SETTLEMENT AGREEMENT BETWEEN MISSOURI DENTAL BOARD
AND KENNETH D. SULLIVAN. D.M.D.

Come now Kenneth D, Sulliven, D M.D., ("Licenses”) and the Missouri Dental Board ["Board”) and enter
into this settlement agreement for the purpose of resolving the question of whether Licensee's license as a
dentist will be subject to discipline.

Pursuant to the terms of § 536.080, REMo 2000, the parties hereto walve the right to a hearing by the
Administrative Hearing Commission of the State of Missouri ("AHC") regarding cause 10 discipline the
Licensee's license, and, additionally, the right to a disciplinary hearing before the Board under § £21.110, RSMo
2000,

Licensee acknowledges that he understands the various rights and privileges afforded him by law,
including the right to a hearing of the charges against him; the right to appear and be represented by legal
counsel the right to have all charges against him proven upon the record by competent and substantial
avidence; the right to cross-examine any witnesses appearing at the hearing against him; the right to present
evidence on his own behalf at the hearing, the right to a decision upon the record by a fair and impartial
administrative hearing commissioner concerning the charges pending against him and, subsequently, the nght
to a disciplinary hearing before the Board at which time he may present evidence in mitigation of discipline; and
the right to recover attorney's fees incurred in defending this action against his license. Being aware of these
rights provided him by operation of law, Licensee knowingly and voluntarily waives each and every one of these
rights and freely enters into this settlement agreement and agrees to abide by the terms of this document, as
they pertain to him,

Licensee acknowledges that he has recelved a copy of the investigative report and other documents
relied upon by the Board in determining there was cause o discipline his license, along with citations o law
andior regulations the Board belisves was violated.

For the purpose of seftling this dispute, Licensee stipulates that the factual allegations contained in this
settiement agreement are true and stipulates with the Board that Licensee’s license, numbered 2006013084 is

subject to disciplinary action by the Board in accordance with the provisions of Chapter 621, Cum. Supp. 2008

and Chapter 332, RSMo,




Joint Stipulation of Fact and Conclusions of Law

1. The Missouri Dental Board ¢Board"} is an agency of the State of Missouri created and
established pursuant to § 332.021, RSMo 2000, for the purpose of executing and enforcing the provisions of
Chapter 332.

2. Licensee Kenneth D. Sullivan, D.M.D. is licensed by the Board as a dentist, License No.
2006013084, Licensee's Missour! license is current and active,

3 On October 30, 2008, the Board received a complaint against Licensee from Sharon Keppner, a
former patient. Ms. Keppner alleged that she was realed by Licensee and his colleague Dr. Sylvester Parker.
Ms. Keppner alleged that Licensee allowed a dental assistant, Marilyn, to make an uppsr denture for her. 8he
stated the denture was made improperly and caused her to have “buck teeth” because it was oo big. She
stated she also had 2 tooth she wanted extracted. She stated that Licensee was joking around with Dr. Parker
and acting unprofessionally about the tooth. She stated Licensee toid her that he could remove the crown but
would leave the remainder of the tooth for ancther time. She stated that she weni to another deniist to examine
the tooth who told her the footh could be saved.

4, The Board conducted an investigation based on Licensee’s complaint.

a.  As partof the investigation, Board Investigator Mark Dudenhoeffer visited Licenseg’s practice
on May 12, 2008, Investigator Dudenhoeffer met with Dr. Sylvester Parker. Dr. Parker stated
he is an associate in the practice owned by Licensee. He stated it is mostly a denture practice
and they do “same day dentures.” He stated they have a denial laboratory that manufactures
full and partial dentures on site. He stated that all four of the dental assistants are expanded
function assistants in the area of prosthodontics. He stated there are four laboratory employees
who rarely interact with patients. He stated rarely, Licensee has the technician explain more
difficult things to a patient. However, he stated the dentist always completes an official
laboratory work order for every denture made.

b, Investigator Dudenhoeffer also met with Marilyn Wildemess, the assistant Ms. Keppner

referenced. Ms. Wilderness is an expanded function dental assistant in prosthodontics. She




adjusts dentures and takes impressions as part of her job duties, She stated she had been with
the practice since 1998 and got her expanded function certificate in 2002,

5. On Cctober 28, 2008, the Board received a complaint regarding Licensee from Lillian Hawkins,
Ms. Hawkins alleged that Licensee did not make her dentures properly and that she wanted her money which
she paid up front. Ms. Hawkins stated she was not satisfied with the service or how she was Yrealted by
Licensee and his colleagues. She stated that Licensee told her he could do the work but "It would look funnfyl’
because of other problems she had with other teeth. She alleged they did not let her see how the dentures
were going to look before they sent them to be made but she did have (o pay up front before they would make
the dentures. She alleged that she cannot wear the partial because it is uncomfortable. She alleged she tried
to tell the dentist she was unhappy with i but “he was not listening to me or how | felt aboutanything” She
stated the wire from the dentures was sticking her in her gum, causing her gums o bleed and get sore. She
alleged that the dentist had to try at least ten times to adjust the partial. She stated she calied the office and
asked for a refund and that she wanted to speak with the dentist. She staled no one called her back and she
cafied three more imes. Finally she stated she spoke with Belly Hogan and she was rude 1o har and would not
raturn her phone calls,

&, The Board provided Licenses g oopy of the somplaint for hisresponse. The Board received
Licensee's response on December 28, 2008, Licensee siated that Ms. Hawking came to the office for both
upper and lower removable partial dentures. He stated that after “dlinical examination. various treatmant options
were discussed. The patient indicated that she had financisl considerations and opled o have sconomy {(acrylic)
removable partial dentures with wrought wire clasp made because that was what she could afford financialiy.”
Licensee stated that alginate impressions were taken in the moming and the deniure was delivered in the
afternvon. He stated Ms. Hawking received both verbal and wiitten instructions for how io care for the denture
and what 1o do ¥ she had any problems. He siated the information instructed her o return to the practice f she
developed sore spols or had trouble wearing 1. He slaled that the records do not indicats that she ever
returned o the office lo evaluale & problem and correct B Me stated that she did notoall the patiend concem
rapraseriative and L was explained 1o her that if she needed 1o come into the office sither 1 have it corrected or

to receive a full refund. He stated he was still willing to do that, However, he stated tha! i would be impossible
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to do s¢ if she did not come to the office. He stated the office had attempted to get in contact with her to explain
this.

7. In April 2009, the Board received information that Licensee's license was discipling by the State
of Pennsylvania. Licensee entered into a consent agreement with the Pennsylvania Board of Dentistry on
March 20, 2009 and paid 2 civil penalty in the amount of $3,000. The discipline was based on the quality of
care delivered to patients PA Patient 1" and PA Patient 2 Licensee stipulated that in giving care to PA Patient 1
and PA Patient 2 in receiving implants, he departed from or failed o conform to standards of acceptable and
prevailing dental practice in viclation of Pennsylvania Act 83 P.8. § 128 1{a)(8).

8. As a resull of the complaints and Pennsyivania discipline, the Board conducted an investigation
and invited Licensee to attend its October 22, 2009 Board meeting to discuss the complaint. Licensee appeared
at the Board meeting and was representad by counsel. During his appearance, Licensee stated:

a. He belleves that in both complaints described above, the complainant was “less than truthiul”
and “exaggerated” the claims. He stated that he believed the complainants were treated with
respect and dignity and that he strived for satisfaction but knows it cannot be achieved 100% of
the time. He stated he would do whatever be could o make the patients happy.

b, He stated he has been in practice for twenty years in Louisiana, Pennsyivania, New York and
Missouri.

¢ With regard to the discipline in Pennsylvania, Licensse stated that the two complaints that were
the basis of the discipline were the only two ever filed against him. He stated the complaint was
actually filed by another dentist and an oral surgeon who disagreed with Licensee's use of the
Imtec mini dental implant.  He stated the complaining dentist called the office and complained,
accusing Licensee of misleading the public because Licensee told patients it was a long term
implant. Licensee stated that they can be long term implants according to the FDA. He stated
the complaining dentist did not agree and made a complaint to the Pennsylvania Board.
Specifically, the dentist complained that Licensee failed {o take a post-operative x-ray and failed

o document diagnostic casts in the patients’ charts. Licensee stated he made the implants
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For the purposes of this Settlement Agreement, all patients will be referred to by the state in which Licensee treated them
and a number. The Board will maintain a record identifying the patient name with the corresponding number,
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without any stents as the complaining dentist alleged. He aiso stated he provided the x-ray but
moved o Missour! in the middie of the case in Pennsylvania. He stated he made the deal
because they wanied to have & hearing after he was in Missourl.

Licensee stated he is the sole owner of the practice in Cape Girardeau, Missouri. He stated
that the office policies and procedures are those that he has made.

Licensee stated he saw Ms, Keppnerwhen she came into the office because she was
considering a new upper denture and also to wanted 1o know if she was a candidate for mini
dental implants to support the denture. Licensee stated they took a panorex x-ray and
examined her. Licenses stated he was consuited because he was the only ong doing the
implants at that time. He stated he examined her and thought she would be a good candidate.
He also stated Drs. Adams and Parker examined a tooth that was symptomatic. He staled they
all looked at the tooth and identified several problems with it He slated they could save it by
perfonming several procedures but were not certain it could be refrealed. He staled he informed
Keppner the treatment to save the footh would be extensive. He stated he was not cerfain
which of the dentists fold Ms. Keppner all of the information. But he stated that it s common in
the practice for the dentists 1o consult with one another on a patient,

Licensee stated he sees 15 10 20 palients a day and would remember a conversation from a
visit for any patient. Me stated he remembered Keppner's case but was not sure the detalls of
his examination and discussion with the patient was in the file. He stated he did not dogument
what he told herin the chart. He slated that though all three dentists were involved in some
way, Dr. Parker signed the note in the chart. He stated that Dr. Adams wrote the prescriptions
for Ms. Keppner. However, the only signature in the chart was Dr. Parker's,

He stated he often dictates to the dental assistants what 1o write in the chart and “normally”
goes back and signs the chart but did not sign Ms. Keppner's,

He stated that as for a new patient exam, the procedure is 10 do a screening, “like a cancer
screening, look around, do an overall evaluation of their oral cavily and then make sure we don't
see anything suspicious that we need to be aware of or make them aware of or that we don't
need to refer them 1o an oral surgeon.” He also stated that “if we're going (o be doing any Kind
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of surgery, we like 1o take a panorex x-ray and then we evaluale them.” He stated they do not
do a pericdordal sxam including probing or charting. Me stated that when they make partials
around existing teeth, they do so without probing bt they check for mobility and do an Xray
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svaluation. He stated they do nobido cleanings, perio terealments, or "endo things” in the office,
He stated itis primarily a denture clinic with some extractions and “very little restomtive work”
He stated his prices are “very compelitive” for dentures,

He stated one of "our shordcomings in both these cases [see paragraphs 3 and 4 above] was
not reaily documenting.”

He stated that Dr. Parker took the bil registration even though there 18 no record In the file,

A 1o the process for denture fabrication, he siated that he has the patientcome in st 800 am
and evaluates ther. He states if they want 4 new denture, he takes impressions, gels a bite
registration and send the denlures o the laboratory. He states he gels the dentures set in wax,
fried them in, gels approval from e patients and makes sure the bite s right. ot he stales
they send it back (o the lab. He stated that sometimes it cannot be done In one day. Once the
dentist and patient are satisfied, the denture gals processed by the lab, then the dentist fits the
dentire. Hestated that, "without fall in cur office, we tell every single patient, 'If yvou have
probiems with these dentures, plesse coms back to cur office. There ls nocharge.”  He stated
they will remake @ denture &t no charge i the patient is dissatisfied even though there s a fee
listed in Licenses's brochure.

He stated he does not recall what sort of impression was made for Ms, Keponer,

He stated that for 2 bite registration, they take a wax bite against the gum tssue and srticulats i
agamst the cast. He stated that technique 8 a ot different than L was In dental school but that it
can provide the same quality as the method teught in dental school. He stated he could make
an impression as well with an aiginate stock tray as with a secondary Impression, though
“oftentimes we do take a secondary impression.”

As to Ms. Hawking, Licensee stated that Dr. Parker signed the charls and “he did not remember
awhole lot about [herl” He stated it may have been me or Dr. Parkerwho saw her for g pariigl
denture. He stated there were a 1ot of problems with the existing teeth and she might not Itke
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the partial because of the way her teeth were. He stated she called and complained o theoffice
and Licenses's staff thed on a dally basis fo contact her but she would not return calls or come
hack 1o the office. He stated the records on Ms. Hawkins were lass than kel

0. He steted he has done & lot since the time of these complaints regarding record keeping. He
stated they always discuss wiitten consent of the patient although s pourly documenied. He
stated they explain all the procedures 1o the patient.

9. Following Licensee’s appesrance, the Board requested twenty patient records from Licenses
raview.

a. On December 22, 2008, Board investigator Mark Dudenhoeffer ravellad o Licensee's pragtice
inCape Girardeau, Missouri,

b, On December 22, 2008, Dr. Sullivan had closed the practice for the holidays bul happened o
be present when Investigator Dudenhoefler arrived. Investigator Dudenhosffer met with Dr.
Sullivan, Licensee's emplover and the owner of the practice and requested the twenty records
from the date Licenses recaived notification of the complaint.

o, Dr. Sullivan staled thal he wanded o comply with the Board's request but was unable to identify
the patient records. Dr. Sullivan conlacted hig office manager who came Into the office o assist
in identifying and preparing the records. The office manager explained itwould take her time
identify and copy the records. Dr. Suilivan agreed fo place the records in the mail by January 4,
2010,

14, On January 7, 2010, the Board received records for twenly of Licenses’s patients, The chans
were for patients who visited the practice between August and October 2008, The Board reviewed the records
and identified quality of care orincompetency concerns regarding Licenses’s care in 18 of the 20 patients. In
reviewing the records, the Board identified the following concerns:

a, For patient MO patient 1, the health history was recorded in January 2007, 1t was never
uptated. The 2007 history states MO patient 1 was posilive for abnommal biseding problems,
oK one aspirn per day and had medically controlled diabetes. No potential concerns related
to that health history and surgery were discussed or recorded in the record before a 2008

surgical visit. In September, 2008, Licenses extractad 12 teeth using five carpules of anesthetic
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with epinephrine. There was no diagnosis given in the records, nor any intra or extra-oral
examination noted. The records indicate that MO patient 1 was on clindamycin at the time of
the September 2009 visit but no record of who prescribed it or why. There was no record of
why the leeth were extracted or if alternatives were offered and discussed. The treatment form
did not meet criteria for informed consent. MO patient 1 had numerous office visits with serial
radiographs dating back to 2007. The radiographs show that the pericdontal condition, bone
loss, deteriorated dramatically during that ime period. There was no record of MO patient 1's
periodontal examination, periodontal reatment or consultation at any time. The record for
October 5, 2008 states that "patient returning for implant placement” However, there was no
record of appropriate implant treatment planning, no record of where they were going 1o be
placed, no consent or alternatives o treatment. The Board determined that the implant protoco!
inthe records was grossly inadequate. The Board also identified gross negligence and
incompetence in MO patient T's treatment. Additionally, the Board determined that the records
were not acourate or legible and were not-thorough enough for ancther doctor 16 beable 1o
understand them.

For patient MO patient 2, the records showed that MO patient 2's medical history indicated that
at the time of surgery, MO patient 2 was taking levothyroxin, fluoxitine and ithium, There was
no diagnosis information for any of the conditions for which MO patient 2 was taking the
medications and no record of a consultation regarding the mental status orpossible epinephrine
interactions with thyroxin, The records for Oclober & 2008 indicate that Licensee orderad four
implants for MO patient 2. The records do not reflect informed consent, diagnosis or treatment
plan including where Licensee intended 1o place the implants, and no treatment alternatives.
The records for October 19, 2008 reflect that implants were placed but not where they were
placed. Records also state the work was done with three carpules of septocaine with
epinephrine. There was no record of an intra or exira-oral examination except one intra-oral
exam form with the box for within normal limits checked and no other information. The Board

determined the records were “far below any acceplable standard.” There were issues involving



dentab-medical consultation not deall withoand reatment planning was not handled in g
competent fasbion. Finally, the implant procedures were grossiy inadeguats.

For patient MO patient 3, there was no record of examination, diagnosis, reaiment plan
alternagtives, or informed consent. There was one nole of an inlra oral examination with oniy the
box within normal limils checked, Records stale that on August 21, 2008, Licenses fabricated
dentures on one day without secondary impressions or bite registration. The reatment
fechnique was notclearly stated in the records. In November 2009, the records indicate MO
patient 3 had to have the testh reset and midling "fixed” due to the "bils peing off” The Board
determined the records were inadequate as was the denture fabrication technigue. The
technique, according to the Board, was "noteven reasonably adeguate (o expect minimally
acceptabie results”

For patient MO patient 4, the records show that Licensee remade exisling dentures. Therg is
no record of what problems exdsted with the existing denture, no examinalion notad, no
treatment alternatives noted and no diagnosis. Records for August 17, 2008 do not indicate an
acceptable impression technique nor is there record of how or even i the bite registralion was
made. Record of August 25, 2008 indicates “delivery of dentures no good, bite off” Record
also indicates the teelh had lo be resel. The medice! history was positive for heart altack with
stent placement but there was no mention of when. Themedical history was also positive for
ovarian cancer butrio record of when and how it was treated. Finally, there was history of high
blood pressure but no record of how high and no record of a blood pressure check atany
appomiment The Board determined the records wars grossly inadeguate 88 was the reatment
technique and no mention of any blood pressure monifering.

For patient MO patient 8, the records show no record of an examination, diagnos:s, reatrment
alternatives, or informed consent except for one intra oral examination form with only the box
within normat immils checked. Patlent's medical hiskory indicates high blood pressure but no

blood pressure was ever recorded. Licenses fabrgated dentures with no sgcondary impression
¥ np

orwax try-n. The laboratory slip directad the laboratory technitian o selectihe actusi leeth o
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be used. The Board delermined the records were inadequate and the reatmenttechnigue
improper.

For patient MO patient 8, the patient file included no record of an examination, no realiment
plan altematives, and o record of informed consent excent for one form which noted severe
‘peric” disgase. Thers was no record of how Licenses diagnosed MO pallent 8 and no record
of 8 peric exam. HMowever, the record stated Licenses extracted thirteen teeth and fabricated
an immediate denturs. The Board determined these records were inageguals.

For patient MO patient 7, the records show g medical history of high biood pressure, Hepalitis ©
andd & variety of drugs with possible complications 1o anesthetic and possible surgical
complications. Record does not ever record MO patient 7's blood pressure and never
docurents a medical consullation. Licenses extracied twelve {esth using seven carpules of
septocaine anesthesia. The record dogs notindicats why the teeth were extracted, there s no
diagnosis, there werg no slternative realments records and no examination recorded except for
within normal mits. The radiograshs do not show significant bone loss or perfodontal
concerns. Licensee fabricated dentures but i not do or documant 8 secondary imprassion,
bite registration, or wax try. The Board determined that the records were inadequate; there was
no medical consullation and unaccaptable denture IBchnigues.

For patient MO patient 8, the records demonstrate that Licenses exiracted & woth using
septocaine and fabricated dentures. The medical history states MO patient B was positive for
colon cancer with chemotherapy and radiation, diabstes/idney failure and one aspirin per day.
There was no record of when he was trealed for cancer, diabetes/kidney faflure and no
consultation with any physicians. There were no secondary impressions made, no bite record
and no wax try-in. The Board determingd the records were inadequate, there was no medical
consultation and unacceplable denlure technioue.

For patient MO patient §, records indicate Licenses extracted ten teeth using ten carpuias of
anesthetic and fabricated dentures. There are no exam records except a note of "sever perio
disegse” bul no actual exam o show extent of the disease. Also, no allemative roatment was

noted. The treatment records wers not clear regarding impression technigus or bite
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registration. The Board determined the records were inadequate, it was unacceptable denture
wechnigue and Licensee used foo much anesthetic.

For patients MO patient 10, MO patient 11, MO patient 12, and MO patient 13, medical records
documented upper and lower dentures for all four patients. Patients also all reported high blood
pressure which was not taken and recorded in the record. Examination only states the patients
want a new lower denture without 2 basis as 1o why the new denture. Records contain ho
secondary impression or wax Iry-in. The Board determined the records were inadequate, a5
was the exam, and that it was unaccepiable denture technigue on gach patient.

For patient MO patient 14, the medica! history reveals that the patient was previocusly on
Fosamax. However twelve leeth were extractad ysing seven carpuiss of articaine with no
physician consultation or discussion regarding possibie complications with the patient when
extractions and Fosamax can lead o some severaly debiltaling culcomes. Thers was no exam
noted except severe perio-was noted on the charl. No indication of hiow Licenses arived at the
diagnosis without an examination. The Board determined that the records were inadsquate
based onthe nformation lacking and that there was no informed consent or consultation.

For patient MO patient 15, her rected reported high blood gressure for which MO patient 15 was
on medication 1o conirol. However, no biood pressure was taken or noted in e record. MO
patient 15 nad 28 teeth extracted with six carpules of seplocaing. There was no exam noted in
the record except the within rormal box was checked. There was no diagnosis. The
radiograph did not show significant bone lose; showed some carles but salvageable teeth. The
Board determined that the records were inadequate, there was o sub-standard evalustion and
guestion why the leeth were all extracted,

For patient MO patient 18, the medical chart reports a previous joint replacement, high biood
prassure and blesding problems. The exam box was checked “within normal limits” however
ning teeth were exiracted with no prophyiactic entibiolic adminisiered or consulted for there
was no blood pressure evaluation or bleeding consull. The Board determined the consultation

was inadeguate and e records were inadequate because of the missing lems.




11, Licensee's actions as described in paragraphs 3 through 6 and 8 through 10 above constitute
incompetency, misconduct, and gross negligence in the funclions and duties of a licensed dentist in that
Licenses failed to maintain proper records, failed to properly document treatment and examination, and falled o
have consultation with medical professionals as needed based on patient's stated health history,.

12. Licensee's actions as described in paragraghs 7 and § constitute discipline by another state for
which discipline is authorized in this slate in that the Board can seek to discipline for incompetency, misconduct,
or gross negligence in the performance of, or relating 1o one's ability (o perform, the functions or dulies of any
profession licensed or regulated by this chapter and treabment below the standard of care could constitute
incompetency, misconduct, or gross negligence in the performance of, orrelating to one’s ability to perform, the
functions or duties of a dentist,

13. Cause exisis for the Board to take disciplinary action against Licenses’s license under
§ 332.321.2(5) and (8}, RSMo, which states in pertinent part,

2. The board may cause a complaint to be filed with the
administrative hearing commission as provided by chapler 821, RS8Mo,
against any holder of any permit or license required by this chapter or any

person who has falled {0 renew or has surrendered his or her permit or
license for any one or any combination of the following causes:

{5} Incompetency, misconduct, gross negligence, fraud,
misrepresentation or dishonesty in the performance of the
functions or duties of any profession licensed or requiated by this
chapter;

{83 Disciplinary action against the holder of a license or other
right to practice any profession regulated by this chapter imposed
by another state, province, territory, federal agency or country
upon grounds for which discipiing is authorized in this state [

Joint Agreed Disciplinary Order
Based upon the foregoing, the parties mutually agree and stipulate that the following shall constitute the
disciplinary order entered by the Board in this matter under the authority of § 621.045.3, RSMo 2000: The terms

of discipline shall include that the dental license, license number 2008013084, be placed on PROBATION fora

period of three (3) years {"disciplinary period”). During Licensee's probation, Licenses shall be entitied to




engage in the practice of dentistry under Chapter 332, RSMo, provided he adheres to all of the terms of the
Board Setilerment Agreemant.
L FEOUCATIONAL REQUIREMENTS

A Licensee shall lake and pass the Board's urisprudence sxaminalion within the first twelve (12)
months of Licensee’s period of probation. Licénses shall conlact the Board office inreguest &
current law packet and permission to sit for the jurisprudence examination no iess than thirty (30)
days prior to the date Licensee desires (o take the examination. Licensee shall submit the required
re-gxamination fee to the Board prior Io taking the examingtion. Fallure 10 18ke and pass the
axamination during the first twelve {12} months of the disciplinary period shall constitute a violation
of the Board Settlement Agresmeant.

B, Licensee shall successfully complete forty (40} hours of education in diagnosis, treatment planning
and denture fabrication &t Oral Heslth Envichment in Cleveland, Ohio within the first one hundred
gighty {180} days of Licenses's period of probation. Following compietion of the forty (40) hours of
sducation at Oral Health Endichment, Licensee shall take and pass & wiitten oulcome assessment
test on the education with a score of 8t least 80%. Failure fo complete the education and pass the
written culcome assessment fest on the sducation within 180 days shiall constitute a violation of the
Board Settlement Agreament.

. GENERAL REQUIREMENTS

A, Licensse shall meet with-the Board or ils representatives st such $imes and places a8 required by
the Board after notification of a required meeting

B.  Licensee shall submit reports fo the Missouri Dental Board, P.O. Box 1367, Jefferson City, Missouri
65102, stating truthfully whether he has complied with all the terms and conditions of this Salllement
Agreement by no later than January 1 and July 1 during each year of the disciplinary period.

€. Livensee shall kesp the Board apprised of his current home and work addresses and telephone
numbers. Licensee shall inform the Board within ten days ot any change of home or work address
and home o work telephone number.

D Licensee shall comply with all provigions of the Dantal Practice Act, Chapter 332, R8Mo: all
applicable federal and state drug laws, rules, and regulations and all federal and state oriming!
faws. "State” hers includes the state of Missour and &l other states and terrifones of the Linited

tates.

£ During the disciplinary peviod, Licensee shall timely renew his Bcense and timely pay all fees
required for Boensing and comply with all other board requirements negessary 1o maintain
Licenses's license In a current and active siale.

F if atany tme during the disciplinary period, Licensee removes himself from the state of Missoun,
ceases 1o be currently icensed under provisions of Chapter 332, or fails 1o advise the Board of his
current place of business and residence, the time of tis absence, unlicensed status, or unknown
whereabouts shall not be deemed or taken a8 any part of the time of discipline so imposed in
acoordance with § 3372.321.8, RE8Mo,

G, During the disciplinary peniod, Licensee shaill accept and comply with unannounced visits fromthe
Board's representatives fo monitor his complance with the terms and corgditions of this Seltlement
Agreement.




H.  If Licensee fails 1o comply with the terms of this Settlerment Agreement, in any respect, the Board
may impose such additional or other discipline that it deems appropriate, (including imposition of
revocation) following a hearing before the Board.

I This Settiement Agreement does not bind the Board or restrict the remedies available to it
concerning any other violation of Chapler 332, RSMo, by Licensee not specifically mentioned in this
document.

ADDITIONAL REQUIREMENTS

A, Licensee shall not allow his license to lapse.

B.  Licensee shall notify, within 15 days of the effective date of this Settlement Agreement, all hospitals,
nursing homes, out-patient centers, surgical centers, clinics, and all other facilities where Licensee
practices or has privileges of Licensee’s disciplinary status. Notification shall be in writing and
Licensee shall, contemporanecusly with the giving of such notice, submit a copy ¢of the notice to the
Board for verification by the Board or its designated represeniative.

1. The parties to this Agreement understand that the Missour Dental Board will maintain this
Agreement as an open record of the Board as provided in Chapters 332, 810, 324, RSMo.

2. The terms of this setllement agreement are contractual, legally enforceable, and binding, not
merely recital. Except as otherwise provided herein, neither this settlement agreament nor any of its
provisions may be changed, waived, discharged, or terminated, except by an instrument in writing signed
by the partly against whom the enforcement of the change, waiver, discharge, or fermination is sought.

3. Licensee, together with his hairs and assigns, and his altorneys, do hereby waive, rélease,
acquit and forever discharge the Board, its respective members and any of its employees, agents, or
attoreys, including any former Board members, employees, agents, and altorneys, of, or from, any
liability, claim, actions, causes of action, fees, cosls and expenses, and compensation, including but not
limited to, any claims for attorney's fees and expenses, including any claims pursuantto § $36.087,
RSMo, or any claim arising under 42 U.8.C. § 1883, which may be based upon, arise oul of or relate to
any of the matters raised in this case, its settlement, or from the negotiation or execution of this settiement
agreement. The parties acknowledge that this paragraph is severable from the remaining portions of this
settlement agreement in that it survives in perpetuity even in the event that any court of law deems this
settlerment agreement or any portion thereof {o be void or unenforceable.

5 If no conlested case has been filed against Licensee, Licensee has the right, either at the fime
the settiement agresment is signed by all parties or within fiftesn days therealler, 1o submit the agresment
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to the Administrative Hearing Commission for determination that the facts agresd o by the parties to the
settlement agreement constitute grounds for denying or disciplining the license of the licenses. If
Licensee desires the Administrative Hearing Commission {0 review this Agreement, Licensse may submit
this request to; Administrative Hearing Commission, Truman State Office Building, Room 640, 301
W. High Street, P.O. Box 1557, Jefferson City, Missouri 65101

6. if Licenses has requested review, Licensee and Board jointly request that the Administrative
Hearing Commission delerming whether the facts sel forth herein are grounds for disciplining Licensee's
license and issue findings of act and conclusions of law staling that the facts agreed 1o by the parties are
grounds for disciplining Licensee's license. Effective the date the Administrative Hearing Coromission
determines that the agreement sets forth cause for disciplining Licensee's license, the agreed upon
discipline set forth herein shall go into effect.

LICENSEE

BOARD

~

.

Bfian Barnett,
Exscutive Director
Missouri Dental Board

Date 5\,/;2,/ ,(

pael% [ R¢ [ Rot/
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