
IN THE DISTRICT COURT OF APPEAL 

FIRST DISTRICT 

STATE OF FLORIDA 

 

REHABILITATION CENTER 

AT HOLLYWOOD HILLS, LLC, 

 

 Petitioner/Appellant,     CASE NO. 1D17-3858 

            AHCA NO. 2017-0007728 

vs. 

 

STATE OF FLORIDA, AGENCY FOR 

HEALTH CARE ADMINISTRAION, 

 

 Respondent/Appellee. 

___________________________________/ 

 

RESPONSE TO ORDER TO SHOW CAUSE 

 

 Pursuant to the Court’s October 3, 2017 Order to Show Cause, Respondent, 

State of Florida, Agency for Health Care Administration (the “Agency”), files this 

Response to show cause why Petitioner’s Expedited Motion for Stay should not be 

granted.  Alternatively, the Agency requests the Court to determine that a 

supersedeas would constitute a probable danger to the health, safety or welfare of 

the State pursuant to Section 120.68(3), Florida Statutes. In support of this 

Response, the Agency states as follows: 

1. On September 13, 2017, the Agency issued an Immediate Moratorium 

on Admissions by Order (IMO) that precluded new admissions to the nursing 

home owned and operated by Rehabilitation Center at Hollywood Hills, LLC 

(“Hollywood, Hills”), in Broward County, Florida, after the discovery of the heat-
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related deaths of eight Hollywood Hills patients. [A: 6] Subsequent to the issuance 

of the IMO, there have been at least four more deaths of residents of the nursing 

home.  The IMO prohibition on admissions covered all admissions, including the 

admissions of Medicaid patients/residents. 

2. The first three of the deaths occurred in the early morning hours of 

September 13, 2017, three days after Petitioner lost effective operation of its air 

conditioning system on September 10, 2017. The IMO is the subject of a separate 

appeal pending before this Court, Case No. 1D17-3883.  A similar Expedited 

Motion for a Stay has been filed in that related proceeding. 

3. On September 14, 2017, the Agency issued the Immediate Suspension 

Final Order (ISFO) that is at issue in this case.  [A: 15]  The ISFO suspends 

Petitioner from participation in the Medicaid program and was issued by the 

Agency after receiving reliable information of patient abuse or neglect at 

Petitioner’s facility; namely, the heat-related deaths of eight of Petitioner’s 

patients.  

4. Sections 409.913(15)(p) and (16)(d), and 120.569(2)(n), Florida 

Statutes, permit the Agency to issue an Immediate Suspension Final Order when it 

receives reliable information of patient neglect or abuse. 

5. The ISFO incorporates the findings of the IMO. [A: 15]  As described 

in the ISFO, the Agency found reliable information of patient abuse or neglect, and 
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determined that the practices and conditions at the Respondent's facility presented 

(1) a threat to the health, safety, or welfare of residents of the facility, (2) a threat 

to the health safety, or welfare of a client, (3) an immediate serious danger to the 

public health, safety, or welfare, and (4) an immediate or direct threat to the health, 

safety, or welfare of the residents” of Petitioner’s facility. [A:15]  

6. On September 20, 2017, the Agency issued an Emergency Suspension 

Order (ESO) that suspended Petitioner’s license to operate its nursing home in 

Hollywood Hills, Florida. [A: 10]  The ESO was also predicated upon the neglect 

and failure to maintain a safe environment which led to the death of at least twelve 

(12) residents under the care of the facility. The ESO is the subject of a separate 

appeal pending before this Court, Case No. 1D17-4092.  A similar Expedited 

Motion for Stay has also been filed in that related proceeding.  In addition, the 

Agency has issued on Administrative Complaint to revoke Petitioner’s license 

based on the differences noted in the ESO.  Petitioner has requested an evidentiary 

hearing to contest that revocation. 

7. The ESO was issued after consideration by the Agency of the 

available facts that had been revealed during investigation by both the Agency and 

law enforcement authorities of the multiple deaths.  A criminal investigation of the 

matter continues. 
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Background 

8. The problems at the facility came to light when First Responders were 

called to the facility on September 10, 2017.  After entering the facility and 

discovering at least one deceased resident, the First Responders determined that the 

second floor of the building needed to be evacuated.  Later, the entire building was 

evacuated and the facility and the premises were cordoned off as a potential crime 

scene.  Based upon the information currently available, the premises were not open 

to the public or any persons other than law enforcement investigators until Friday, 

September 29, 2017, in support of the criminal investigation.  A decision as to 

whether criminal charges should be issued has not yet been made. [A: 36]   

9. The Agency made extensive findings of fact in the ESO regarding 

conditions at the nursing home unsafe to residents, deficient practices, risk posed 

to residents by an environment ill-equipped to provide a safe and sanitary living 

environment, placement of the residents in the nursing home where the regulatory 

mechanisms for protection of the residents had been overlooked, and the multiple 

negligent failures of Petitioner that led to the death of its residents.  [A: 22-27, 

¶¶11,12]  These failures led the Agency to provide the following summary at the 

outset of the ESO: 

Respondent failed to maintain safe conditions in its Facility; failed to 

timely evacuate its Facility once conditions were no longer safe for 

residents; and failed to timely contact “911” during a medical 

emergency.  These failures resulted in the deaths of at least eight (8) 
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residents of the Facility, one resident having a body temperature of 

one hundred nine point nine (109.9) degrees Fahrenheit recorded at 

the hospital.  Respondents’ records related to the deceased residents 

contain multiple “late entries,” meaning the entries were non-

contemporaneous and recorded after the fact under dubious 

circumstances.  Emergency planning and preparedness cannot prevent 

the gross negligence or criminal negligence of a licensed health care 

provider. 

 

(Emphasis supplied.)   

10. The Agency determined that the practices and conditions at 

Petitioner’s facility presented “(1) a threat to the health, safety or welfare of 

residents of the Facility; (2) a threat to the health, safety or welfare of a client, (3) 

an immediate serious danger to the public health, safety or welfare, and (4) an 

immediate or direct threat to the health, safety, or welfare of the residents that 

constitutes sufficient factual and legal grounds justifying the imposition of an 

Emergency Suspension of Licensure to operate a nursing home in the State of 

Florida.  The ESO, therefore, immediately suspended Petitioner’s license to 

operate a nursing home. [A: 33]  

11. The Expedited Motion should be denied because the Petitioner’s 

continued enrollment in the Florida Medicaid program constitutes a probable 

danger to the health, safety, and welfare of the State.  Moreover, because of the 

issuance of the ESO, Petitioner does not currently have the ability to operate its 

facility.  Thus, Petitioner’s request for an expedited stay of the ISFO affords no 

meaningful relief unless or until the ESO is listed or overturned. 
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The Expedited Motion to Stay Should Not Be Granted Because It Would 

Constitute a Probable Danger To The Health, Safety, or Welfare of the State 

 

12. A party may seek a stay of a final order issued pursuant to Section 

120.569(2)(n), Florida Statutes, by filing an expedited motion. Fla. R. App. P. 

9.190(e)(2)(B).   An expedited motion for stay cannot be granted when “a stay 

would constitute a probable danger to the health, safety, or welfare of the state.”     

§ 120.68(3), Fla. Stat.; Fla. R. App. P. 9.190(e)(2)(C). 

13. The ISFO sets forth the Agency’s findings of patient abuse or neglect 

that demonstrate Petitioner’s continued enrollment in the Florida Medicaid 

program constitutes a probable danger to the health, safety, and welfare of the 

State.  

14. Notably, Petitioner does not allege that conditions at its facility are not 

a probable danger to the health, safety, and welfare of the State. Rather, Petitioner 

challenges ISFO’s validity on four grounds:  1) Petitioner claims the IMO, and 

thus the ISFO lack the recitation of facts with required specificity and particularity 

as to any improper conduct or wrongdoing on the part of the facility and fail to cite 

to any violation of the controlling statutes or administrative rules that were 

intentionally or negligently carried out; 2)  Petitioner claims the ISFO fails to state 

whether any continuing or immediate danger to the public health, safety, or welfare 

exists at the facility; 3) Petitioner claims the ISFO lacks the required immediacy to 

demonstrate that only the order can protect the public until due process is afforded 
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and an administrative proceeding has been completed on the merits of the 

allegations; and 4) Petitioner claims the ISFO is not narrowly tailored to offer the 

least restrictive remedy to stop the alleged harm.  Furthermore, the ESO issued six 

days after the ISFO, has suspended Petitioner’s authority to operate its facility and 

includes additional details and information that supports the findings in the ISFO 

as Petitioner is in the process of contesting these detailed findings in at least three 

different proceedings. 

15. As shown below, Petitioner’s arguments are meritless. Petitioner’s 

continued enrollment in the Florida Medicaid program absent the ISFO poses a 

probable danger to the health, safety, and welfare of the State and there is no basis 

to stay the ISFO, particularly since the ESO has halted operations. 

1) Factual Specificity of the IMO and ISFO as augmented by the ESO 

16. The facts justifying the ISFO are found on page one of the ISFO. In 

particular, the Agency found: 

3. Between 1:30 a.m. and 5:00 a.m., on September 13, 2017, several 

residents suffered respiratory or cardiac distress. Eight (8) of those 

residents ultimately expired. 

 

4. Shortly after 4:00 a.m. on September 13, 2017, the City of 

Hollywood Police Department and Hollywood Fire Rescue responded 

to a call for service at the Respondent's facility. Several patients were 

found in varying degrees of medical distress, three patients were 

found deceased, and others were in need of immediate transport. 
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5. Due to the conditions of the facility, Hollywood Police Department 

and Hollywood Fire Rescue mobilized nine (9) rescue units to 

evacuate all of the remaining patients. 

 

[A: 15] 

 

17. Additionally, all findings in the IMO were incorporated into the ISFO. 

[A: 15] Those findings have been augmented by additional investigation and 

information which led to the ESO and emergency suspension of the facility’s 

operating license.  The facts justifying the ESO are found on nine consecutive 

pages of the ESO.  [A: 21] The factual findings specify the dangerously negligent 

actions and conditions that have occurred and could hardly be more specific.  They 

outline the events of September 10, 2017, when Petitioner became aware of the 

failure of its air conditioning equipment leading to the ultimate evacuation of the 

building on the morning of September 13, 2017.  Upon discovery that residents had 

died, apparently due to conditions at the nursing home and/or Petitioner’s neglect, 

first responders on the scene directed the evacuation of the second floor.  Later, the 

entire facility was evacuated.  Based upon the information available, the entire 

facility was cordoned off as a potential crime scene until September 29, 2017. 

18. Critical to the level of negligence exhibited by Petitioner, the 

following fact was found: “Agency officials have reviewed records pertaining to 

the operational status of Memorial Regional Hospital, the hospital located directly 

across the street from the Respondent Facility, and have confirmed that at all times 
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relevant to this matter, the hospital was open, air-conditioned, and available to 

receive patients.” [A:22-23, ¶11]  The statement that a hospital across the street 

was available to treat patients while residents were dying in the facility from heat-

related stress is a specific and particular assertion of Petitioner’s negligence in 

caring for its residents. 

19. The ESO, moreover, makes specific factual findings with regard to 

each of eight patients who died.1  For example, with regard to “Resident number 

two (2),” the ESO notes an entry in the patient’s records on September 12 at 7:11 

in the evening (more than a full day before the resident’s death), that the resident 

had an elevated temperature of close to 100 degrees Fahrenheit (99.8 degrees). The 

ESO at para. 12.a. iii expressly questions a later entry in the patient’s records 

which indicated that the patient had a temperature of 101.6 degrees Fahrenheit, a 

note of September 13, 2017 at 4:42 a.m., when, in fact, the patient had already 

arrived at the hospital’s emergency department in cardiac arrest, with a 

“temperature … documented at one hundred eight point three (108.3) degrees 

Fahrenheit at 4:33 a.m.” [A: 23]  After resuscitative efforts failed, Resident 

Number Two was pronounced dead at 5:00 a.m.   The findings with regard to 

Resident Number Two conclude with the following statement, “It is extremely 

disturbing that the facility made a late entry claiming a temperature of 101.6, when 

                                                 
1 The number of deaths has subsequently risen  to at least twelve (12). 
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the resident was already dying at the hospital with a temperature of 108.3.”  [A: 

23]  

20. In addition to the detailed findings with regard to eight residents who 

passed away, the ESO makes numerous findings which refute the Motion’s claim 

that it has been shut down and barred from the Medicaid program based on overly-

broad, generalized, conclusory statements that lack specificity and particularity.   

For example, the ESO contains the following: 

16.  Licensed health care facilities are responsible for the care and 

safety of their residents at all time, including during an emergency. 

 

17.  All health care administrators and practitioners must know to 

immediately call “911” in a medical emergency.  Respondent knew or 

should have known the danger presented to residents in its physical 

plant, yet failed to monitor, care for, and protect its residents.  

Respondent’s sole identified response was to belatedly call “911” on 

an individual basis as its residents suffered, one after another, cardiac 

or respiratory arrest.  In addition, Respondent was and is located 

across the street from a large, air-conditioned public hospital.  This 

hospital was fully functioning during the relevant period, yet 

Respondent failed to transfer its residents to that large, air-conditioned 

public hospital, or any other appropriate placement, in a timely 

fashion. 

 

18.  As a result of Respondent’s failure to care for and protect its 

residents, at least eight (8) residents have died.  The deceased 

residents arrived at the large, air-conditioned hospital across the street 

with core body temperature of, for example, one hundred nine point 

nine (109.9) degrees Fahrenheit; one hundred eight point five (108.5) 

degrees Fahrenheit; one hundred seven (107) degrees Fahrenheit; and, 

one hundred eight point three (108.3) degrees Fahrenheit – too far 

gone and far too late to be saved.   
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19.  These core body temperatures are the product of the facility’s 

failure to maintain a safe environment at the facility, failure to 

properly monitor its patients, and failure to timely report an ongoing 

medical emergency.  Respondent’s records are replete with late 

entries. 

 

20.  The Agency concludes that this facility’s administrator and 

medical professionals did not know to call “911” in an ongoing 

emergency.  As such, this facility presents a danger to every person on 

its premises – residents, visitors and staff – and cannot be permitted to 

treat any residents, at any time, under any circumstances. 

 

Id., at 12-13. 

21. In sum, the IMO, ISFO and ESO reflect the ongoing investigation of 

hourly tragic situations that led to at least twelve (12) deaths are replete with 

specific, particularized facts regarding patient abuse or neglect that justify the 

Agency’s decision to issue the ISFO. 

2) Whether any continuing or immediate danger to the  

public health, safety, or welfare exists at the facility; and  

   3) Required Immediacy and Due Process 

 

22. Petitioner claims that “as required by section 120.569(2)(n), Florida 

Statutes, the [ISFO] fails to state whether any continuing or ‘immediate danger to 

the public health, safety, or welfare’ exists at the facility.” See Expedited Motion 

for Stay, at 4. 

23. However, Section 120.569(2)(n), Florida Statutes, contains no such 

requirement. Section 120.569(2)(n), Florida Statutes, reads as follows: 

If an agency head finds that an immediate danger to the public health, 

safety, or welfare requires an immediate final order, it shall recite with 
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particularity the facts underlying such finding in the final order, which 

shall be appealable or enjoinable from the date rendered. 

 

24. Clearly, Section 120.569(2)(n), Florida Statutes, only requires an 

immediate final order to “recite with particularity the facts underlying such finding 

in the final order” which, as, detailed above, the Agency has done. The word 

“continuing” is not found in Section 120.569(2)(n), Florida Statutes. 

25. Petitioner argues that, because the IMO “does not allege any causal 

connection between the loss of power to the Petitioner’s facility’s AC unit and the 

unfortunate deaths of eight residents,” the “ISFO lacks the required immediacy to 

demonstrate that only the order can protect the public until a due process is 

afforded and an administrative proceeding has been completed on the merits of the 

allegations.” See Expedited Motion for Stay, at 4-5 

26. The Agency concluded that the public needed to be protected was not 

predicated merely on the loss of air conditioning, but rather on Petitioner’s 

woefully inadequate practices and response to immediate serious danger to the 

public health, safety and welfare of its residents which is not absolved simply 

when the air conditioning is turned back on. The ISFO details eight residents who 

died in the Petitioner’s care and then finds: 

8. On September 13, 2017, the Agency commended a survey of the 

[Petitioner’s] facility. 

 

9. The Agency determined that the practices and conditions at the 

[Petitioner’s] facility present (1) a threat to the health, safety, or 
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welfare of residents of the facility, (2) a threat to the health safety, or 

welfare of a client, (3) an immediate serious danger to the public 

health, safety, or welfare, and (4) an immediate or direct threat to the 

health, safety, or welfare of the residents. 

 

[A: 15]  

27. Petitioner goes on to state in support of its argument that “the [ISFO] 

acknowledges that [Petitioner] evacuated all remaining residents from the facility 

prior to issuance of both the ISFO and the [IMO], and that the census at 

Hollywood Hills is zero (0).  In fact, before the Agency issued the orders, two 

important events occurred that undermine any statement of immediacy: 1) the 

hurricane passed, and 2) power to the AC unit was restored.” See Expedited 

Motion for Stay, at 4.  

28. Petitioner’s argument again misses the point of the ISFO.  It is not  

Hurricane Irma and the lack of air conditioning that were the basis for the ISFO.  

Rather, the ISFO was prompted by the Petitioner’s failures to take appropriate 

necessary action and/or the negligence exhibited by Petitioner which demonstrates 

that it should no longer be entrusted with caring for any elderly Medicaid residents.  

As the ESO explicitly determined: 

[T]his facility presents a danger to every person on its premises – 

residents, visitors, staff – and cannot be permitted to treat any 

residents, at any time, under any circumstances.”  [Emphasis added.] 

 

[A: 31, ¶ 20]  
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29. The ISFO is part of the coordinated and ongoing Agency efforts to 

protect the public health, safety and welfare.  The Agency has concluded that  

 

“[t]he Respondent’s deficient conduct is widespread and places all 

future residents at immediate threat to their health, safety and welfare. 

The Respondent has demonstrated that its physical plant and its 

management cannot provide an environment where residents can be 

provided care and services in a safe and sanitary manner.” 

 

[A. 31, ¶ 21] 

 

30. The ESO includes two additional paragraphs that recite the continuing 

emergency if the facility were to continue to operate.  In paragraph 22, after 

determining the stated conditions to present an immediate serious danger to the 

public, the paragraph concludes, “No resident of a nursing home should be placed 

in such a hazardous environment.”  [A: 31]  In paragraph 23, the ESO states, “[t]he 

Respondent’s deficient practice exists presently; has existed in the past, and more 

likely than not will continue to exist if the Agency does not act promptly.”  

(Emphasis added.) [A:31] 

31. In short, the IMO, ISFO and ESO collectively reflect instances of 

patient abuse or neglect that demonstrate it would be a continuing danger to the 

health, safety and welfare of the public in this state for Petitioner to continue to be 

a provider in the Medicaid program. 

4) Narrowly Tailored 

32. Petitioner argues the ISFO is not narrowly tailored to offer the least 

restrictive remedy to stop the alleged harm. It proposes that the ISFO “could be 
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limited to state that the facility’s Medicaid provider number will be suspended 

until and unless the facility demonstrates that AC power has been restored to the 

facility and that there is availability of backup generator power for the AC unit in 

the event of another natural disaster. Alternatively, the order could require 

modifications to the facility’s emergency preparedness plan to address 

circumstances of sudden power outages during a hurricane.” Expedited Motion to 

Stay, at 5. 

33. Florida Statues does not authorize the Agency to issue suspensions 

from the Medicaid program contingent upon conditions such as those proposed by 

the Petitioner.  See § 409.913(16), Fla. Stat.  More importantly, as noted above, the 

Agency’s concerns are not limited to simply the temporary loss of air conditioning.  

It is Petitioner’s demonstrated failure to take reasonable and appropriate steps to 

protect those entrusted to it that led to the need for the Agency to take action. 

34. Immediate suspension from the Medicaid program is a sanction 

available to the Agency in two very limited circumstances: 1) when it has received 

information of patient abuse or neglect, as it did here; or 2) when it receives 

information that any act prohibited by section 409.920, Florida Statutes, regarding 

Medicaid fraud, has occurred. See § 409.913(16)(d), Fla. Stat. 

35. The instances of patient abuse or neglect as found in the ISFO, IMO, 

and ESO are extraordinary. Petitioner’s suggestion that the ISFO “relies upon 
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innuendo, implied speculation and conjecture to conclude that the tragic deaths of 

eight residents of the nursing home must have been caused by some unstated, 

improper action or inaction by the facility” is incredulous. Expedited Motion to 

Stay, at 5.  In view of the nature and magnitude of the consequences arising from 

Petitioner’s failure to act, the most narrowly tailored action that could be taken was 

suspension of Petitioner from the Medicaid program.  

36. The purpose of a stay is to preserve the status quo in the lower 

tribunal while an appeal proceeds.  QBE Ins. Corp. v. Chalfonte Condo. Apartment 

Ass’n, Inc., 94 So. 3d 541, 555 (Fla. 2012).  Here, the status quo is that Petitioner’s 

facility is closed based on the ESO.  As long as the IMO and ESO are in place, 

Petitioner cannot admit patients, including Medicaid patients, to its facility or 

operate its facility.  Thus, whether the ISFO is stayed or not, Petitioner currently 

has no legal authority to admit Medicaid patients to its facility or operate its 

facility to perform Medicaid services.  Consequently, a stay is not necessary, 

appropriate or warranted.   

37. The “[f]actors which are considered . . . in deciding whether to grant a 

stay include the moving party’s likelihood of success on the merits, and the 

likelihood of [irreparable] harm should a stay not be granted.”  Perez v. Perez, 769 

So. 2d 389, 391, n. 4 (Fla. 3d DCA 1999).  Accord Mitchell v. State, 911  so. 2d 

1211 (Fla. 2005) (employing the same “principle considerations” in deciding 
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whether to vacate a stay and specifying that the harm must be both likely and 

irreparable).  Where the requested stay will enjoin an agency action, the court 

should also consider whether the moving party has demonstrated: (1) an irreparable 

harm, or likelihood of irreparable harm, if the injunction is not granted; (2) a clear 

legal right to the requested relief; (3) unavailability of an adequate remedy at law; 

and (4) whether considerations of public interest or public policy support the 

injunction.  Grove Isle Ass’n, Inc. v. Grove Isle Assoc, LLLP, 137 So. 3d 1081, 

1092 (Fla. 3d DCA 2014); Miami-Dade Cnty. ex rel. Walthour v. Malibu Lodging 

Invs., LLC, 64 So. 3d 716, 722 (Fla. 3d DCA 2011).  Here, there is no irreparable 

harm from the ISFO since Petitioner’s operations have been suspended by the 

ESO.  Petitioner has no clear legal right to participate in the Medicaid program, 

particularly in light of the twelve (12) recent deaths.   Petitioner has an adequate 

remedy at law which it is pursuing in challenging the ESO.  Finally, the public 

interest weighs heavily in favor of protecting the elderly residents of nursing 

homes over Petitioner’s right to bill Medicaid. 

38. For the reasons set forth above, Petitioner’s Motion for Expedited 

Stay does not meet this standard and must be denied. 

 WHEREFORE, the Agency requests this Court to deny Petitioner’s 

Expedited Motion for Stay of Immediate Suspension Final Order and/or to 

determine under section 120.68(3), Florida Statutes, that a supersedeas would 
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constitute a probable danger to the health, safety or welfare of the state and 

thereby. 

    RUTLEDGE ECENIA, P.A. 

       

     /s/ Stephen A. Ecenia    

     Stephen A. Ecenia 

     Florida Bar No. 316334 

     J. Stephen Menton 

     Florida Bar No. 331181 

     Tana D. Storey 

     Florida Bar No. 0514772 

     Gabriel F.V. Warren  

     Florida Bar No. 84777 

     119 South Monroe Street, Suite 202  

     Tallahassee, FL 32301 

     (850) 681-6788 / (850) 681-6515 Fax 

     steve@rutledge-ecenia.com 

     smenton@rutledge-ecenia.com 

     tana@rutledge-ecenia.com 

     GWarren@rutledge-ecenia.com  

     Co-Counsel for AHCA 

 
and 

Tracy George, Chief Appellate Counsel 

Fla. Bar No.: 879231 

William Roberts, General Counsel 

Fla. Bar No.: 586617 

Agency for Health Care Administration 

2727 Mahan Drive, MS #3 

Tallahassee, FL 32308 

Tracy.George@ahca.myflorida.com 

William.Roberts@ahca.myflorida.com 

Co-Counsel for Respondent, AHCA 
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CERTIFICATE OF SERVICE 

 

 I HEREBY CERTIFY that a true a correct copy of this Response was served  

 

via email on the following parties this 6th day of October, 2017: 

 

Geoffrey D. Smith 

Timothy B. Elliott  

Corinne T. Porcher  

Smith & Associates  

3301 Thomasville Road, Suite 201 

Tallahassee, FL 32308  

geoff@smithlawtlh.com 

tim@smithlawtlh.com 

Corinne@smithlawtlh.com  

Counsel for Petitioner 

 

 

       /s/ Stephen A. Ecenia  

       _______________________ 

       Stephen A. Ecenia  
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