo  Your name

following information to the public?
1Bl Yes O No  Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting fo discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that { should not include my Social Security Number in any information submitted fo the Consumer Protection Division. If | do provide my
Social Segurity Number, | expressly consent fo the disclosure of my Social Security Nunber in accordance with Indiana Code § 4-1-10-5(2).

Mm_/ 725’ //%97

Your signature Date




CONSUMER COMPLAINT
Offhice of the Indana Atlomey General
(RS 1 12-147)

INSTRUCTIONS To peevent delay. please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude youv Soclal Security Number
on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o Lake rther acton on your complant

Case No: 11709860

Salulabon Street Address
ODet COMr. OOMrs, A Ms CIDr. [COMiss. [ Rev

Full Name/Organzaon/Agency City State Zip Code
Fishers IN 46037

I an Organezabon/Agency provide a Pnmary Contact Name County Daytme Phone

Age Group Email Address

() 18-24 (D 25-3400 3544 04554 05559 (360«

May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes

Are you or your spouse active military? E No O Yes

Indvidual Business Name of Indviduab Repeesentative you dealt with

Scott Mimms

Streel Address Caty State I Code
6905 e 96th st. #0900 ndanapoks IN 46250
County Daytime Phone Email Address

Date of Transachon/Incident 3-8 Ia Transachon, what was the Transachon for?

seplember 20, 2022 1 My business =] My famdyhousehold T My farm £ Non-Profit'Church
3-C. Where dd the Transachon'inadent occur? (check box where appbcabéo)

[ My home ] By Internet/emal

2 Al the locabon of the busness [ By tedephone

[ Away from the location of the business [ By Socal Media

[ By maul ] Other

3D What was the very first contact between you and the Indwdual/Business?

[ HHedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O I responded to a TViradwo ad CJ T went 1o the locaton of the business advertisement

CJ A person came fo my home 1 I recenved a phone call from the business ] Other, descnbe below
[ 1 recearved informabon by emad £ 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Meducad ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medicare O Prwale Insurance [ Other

3-F:  What,  any, 1s the Dollar amount associated with your loss? | §1.250




CONSUMER COMPLAINT Page 2 of 2

Sechor

CYes @No  4A D you sign a wnllen agreement or contract? if yes, please atach a copy of the documentabon
OYes @No 48 Have you hired a privale allormey?
OYes N0  4C  Have you started a court action? If yes, please attach a copy of all court papers

OYes & No 4D  Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Ackons Taken by Consumer - continued

@Yes ONo 4-E Have you complamed 10 the indwidualBusiness?  january
no
YesC] No 4-F:  Have you filed a complaint with any other agency? If yes, kst other agency

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes®™ 1o 4-E or 4-F above please mdude in Ihe Fansachoninadent detals bedow when you complained and whal achon was laken

i called dr. scott mimms” office 1o sel up a consultabion for plashc surgery. 1 was scheduled for seplember 20th of 2022 to come in for a consult
upon 1afking with the doclor | decaded 10 book surgery. this required a 1.2008 deposit on top of the 508 deposit to schedule the indial consult
appomntment. surgery was booked foe pnuary 27th, 2023 1 pad the remaining balance for surgery of 5 3008 n december. unfortunately mn
december a lot of mformabon regarding dr. mimms and hes practice came 10 hght. when 1 found out he had lolled multiple people and was llegally
performeng his procedures, and under investigabon 1o lose his medical hcense | was obwously fumed off from having any sorl of procedure af hes
office. i called to cancel the procedure and was tokd it would be completely refundable. | waited two weeks and after receving none of my money
back, 1 called the office. 1 was lold to gve it another week to come through. after ancther week of warting and still recerving nothang while being
dodged by his office staff, 1 disputed the 5 3008 charge with my bank (chase) and received that money back with no further woed from dr. mimms
office. 1 am unable 1o do a despute for the rest of my deposit | gave them of 12508 because too much bme had passed snce the inssal
transachon, and dealing with hes office seems to get me to a dead end 1 never sgned any paperwork regarding the money beng non refundable,
| and in facl was assured by his office thal it was refundable since 1 was no longer comortable hawing the procedure

1 e

1want my 12508 back

WHAT HAPPENS NEXT?

The Consumer Protection Division will send a copy of your complaint to the G . )

— : e T ofice cornol disclose Office of AMomey General
tespondent individualibusiness or licensed professional g A v g N IR R Consumer Protechon Dwision
Government Center South, 5 Floor

302 W_Washanglon Street
Indianapols, IN 46204

your complaant against a hcensed professional to the public unless this office les a
descaphinary achon agamnst the icensed peolessonal. This office represents the Stale of
Indsana and i1s imded in the remedies A can pursue. You may be entitled to
compensation or other nghts that we cannot pursue for you. In addition to fling ths 2706390 ( oug 771499
complamnt, you may want to consider contacting a privale attomey or your local small i \ ) = STTR3A (k)

clams fzxiu

www IndsanaConsumer com

EYes CINo  The nature of the complant and the ndmdualbusiness name
> OYes EINo Your name
OYes ENo Your phone number

Do you consent Yo disclosing the
following mformation 1o the public?

I affern, under penalbes for perjury, that the foregoing representabons are true. | consent to the Consumer Prolechion Drvasion oblaining or
redeasang any mnformabion in furtherance of he dspossbon of this complant. | consent to the release of infoemabion induded n this complamt
to other publc agencies attempiing to discover ongoing fraudulent patterns or prachces and for the purpose of law enforcement. | understand
that | should not include my Social Secunty Number i any information submitied to the Consumer Prolechion Division. If | do provade my
Socal Secunty Number, | expressly consent 1o the disclosure of my Social Secunty Number in accordance with Indiana Code § 4-1-10-5(2)

March 30, 2023
Your signature Date




CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 1 12-47)

INSTRUCTIONS

To peevent delay, please be sure 1o complele both sides of Ts form in flul. Please prnt diearly o lype. Do not include youv Social Security Number

on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be

mied or unable 1o Lake hrther acton on your complant
Case No: 11670819

Indndual Business

Sadulabon Street Address
ODet COOM. EMs COMs CJDr. COMiss. O Rev
Full Name/Organizabon/Agency City State Zip Code
Erica: Salemi INDIANAPOLIS IN 46241
If an Organzabon/Agency provide a Pnmary Contact Name County Daytime Phone
Manon
Age Group Email Address
01824 (02534 (03544 D 4554 (15559 1604
May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes
Are you or your spouse active military? E No O Yes

(317) 508-0094 ext 202

Date of Transachon/Inciden 38

Name of Individuak Representative you dealt with
Dr_Scott Edward Mmms Danselle Pittiman
Street Address City State I Code
6905 East 96th Street, Suste 900 Indianapohis IN 46250
County Daytime Phone Email Address

dpetiman@asibehealthy com

If a Transachon, whal was the Transachon for?

01/1472022 1 My business X My famdyhousehold [ My farm ] Non-Profit/Church
3-C. Where did the Transachon'Inadent occur? (check box whero applicabie)
J My home ] By Internet/email
(2 Al the locabon of the business [0 By tedephone
[ Away from the location of the business [ By Socal Media
[ By maul ] Other
3D What was the very first contact between you and the IndivwdualBusiness?
1 HHedephoned the indwidualbusiness I | receved informaton in the mad I I responded o a prnted
1 I responded 1o a TViradio ad ] Twent 1o the locabon of the business advertisement
CJ A person came fo my home I I receved a phone call from the business ] Other, descnbe below
[ | receved infoemabon by emsad ] | responded 1o an offer on the ntemet
3E  How dd you Pay?
1 Cash =] Creddt Card/Pre-pay 1 Medicad ] Pay-Pal ] Wire Transfer
] Check [ Instaliment Loan O] Medicare [ Prwale Insurance [ Other
3-F.  What & any, s the Dollar amount assocated with your loss? | $15,000




CONSUMER COMPLAINT Page 2 of 2

EYes ONo  4A D you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon
@Yes ONo 48  Have you hired a pavale allomey?
@Yes ONo  4C  Have you started a court action? If yes, please altach a copy of all court papers

CYes EINo 4D Have you sued, or have you been sued, over this inadentAransachion? If yes, please attach a copy of all court papers

Sechon 4 Ackons Taken by Consumer - continued

&0 Yes O No 4-E  Have you complamed 10 the Indvidual Business? 01/14722 tll present

YesC] No 4-F:  Have you fied a complaint with any other agency? If yes, kst other agency

Transachon/Incident Details

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe fransacon’inadent detals bedow when you complaimed and whal achon was laken

On 171322022 at 7:30 pm, Danyelle called and sand that breast implants didn come in so they couldn perform a breast augmentabon so | wentin
on 1/14/2022 for an arm Iift ondy. The arm Mt was not successiul | was left with many post-surgical comphicabions such as wound healng
problems with dehescence of a wound. Left axillary was sewn foo bight resulting in a contraciure on my left side. Blue sutures that | had to remove
mysedl because Dr. Mimms ddn't remove them. There was still 2 cm of excess skin and adpose tissue to biateral anms. He peescnbed Bacinm
but then wasted a week before calling it m to my pharmacy  On my post-op appt on 2/7/22, Dr. Mimms failed to show-up for my appt and | saw his
office manager Danyelle mstead. While | was going through this ordeal, | decaded to look up Dr. Mimms on the Board of Licensing for Indiana and
found out that he had an expred hcense. In fact, fus hicense had expired on 10031721 and was expered when he performed the arm Iift on me on
1/14722 Everytime | would go o a post-op appl | would express my disappomtment with everything and Dr. Menms would tell me that once my
wounds healed that he was going to operate again and correct my ams. On 2/28/22, my husband and | went in the office 1o talk fo Dr. Mimms
about compensalion to be given 1o me if | didnt want him 1o operate on me again. Everyime my husband asked about compensabon, Dr. Mimms
would not answer the queshon_ | found out today, 4/19/22 thal my bank reversed the charges and gave 6550 00 1o Dr. Mimms because he hed
and sad he performed a breast augmentation on me when he never performed that surgery on me al all. The only surgery he performed was an
am Kt | have tryed many times 1o get a copy of my medical records but everyime I'm told that Dr. Mimms does not have those documents

read

He should be penalzed for continuing %o pracice mediane! surgery without a valid medical license. He shoukd give back the 6550 00 for a breas!
augmentabon that he never performed and now 1s lying about. He should give me back the money | pasd hum fo mublale me and pay the 9000.00
il s gong o cost 1o do 8 revision on my &ms

will a { lai
respondent individual/business or licensed professional Ths office cannot disclose
your complant against a hicensed professional to the public unless ths office Hes a
descaphinary achon agamst the hcensed professional.  Thes office represents the State of
Indana and 1s imied in the remedies f can pursue. You may be entiled to
compensahon or other nghts that we cannot pursue for you. In addihon to filing this
complant, you may wanl ko consider contacting a prvate attorney o your local small
clasms court

Office of Allormey General
Consumes Protechon Deasion
Government Center South, 5 Floor
302 W Washmglon Street
Indianapohs, IN 46204
317-2326330 (phone) « 317-233-4393 (fax)
www IndsanaConsumer com

nsent and Venhcahon




CONSUMER COMPLAINT Page 2 of 2

D disclosing th Yes [INo The nature of the complaint and the individual/business name
0 you cc?nsent tq isclosing ¢ € > Yes [1No Yourname
following information to the public?

Yes [1No Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

Erica Salami April 20, 2022
Your signature Date
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Complainant

Add New Contact
Cmplnt Salutation
Cmplnt First Name
Cmpint Middle Name
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Cmplnt Suffix
Cmplint Address
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Cmplnt State
Cmpint Zip
Cmpint Phone #
Cmplint Email
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SA-049048

Tucker
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NY
11422
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Provider Type
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Add New Provider
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Salutation
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Suffix
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Organization
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v

Renew La er Med pa

Indianapolis

Abuse and Neglect Details

Victim Name

Tucker
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How Received
Date Received
Matter Code
Matter Class
Matter Type
Matter Sub-type
Status
Jurisdiction

Notes

Approved By

Supervisor

Matter

Originating ML Matter

Referred From

Medicaid Provider #

County

Allegation

Medicaid Provider
Confirmed

Reported to Police

Website
2/7/2024
MFCU Investigation
Criminal
Abu e and Neglect

In Progre

CcC

Private Citizen

Marion

Un ure

Not ure

12



2/9/24, 9:41 AM

Medicaid Patient No
Confirmed

Reported to ISDH No

Reported to APS No

Details of Complaint
Against Employer

Date/Timeframe of  10/26/2022

Incident

How did you learn of
Fraud

Amount of Money
Involved

Description of
Complaint

SA-049048 ~ Salesforce - Unlimited Edition

Police Department
Name

Case #

| have been trying to make a report and finally figured out how to and | hope this works. On October 26, 2022
at 8:30am, | had a breast augmentation at a place called “Renew Laser Medspa” located at 6905 E. 96th

Street, Suite 900, Indianapolis, Indiana 46250. | was advised by the doctor “Scott Mimms” that the procedure
would only be about an hour. My boyfriend was outside waiting for me and he told me that | was in there
longer than that. He said that when | came out, | was completely out of it. | was in SO much pain! When | got
home, | realized that my right breast was dropped and my left was not. | kept feeling like my chest was
pulling apart. If | could go back in time | would not have gotten it done by this doctor. After | decided to look at
his social media, (instagram) to find that lots of people were making complaints. It's been a year and change
since I've had this procedure done and my right breast still looks way bigger than the left. The incision is also
visible on the right. | would provide pictures but I'm not sure if it's appropriate. But | have provided the

paperwork. Thank you.

Processing Section

Related Cases

Sy tem Information

Created By  Abuse And Neglect Complaint Form Site

Guest User, 2/7/2024 8:55 AM

Notes & Attachments
Tucker, financial heet pdf

Type File
Last Modified Master Administrator
De cription #iISWEBMERGEDOC
Download

Files
Tucker, - financial sheet.pdf

Last Modified 2/7/2024 8:56 AM
Created By Ma ter Admini trator

Owner Master Administrator

Record Type MFCU Complaint

Last Modified By  Kayla Hickox, 2/7/2024 12:03 PM

Copyright © 2000-2024 salesforce.com, inc. All rights reserved.

https://inoag.my.salesforce.com/a0U8z000001wLBdEAM/p
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Office of the Indlana Altornay Goneral
(R4 f 19-16) Nis

CONSUMER COMPLAINT %
|
I
|

INSTRUCTIONS:  To provest de'ay, ploase be s 15 comolale both sides of this form In Al Flaass prist charly of fype. Do nod Aneiudle your Baclal Socurity Numbder
on fils fom of In any accompanying documonms. Please pofe: If you have akready catanes 8 JOgvon, or hare b panding itigalion, we may be '
Imiad or unadie 19 ko Kethor a28on on yOur complaist '

Case No: 11703596

Sex won 1

Salulation Street Address

O Dal O M, BT Mrs, O Ms, O Dr. O Miss, O Rev.

Full Name/Orcantzation/Agenav Chy State Zip Code
Taid: acwn/s pry “ozz G

' If an Organization/Agency provide a Primary Contact Name County ' | Deviime Pnone -

. N/Aa i Marian, i Ae——
Age Gredp Emall Address 1o
01824 02534 (13544 MES54. 15550 O60e  _ o -

May we contact you by emai? If yes, we will not contac! you by reguler mall” | BYes O No

A8 you Of your spouse active military? O Yos BNo Honaable )

IndivdualBusiness Namo of Incividual/Reprasentative you dealt with
_Or Seott E M:mme ., D .
Street Addross City Stale Zip Coco 31
Trdiendepotis | T | 44 260
Email Adcress

Dalo of Transaction/Incident 8. ifa Transaction, what was the Transaction for?
(0- 43 -2 O My business © My familymousenoid BTy farm 0 Non-ProfChurch |
3.C: Where did the Transaction/Incident occur? (eheck box mhers appiicabie) '
O My home 00 By Internat/emall
, @A) the locatlon of the business O By lelephone
' 0 Away from the location of the busness [ By social media
Q 8y mail 1 Other
3-D:  What was the very first contacl betwean you 8nd the Individual/Business? I
d' telephoned the hdnidualusiness O | racelvad information In the mal 0 | responded 12 a printed advertisement
O | resgonded 1o a TV/radio ad 5 1went 1o the location of the business 0 Other. descrbe below
C A person came 1o my home O 1 recsived a phone call from the business '
1 | recelved information by amad 0 1 responded 1o an oMor on the Internat
JE: Howdid you Pay? e
1 Cash Jmﬂ cardipra-pay O Medicaid O Pay-Pal O Wire transfer
O Chack O instaliment Loan O Medicare (3 Privale msurance Q Other

3 Whal, i any, is the Dollar amcunt assoclated wilh your loss? [S 5 \ So




Feb.27.2023 04:09 BM 3175420263 PAGE. 3/

CONSUMER COMPLANT Pape 2062 ‘

kon by Consumes

@Yes ONo  4-A:  Did you sign a written egreement or contract? If yes, please altach a copy of the documentation,
0O Yes B‘ﬁo 4.8: Mave you hired a private atlomey?
O Yes @No 4.C:  Have you starled 8 court action? If yes, please attach a copy of all court pagers,

| OYes @flo 4D Have you suad, or hava you bean sued, over this incidentransaction? If yes, please attach a copy of all court pagqrs.

auetit Diduds < atloch addbiona pages if necessay

| Pisese ramonber 1o aoach & copy of i documeniation involved (order biamk, wamanty, credit Cart recobt &0 slalemerd miics, Conbeact o wiitin agreement, advarisement,
| cancolod chock, comespondencs oic). Piease pint clearty o type. Do Net beciude your Social Securky Number

I you answered “Yes %o 4-E or 4-F above pieass Inciude in e ransacion/ncident delails hatow whon yov cemplanod 043 what sckon was tean v ,

Vi Tegd dabkah Wbk Pecsptivnist apking where my Moy 4k, 5he’.
wesks 1 4f o~ Callol beak Q,f[,\“ lo 734l me. fcw.o were. in o Al /m/
Status ond Hey were Working an others ke haol vt gotien %mva&k--’

Yed orthart Alker A monthord o Vol T Tuleorrmee! Phem T wadel Goarether Rode.
Mol Contoutedd ool D82S tnce. Yhay Wiere. Sheingigime. Alone.

ampiaint re ?
4 ‘nc ’ Ing ﬂo / qm&n‘s
W“F”‘Q ond MM!(L baghis 1sbue

Saction 7 WHAT HAPPENS NEXT? Section B Mail Compleled Forms to

Wwwr complaint to the

respondont Individualbusiness or licensed professional. Tris office carnot disckose cgg?;g gf{:;?cfg:;tn
your compleint against a licensed professional 10 the pubSc unless s office files a Gov emrr: ent Canter South. 5 Floor
discilinary action against the keonsed professional. This office represents the State of 302 W ‘wwlr o Streat

Indfana and is lmited in the remedies R can pursue. You may be entitied to India;t 0."31 ‘;q 46204
compensation or other rights that we cannot pursue for you. In acdion to fing this 317-232-8330 { f:m . 317.233 4303 (tax)
ccmolar! You may want 10 consider contacting a private atiorney or your local small ' o h%arims u'wx e w5

Cangent and Venbealon

Z Yes CINo  The nalurs of the complaint and the individuslbusiness name e
Co you consent ko disclosing the OYes &@No  Your name w ’

following indormation 1o the public?
9 = O Yes @No  Your phone numbar

| affrm, under penalties for perjury, that the foregoing representations are lrue. | consent ko the Consumer Protaction Division oblaining or
releasing any information in furtherance of the disposition of this complainl. | cansant 1o tha raleaga af nfarmation inchadacl in this nomplant
to oliher public agancies atiempting ‘o discover cngoing fravdulent pallems or practices and for tha purpose of law enforcement. [ understand
| that | shouid not include my Social Securlly Number in any information submited to the Consumer Protection Divisica. If | do provide my
| Secqal Securliv Numbar. | axnrassiv eonsant to the disclosure of my Social Security Number In accordance with Indlana Coce § 4-1-10- 5,2-

| 2-97- 93

Your signature | * “Daw

—




CONSUMER COMPLAINT

Ofhice of the Indana Atlomey General
(RS 1 12147)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude youv Social Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o Lake rher acton on your complant
Case No: 11706606

shon

Salulabon Streel Address
ODet COIMr. OOMrs, A Ms. CIDr. COMiss. [ Rev

Full Name/Organzaon/Agency City State Zip Code
Indsanapolis IN 46221

I an Organezabon/Agency provide a Pnmary Contact Name County Daytme Phone
Manon

Age Group Email Address

[0 18-24 (025-34 (03544 [0 4554 05558 (60

May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes

Are you or your spouse active miitary? E No O Yes
Indvidual Business Name of Individual Repeesentative you dealt with
Dr Scolt Mimms Dr Scott Mimms
Streel Address City State I Code
6905 E. 96th St Suse 900 Indianapoks IN 46250
County Daytime Phone Email Address
(317) 598-0004

Date of Transachon/Incident 3B Ifa Transaction, whal was the Transachon for?

Augusth 21, 2021 @11am 1 My business [ My family/household T My farm [ Non-Pro@/Church
3-C. Where did the Transachon'Inadent occur? (check box whero applicabie)

3 My home ] By Internet/emal

(2 Al the locabon of the business [0 By tedephone

[ Away from the location of the business [ By Socal Media

[ By maul ] Other

3D What was the very first contact between you and the Indvdual Business?

1 HHedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O I responded fo a TVirado ad CJ Twent 1o the location of the business advertisement

CJ A person came fo my home 3 I recenved a phone call from the business ] Other, descnbe below
[ 1 receaved informabon by emad O] 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Meducand ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medicare [ Prwale Inswance [ Other

3-F.  What, #any, is the Dollar amount associaled with your loss? | $$18000.00




CONSUMER COMPLAINT Page 2 of 2

@EYes ONo  4A  Dud you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon
OYes @No 48 Have you hired a pavale affomey?

OYes @No  4C  Have you started a court action? If yes, please altach a copy of all court papers
O Yes B No 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

/ s Taken by Consumer
&0 Yes O No 4.E  Have you complamed 10 the Indwidual Business?  Seplember 3, 2021

This was my first follow up visit and 1 lodd hum that | was not happy with the results and he assured me thal | am going o
e the and reculte
YesE No 4-F.  Have you filed a complaint with any other agency? If yes, kst other agency: No NA N/A

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrilen agreement, adverisement
canceled check, comespondence eic) Please pant deady or type Do Not Inchude your Soclal Security Number

If you arswered "Yes”™ 1o 4-E or 4-F above please mdude in Ihe Fansachonincdent detals bedow when you complained and whal achon was laken

I had my surgery August 21 2021, And | regret  to my core 1 have had nothang but pamn since this surgery, | had a Breast reduchondt | and
tummry tuck and it left me in ol of pan Wl fus day | keep thmking as time goes on things will get better but the pam only gets woest, my nipples
are so sensive due to the removal of the arecla being lakang off and then being replaced leaving a extra thick scar going around the areola |
never wanled a entire breast reducton just a it but the Dr. clammed m order for him to do a bt he needed 1o make my breast sze smalles leavng
me with thick kelo excessive scarring under neath my breasl bone as if | have a permanent undermre bea on very painful, | took pictures of the
healng peocess and thes made me very sad 1 see my body he way 1t 18 now compare 1o what 4 was when 1 walked milo the office | felt uneasy al
bmes and 1 wish 1 woulkdve wenl with my first mind and 1 would not be malong a complant

Also my ummy buck was supposed 10 be on my bikini ine as 1 was told and 's going hap bone to hp bone leaving a nasty thick and long kedoxd |
chdnt weaght thal much and thought that thes doctor would give me the best recommendabon | dont know when things went wrong and 1 am
currently seeking another doclor 1o see whal 1 need 1o do because this surgery left me with a problem with my stomach as f my inlestines has
been lalong out and just shoved back n you would have fo see it fo beheve it a total dsaster. Also 1 paxd a $500 lab cosl out of pocket and was
later billed for labs that 1 had already paid for i person

No amount of money can ever pay for the pan that | am feeling and the cutcome of the surgery being a bust. | understand that God made me a
beautdul person and 1 went and destroyed my beauty and possibly caused some other damages. This doclor needs to be retramned or just give it
up and shick to what you went 1o school for because cosmetc surgery snl foe you, He can pay for me 1o get a corrective surgery and my pain and
suffermg due 1o the lack of his knowledge and meshaps, | do give prarse fo the maost hugh for keeping me here on earth and 1 pray for the famdes
that lost a loved one due fo thes doclor

Office of Atlomey General
Consumer Protechon Drasion
Government Center South, 57 Floor
302 W Washinglon Street
Indianapolis, IN 46204
317-232-6330 (phone) * 317-233-4393 {fax)
www IndsanaConsumer. com

3 i 3 : 855 | This office cannot desclose
your uomu ml ac)amt a Im—rm«d peo Ae\v ml to the puun unless thes office fles a
descphinary achon agamnst the hcensed professional. Thes office represents the State of
Indana and i1s imded in the remedies d can pursue  You may be enfitled to
compensahion or other nghts that we cannot pursue for you. In addiion o fing this
complamnl, you may want 1o consider contachng a prvate attomey of your local small
clams count

nsent and Venhcabon




CONSUMER COMPLAINT Page 2 of 2

1 Yes No The nature of the complaint and the individual/business name

Do you cqnsent tq disclosing thg > [ Yes No Your name
following information to the public?
I Yes No  Your phone number

| affirm, under penalties for perjury, that the foregoing representations are true. | consent to the Consumer Protection Division obtaining or
releasing any information in furtherance of the disposition of this complaint. | consent to the release of information included in this complaint
to other public agencies attempting to discover ongoing fraudulent patterns or practices and for the purpose of law enforcement. | understand
that | should not include my Social Security Number in any information submitted to the Consumer Protection Division. If | do provide my
Social Security Number, | expressly consent to the disclosure of my Social Security Number in accordance with Indiana Code § 4-1-10-5(2).

March 5, 2023
Date

Your signature




CONSUMER COMPLAINT

Ofhice of the Indana Atlomey General
(RS 1 12-17)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude yoov Soclal Security Number
on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mded or unable 1o Lake further acton on your complant

Case No: 11707532

Salulabon Street Address
ODet COMr. OMrs, OMs. CODr. COMiss. CIRev

Full Name/Organzaion/Agency City State Zip Code
Laleryae W Indsanapolis IN 46256

It an OrganzabonvAgency provide a Pnmary Contact Name County Daytme Phone
Age Group Email Address

) 18-24 [125-34 (03544 [0 4554 005558 (60

May we contact you by emad? If yes, we will not contact you by regular mail | TI No [ Yes

Are you or your spouse active military? CINo [OJYes

Indvidual Business Name of Indmvduab Repeesentative you dealt with

Scott Mimms M.D

Street Address Caty State I Code
6905 E 96th St, Suite 900 Indianapohis IN 4650
County Daytime Phone Email Address

Date of Transachon/Incident 3B Ifa Transachon, whal was the Transachon for?

Seplember 2021 1 My business =] My famdyhousehold [ My farm £ Non-Profit'Church
3-C. Where dd the Transachon'inadent occur? (check box where appbcabéo)

3 My home ] By Internet/email

(2 Al the locabon of the business [0 By tedephone

[ Away from the location of the business [ By Socal Media

[ By maul ] Other

3D What was the very first contact between you and the Indvdual/Business?

1 Hedephoned the indwidualbusiness [ I recerved informaton n the mad 1 I responded 1o a panted

O I responded fo a TVirado ad CJ Twent 1o the location of the business advertisement

I A person came o my home I I receved a phone call from the business X Other describe below

| receved informabon by emanl ] 1 responded 1o an offer on the Intemet Dr ”'W performed my mother's
syrgery

3E  How dd you Pay?
1 Cash (] Credit Card/Pre-pay 1 Meducand ] Pay-Pal [J Wire Transfer
] Check ] Instaliment Loan O] Medicare [ Prwale Insurance & Other Unknown

3-F.  What, # any, 1s the Dollar amount associated with your loss? | $3 000,000




CONSUMER COMPLAINT Page 2 of 2

axen by Consumes

ClYes @No  4A D you sign a wnllen agreement or contract? if yes, please attach a copy of the documentabon
@Yes ONo 48  Have you hired a pavale allomey?
OYes @No  4.C  Have you started a court action? If yes, please altach a copy of all court papers

L Yes B No 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Taken by Consumer - continued

] Yes E No 4-E  Have you complamed 1o the Indwidual Business?

YesC] No 4-F:  Have you fied a complaint with any other agency? If yes, kst other agency

Transachon/Incdent Detais -~ altach addidional panes if necs

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
| cancefled check, comespondence elc) Please pont deardy or iype. Do Not Inchade your Soclal Security Number

If you arswered "Yes” to 4-E or 4-F above please mdude in Ihe fransackon’inadent detals bedow when you complained and whal achon was laken

I suspect Dr. Mimms provided neghgence care to my mother

How would you bke your ¢

Sechon 7 WHAT HAPPENS NEXT?
[ T n T j ivi: will a f your lai the

respondent individual/business or licensed professional Ths office cannot disclose
your complant against a hicensed professional to the public unless thes office Hes a

Office of Allormey General
Consumer Protechon Drasion
Governmenlt Cender South, 5 Floor

descaphinary achon agamst the hcensed professional. Ths office represents the Stabe of 302 W. Washington Street

Indana and 1s imied in the remedies f can pursue. You may be entitied to Indianapols, IN 46204
compensahon or other nghts that we cannot pursue for you. In addihon to filing this 317-232-6330 (g »h-)m)' 5 31.,.];/'33 4393 (fax)
complant, you may wanl 1o consider contachng a private attorney or your local small www IndionaConsumer com

clasms court

nsent and Venhcahon

& Yes CINo  The nature of the complant and the individualbusness name
> & Yes CONo  Your name
& Yes CINo Your phone number

Do you consent 1o disclosing the
following nformation to the pubkc?

| affiem, under penalbes for perjury, that the foregoing representabions are true. | consent to the Consumer Protection Divisson oblainmng or
redeasing any mformation n furtherance of the disposstion of this complant. | consent to the release of mformabion mcluded in this complamnt
10 other publc agencies attemping 1o discover ongomnyg fravdiudent patierns o prachces and for the purpose of kaw enforcement. | understand
that | should not include my Social Secunty Number in any mformabon submitted to the Consumer Protechon Division. If | do prowde my
Socal Secunty Number, | expressly consent lo the disclosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10-5(2)

Latesyae Wison March 12, 2023
Your signature Date




CONSUMER COMPLAINT
Ofhice of the Indana Atlomey General
(RS 1 12-17)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please prnt diearly or lype. Do not inciude youv Soclal Security Number
on s form or in any accompanying documents. Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
mied or unable 1o take hrher acton on your complant

Case No: 11701557

Salulabon Street Address
ODet COMr. OMrs, OMs. CIDr. COMiss. CIRev

Full Name/Organizabon/Agency City State Zip Code
South Bend IN 46614

It an Organzahon/Agency provide a Pnmary Contact Name County Daytme Phone
St Joseph

Age Group Email Address

[ 18-24 [025-34 (03544 04554 156558 (60

May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes

Are you or your spouse active meitary?

Indvidual Business Name of Indivduab Repeesentative you dealt with

Scott Mimms SCOTT Mimms

Street Address Caty State Ip Code
6905 East 96th street Indianapohis IN 46250
County Daytime Phone Email Address

Date of Transachon/Incident 3B Ifa Transachon, whal was the Transachon for?
December 20 1 My business X My famdyhousehold 1 My farm ] Non-Profit/Church

3-C. Where dd the Transachon'inadent occur? (check box where appbcabio)

3 My home (] By Internet/email
2 Al the locabon of the busness [ By tedephone

[ Away from the location of the business [ By Socal Media
[ By maul ] Other

3D What was the very first contact between you and the Indwdual/Business?

[ HHedephoned the indwidualbusiness I | receved informaton in the mad 1 I responded o a prnted
O I responded to a TViradwo ad CJ T went 1o the locaton of the business advertisement

CJ A person came fo my home 1 I recenved a phone call from the business ] Other, descnbe below
[ 1 recearved informabon by emad £ 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Meducad ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medicare O Prwale Insuance [ Other

3-F.  Whal,  any, is the Dollar amount associaled with your loss? | $10,600




CONSUMER COMPLAINT Page 2 of 2

ClYes E No 4-A°  Dud you sign a wnilen agreement or contract? if yes, please attach a copy of the documentabon
@Yes ONo 48 Hawe you hired a pavale allorney?
OYes N0  4C  Have you started a court action? If yes, please altach a copy of all court papers

CYes EINo 4D Have you sued, or have you been sued, over this inadentAransachion? If yes, please attach a copy of all court papers

Sechon 4 Achons 1 ¥en by Consumer - continued

@Yes ONo 4B Have you complamed 10 the Indvidual Business? Feb 2021
No

YesC] No 4-F:  Have you filed a complaint with any other agency? If yes, kst other agency.  Sweeny Pledffer and Stese FEB 2021
None

Transachon/Incident Details

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract of wrllen agreement, adverSisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchade your Soclal Security Number

If you arswered "Yes™ to 4-E or 4-F above please mdude in Ihe fransacon’inadent detals bedow when you complaimed and whal achon was laken

I had a tummy fuck with Dr. Memms_ His slaff places a garment on me that was 2 sizes foo small and cut off arculabon o my wound. | also
beheve he was too aggressive with po and pulied my skan 100 bgh, resuling In necross

I had 1o go under the care of the wound care because whde under the care of Dr. MIMMS my wound was only gething worse. Mimms attesmpled 1o
shich my wound closed, but if opened back up. Wound care doctor sasd thal my wounded should've never been stilched dosed and it needed fo
heal inside out. 1 am now left dishigured by a hypertrophic scar on my lower abdomen that even through cerain clothing can be seen. Dr. MIMMS
sad | was a good candidale for thes surgery because I'm fit and healthy. My b was hugh due to muscle mass{bodybuikding) and that's why he
proceeded with my surgery

Full compensabon for my tumey tuck and addmonal compensabon so that | can have my scar revised. This man should no longer have a hcense
to dishgure any more women. Other women have reached oul to me teling me their horror stones with ham stating that he left them disfigured as

T i will a f lai
respondent individual/business or licensed professional Ths office cannot disclose

Office of Allormey General
Consumer Protechon Drasion
Government Center South, 5 Floor
302 W_Washmngton Street
Indianapohs, IN 46204
317-232-6330 (phone) * 317-233-4393 (fax)
www IndsanaConsumer com

your complant against a hicensed professional to the public unless ths office Hes a
descaphinary achon agamst the hcensed professional  Thes office represents the Stabe of
Indsana and 1s imiled in the remedies o can pursue. You may be entitled to
compensahon or other nghts that we cannot pursue for you. In addihon to filing this
complant, you may wanl ko consider contacting a prvale attorney o your local small
clasms court

Sechon 9 nsent and Venhcahon

@ Yes CINo  The nature of the complant and the ndivmdualbusness name
2> OYes ENo  Your name
OYes ENo Your phone number

Do you consent 1o disclosing the
following nformation to the pubkc?

| affiem, under penalbes for perjury, that the foregoing representabions are true. | consent 1o the Consumer Protection Divesson obtaireng or
redeasng any information in furtherance of the disposstion of this complaint. | consent 1o the release of information nduded n this complaint
10 other pubkc agencies attemping 1o discoves ongomnyg fravdulent patlems of prachces and for the purpose of law enforcement. | understand
that | should not include my Social Secunty Number in any information submitied to the Consumer Prolechon Dwsson. If | do prowde my
Socal Secunty Number, | expressly consent fo the disclasure of my Social Secunty Number in accordance with Indiana Code § 4-1-10-5(2)

January 24, 2023
Your signature Date




CONSUMER COMPLAINT

Ofhice of the Indana Atlomey General
(RS 1 12-47)

INSTRUCTIONS To peevent delay, please be sure 1o complele both sides of Tws form in flul. Please pent diearly or lype. Do not include youv Social Security Number
on s form or in any accompanying documents.  Please note: ¥ you have abeady cblaned a pudgment, o e 1s pending kgaton, we may be
lmied or unable 1o Lake urther acton on your complant
Case No: 11701895

shon

Salulabon Streel Address
ODel COMe. OOMrs, A Ms CJDr. COMiss. [ Rev

Full Name/Organzaon/Agency City State Zip Code
INDIANAPOLIS IN 46226

I an Organezabon/Agency provide a Pnmary Contact Name County Daytme Phone
Manon

Age Group Email Address

[ 18-24 [025-34 (03544 (4554 (05558 060+

May we contact you by emad? If yes, we will not contact you by regular mail | TINo X Yes

Are you or your spouse active melitary? E No O] Yes
Indrvidual Business Name of Individual Representative you dealt with
ADVANCED SURGERY OF INDIANA DR MIMMS AND RHIANA
Streel Address City State I Code
6905 E 96TH ST. SUIITESCO INDIANAPOLIS IN 46250
County Daytime Phone Email Address
(317) 598-0094

Date of Transachon/Incide 38 IWa Transachon, whal was the Transachon for?
08/2021 TO 1172022 1 My business [ My family/household T My farm [ Non-Pro@/Church

3-C. Where did the Transachon'inadent occur? (check box whero applicabie)

J My home ] By Internet/email
(2 Al the locabon of the business [0 By tedephone

[ Away from the locabion of the business [ By Socal Media
[ By maul ] Other

3-D:  What was the very first contact between you and the Indvdual Business?

[ HHedephoned the indwidualbusiness I | recaved informaton in the mad I I responded o a prnted
O 1 responded fo a TVivado ad CJ Twent o the location of the business adverisement

] A person came fo my home I I receved a phone call from the business ] Other, descnbe below
[ 1 recenved informabon by emad CJ 1 responded 1o an offer on the Intemet

3E  How dd you Pay?

1 Cash =] Creddt Card/Pre-pay 1 Medicad ] Pay-Pal ] Wire Transfer
] Check ] instaliment Loan ] Medicare O Prwale Insurance [ Other

3-F:  What, & any, s the Dollar amount associated with your loss? | $8 800




CONSUMER COMPLAINT Page 2 of 2

CYes E@No  4A D you sign a wnllen agreement or contract? if yes, please atach a copy of the documentabon

@Yes ONo 48  Have you hired a prvale aflormney?

OYes @No  4C  Have you started a court achon? If yes, please attach a copy of all court papers

Ol Yes E No 4D Have you sued, or have you been sued, over this inadenliransachon? If yes, please attach a copy of all court papers

Sechon 4 Achons £ nntinuedd

EYes ONo  4-E  Have you complaned 1o the indvidualBusiness?  07/2021 TO 1172022
ANOTHER SURGERY WAS PERFORMED

YesC] No 4-F:  Have you filed a complaint with any other agency? If yes, kst other agency

Please remember 1o atlach a copy of all documentabon mvolved (order blank, wamanty, credd cand recept and stalement, nvowe, condract or wrilen agreement, adverisement
canceled check, comespondence eic) Please pont deardy or type Do Not Inchude your Soclal Security Number

If you arswered "Yes”™ 1o 4-E or 4-F above please mdude in Ihe Fansachoninadent detals bedow when you complained and whal achon was laken

Had surgery end of June Only was supposednto be off work 4 to 6 weeks | was off 3 months FMLA exhausted had to leave job had trouble from
day | got out of surgery pan meds wasn't called in. Went for check ups once a week for the whole 2 10 3 months. Torso spit open called Dr
Mimms he told me not to go go to er that fo take my pan meds and | will be fine He would come in early moming to put me back together | was
open and m pain al nighl long. get there al 7:30 am ham nor hes slaff was these. Staff armved al 8:45. Dr arnve about 1 hour and 15 Ialer Given
more anbbiotics muscle relaxer. Develop rash from head to loe and rushed fo Emergency room. Gol iv with Benadryl and dehydration Spent
several hours there His reachion Lo thal was why | didnt call him and to stop my anbbiobics Seen him up untl around Sept Gth every week | asked
what's wrong with me he sasd he don't understand why I'm healing slow Was moving Sept Sth to Calornea Wasnlt healed at all. Called bum and
told ham My stomach is deformed the top portion 1S il big. He scheduled another surgery after a year mark. whech | called him way before then
Actually the staff stated he know he messed up #t hasn been a year it was ke 6 months and | was loolkang deformed. And he scheduled me out
after a year 1o make it look good on paper and these's a ot of people complaining and Yreating to sue tum | signed for medicad recoeds and been
cahing for months since last November sbil haven't gotten them lhave knots in my stomach which s visual from the outside and pamnful 'm in pan
everyday He doesnt care. He blames it on me moving to Cakformea the alttude

ouU e your "!’”\’.ﬁ""v‘uu'. d7?

T n Pr i ivi will { lai the
respondent individual/business or licensed professional. Ths office cannol disclose
your complant aganst a icensed professional to the publkc unless thes office files a
descaplinary achon agamnst the hcensed professional.  Thes office represents the State of
Indsana and 1S hmied in the remedies f can pursue. You may be entiled to
compensabon or other nghts that we cannot pursue for you In addibon fo filng this
complant, you may wanl ko consider contachng a prvale attomney or your local small
clasms court

Office of Atlomey General
Consumer Protechon Dwesion
Government Center South, 5 Floor
302 W Washngion Street
Indianapolis, IN 46204
317-2326330 (phone) « 317-233-4393 (fax)
www IndsanaConsumer.com

nsent and Venhcahon

[OYes ENo The nature of the complamt and the indradualbusiness name
- O Yes No  Your name
OYes EINo Your phone number

Do you consent 1o disclosing the
following mformation to the publc?

| affem, under penalbes for perury, that the foregoing repeesentations are true | consent 1o the Consumer Protection Division oblaining of
refeasang any mfcrmation in furtherance of the disposition of this complaind. | consent to the release of mformation ncluded in this complamnt
to other publc agencies attemping o discover ongonyg fravduent patiems or prachces and for the purpose of law enforcement. | understand
that | should not nclude my Social Securty Number in any infoemation submitied to the Consumer Protection Davission. If | do prowde my
Soaal Secunty Number, | expressly consent to the disdosure of my Social Secunty Number in accordance with Indsana Code § 4-1-10:5(2)

January 26, 2023
Your signature Date
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