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  STATE OF NEVADA

DEPARTMENT OF BUSINESS AND INDUSTRY
OFFICE OF NEVADA BOARDS, COMMISSIONS AND COUNCILS STANDARDS

NEVADA STATE BOARD OF OPTOMETRY

January 12, 2026

[Licensee 1] O.D.
c/o Casey Tyler, Esq.
Hall Prangle, LLC
1140 North Town Center Dr., Ste. 350
Las Vegas, NV 89144
ctyler@hallprangle.com
netienne@hallprangle.com
via email only

Re: NSBO Complaint# 26-13
Patient: [the patient]

Dear Licensee: 

This office has been apprised of allegations that your care and treatment of the above-referenced 
patient may have been unprofessional as defined in Nevada Revised Statute (NRS) 636.295 and 
Nevada Administrative Code (NAC) 636.230 alleging: 

On or about June 11, 2024, ophthalmologist [OMD 1] performed cataracts surgery upon 
the patient’s right eye.  [OMD 1]’s operative report documented placement of a bandage contact 
lens (BCL).  On or about June 12, 2024, the patient presented to you for his first post-operative 
follow-up.  You allegedly breached the standard of care by: 

Failing to review Plaintiff's operative report and surgical records before providing
care;

Failing perform adequate examinations that would have revealed the retained
contact lens;

Failure to recognize, document, or address the BCL presence during multiple
examinations over 4+ months;

Failing to correlate Plaintiff's ongoing complaints of discomfort and vision issues
with potential retained device;

Failing to communicate with the operating surgeon regarding post-operative
course and concerns;

Continuing to perform procedures (YAG laser) without ensuring complete
knowledge of eye condition; and
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Failing to maintain appropriate post-operative communication protocols. 
 
This letter is issued pursuant to R66-19(14)(2) mandating the Executive Director to conduct any 
investigation he or she determines is necessary to ascertain the facts concerning the incident 
described in the report without limitation requiring the licensee to provide information 
concerning the incident.  You are hereby requested to submit a written response as to the 
allegations.  Please include any and all information you believe would be useful for the Board to 
make a determination in this matter.   
 
If not already included in your response to the above-listed allegations/alleged failures, ensure 
your response includes an explanation as to the following:  
 

1) Did you see the BCL? If not, why not? 
2) Did you document the BCL? If not, why not? 
3) Did you remove the BCL?  If not, why not? 
4) Did you receive instructions from [OMD 1] about how to manage the BCL and did 
you follow such instructions? If you did not receive any such instructions about the BCL: 
a) how did you decide to not remove the BCL?; b) did you manage the patient any 
differently compared to a post-op patient without a BCL? If so, how so?    
5) How did you decide on exactly a 6-day follow-up with this patient?  Is that your 
custom and practice for post-operative patients similar to this patient? Or was that based 
upon your knowledge of the BCL? 
6) Did you provide any instructions to or discuss with [OMD 2] your plans, be it a 
recommendation to remove the BCL versus continue with [OMD 1]’s plans?  If not, why 
not?     
7) Did you review [OMD 1]’s operative report by the time you rendered care to the 
patient on or about June 12, 2024?  If not, why not?   
8) Were you notified of any surgical complications as to why the BCL was placed and 
that you were supposed to monitor the BCL?  If not, did you inquire of [OMD 1] about 
any surgical complications or usage of the BCL? 
9) Did you review the post-operative medication schedule, more specifically the use of 
antibiotic eye drops (if applicable)?  If not, why not? 
10) Was your conduct unprofessional as defined by as defined in Nevada Revised Statute 
(NRS) 636.295 and Nevada Administrative Code (NAC) 636.230?  If not, why not?     

 
Failure to responsively address each of the above allegations could result in a 
determination that you agree with the above allegations/alleged failures.  Your reply to 
director@nvoptometry.org is due on or by the close of business February 12, 2026.   
 
Because this matter may be presented to the Board in a double-blind manner, in your 
response do NOT use your personal or company letterhead, and use the following 
references: [The patient] as “the patient,” yourself as “Licensee 1,” [Practice Entity 1] as 
“Practice Entity 1,” [OMD 1] as “OMD 1” and [OMD 2] as “OMD 2.” 
 
The Nevada State Board of Optometry investigates all information received concerning possible 
violations of NRS/NAC 636.  This letter is not to be construed as a determination as to whether 
or not there has been a violation of such laws until a thorough investigation is completed. The 
accompanying subpoena is sent pursuant to NRS 636.141 and NRS 629.061(1)(g).  As a licensee 
subject to an investigation, you are required by law to timely provide the requested information.   
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Please be advised that if any particular allegations referenced above did occur, and depending on 
the facts and circumstances, then you may have violated the law, specifically including but not 
limited to NRS 636.295(8)(unprofessional conduct in the practice of optometry).  
 
Respectfully,     
 
/s/ Adam Schneider 
Adam Schneider, Esq.  
Executive Director 



hallprangle.com

1140 North Town Center Drive
Suite 350 

Las Vegas, NV 89144

Marie Ellerton 
mellerton@hallprangle.com

April 30, 2026

VIA U.S. Mail and EMAIL director@nvoptometry.org

Adam Schneider, Esq.
Executive Director
NEVADA STATE BOARD OF OPTOMETRY 
PO Box 1824
Carson City, Nevada 89702

“LICENSEE 1’S” RESPONSE TO THE NEVADA STATE BOARD OF
OPTOMETRY’S CORRESPONDENCE RE: NSBO COMPLAINT # 26-13,
THE PATIENT

Dear Mr. Schneider:

This correspondence is intended to serve as Licensee 1’s formal response to the January 12, 2026, 
letter from the Nevada State Board of Optometry (“Board”) regarding Complaint # 26-13, related 
to The Patient. This response is timely submitted.

In its letter the Board indicates that it has been apprised of allegations that Licensee 1’s care and 
treatment of the above-referenced Patient may have been unprofessional as defined in Nevada 
Revised Statute (NRS) 636.295 and Nevada Administrative Code (NAC) 636.230. The Board 
indicates that Licensee 1 is to reply on or by the close of business February 12, 2026. (The time to 
submit the response has been extended to April 30, 2026.)

Below you will find sections which include Licensee 1’s objections and/or requests for 
clarification, a statement of relevant facts, the allegations and questions set forth in the Board’s 
letter and Licensee 1’s responses to each of the allegations and questions. In addition, you will 
find the Curriculum Vitae of Jayanth Sridhar the expert Licensee 1 will rely upon regarding the 
litigation in this case. Furthermore, you will find the opinions Dr. Sridhar has expressed to date. 
(The deadline for Initial Expert Witness disclosures is currently August 14, 2026.)

OBJECTIONS AND/OR REQUESTS FOR CLARIFICATION

Licensee 1 formally objects to the inclusion of allegations that, upon information and belief, do 
not relate to his care, treatment and involvement with any patient, including but not limited to The
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Patient. Inclusion of any allegations related to other licensed healthcare professionals is entirely 
improper. Just as a provider of health care is liable only for his or her own conduct in a civil action, 
Licensee 1 cannot and must not be evaluated and/or disciplined for conduct attributable to another 
licensed healthcare professional, including but not limited to any alleged failure by another 
Optometrist (O.D.), Ophthalmologist, any other physician, physician assistant, any other licensed 
healthcare professional, or any other person during the patient’s treatment prior to, concurrent with 
or subsequent to Licensee 1’s involvement in the case. Any inquiry regarding Licensee 1must be 
limited to his care, treatment and involvement only. Licensee 1, therefore, requests clarification as 
to the specific allegations made against him individually, if any, so that he is able to properly 
defend against them in accordance with his due process rights under the Constitution of the State 
of Nevada and the Constitution of the United States of America. Licensee 1 further reserves the 
right to supplement or amend this response after receiving this necessary information and 
clarification. Notwithstanding the foregoing objections, and without waiving and subject to the 
same, Licensee 1’s response is set out below.

STATEMENT OF FACTS

Documentation in Medical Records Concerning Care of The Patient

At the time The Patient, whose date of birth is [November 13] 1939, presented to Practice Entity
1 on March 27, 2024, he was 84 years old. His chief complaint was Cataract evaluation for 
blurred vision OS>OD. Gradual changes were noted over the past year. The Patient did wear 
glasses for distance only but did not bring them. He did not use glasses for reading. He rarely 
drove but indicated he did not have glare. OU watered a lot but The Patient denied using any eye
drops. He rarely saw floaters but no flashes. Over 15 years ago he wore SCL. He reported
occasional double vision when he first awakened. He had an eye injury OD at age 40 with a 
metal foreign body present. He was right handed and right eye dominant. He was on Tamsulosin 
for prostate enlargement.

The Patient was seen by [OMD 1] who performed an eye examination. Subsequent to the exam, the 
Impression/Plan included: 
1.Combined form of senile cataract OU
Plan: Counseling-Cataracts – refer to education handout for detailed counseling.
After counseling The Patient they decided on the following plan for the right and left eye: Cataract 
Surgery with IOL. 
Plan: Order for Ophthalmic Surgery(comprehensive). 
Surgery scheduling order. 
Surgeon: OMD 1.
Diagnosis codes: Combined form of senile cataract OU.
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Procedure to be performed – OD. 
Monofocal IOL Distance OD.
Tonic Distance IOL Candidate OD (+ORA). 
Procedure to be performed – OS.
Left eye first then Right eye. 
Monofocal IOL. Distance OS.
Tonic Distance IOL Candidate OD (+ORA). 
Estimated Time: 15 minutes.
Facility Needed: [Surgery Center 1]. 

Anesthesia: MAC.

Pathology needed (frozen section): no.

Admission Status: outpatient. 
Photos Taken? No.

Provider: [OMD 1]. 
Priority: normal.

2.Epiretinal Membrane OS

Plan: Counseling – Epiretinal membrane.
I counseled The Patient regarding the following:
Eye Care: Epiretinal membranes do not usually require treatment, unless distorted vision or blurry 
vision occur. The main treatment consists of vitrectomy surgery with peeling off of the epiretinal 
membrane.
Expectations: Epiretinal membrane formation is often without symptoms or effect on vision. They 
occur from aging, previous eye trauma or chronic eye inflammation (such as uveitis). In rare 
instances, they can progress and have a significant effect on vision.

After counseling The Patient, they decided on the following plan for the left eye: Observation.

3.Irregular Astigmatism OU – Irregular Astigmatism - ? Forme Fusta Keratoconus given some 
inferior steepening
I counseled The Patient regarding the following:
Eye Care: Irregular astigmatism usually prevents someone from seeing clearly through eyeglasses, 
so hard or gas permeable contact lenses are a reliable way to improve one’s vision. Refractive 
surgery such as LASIK and PRK are usually not successful in patients with irregular astigmatism.
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There are no reliable surgical treatments for irregular astigmatism.
Expectations: Irregular astigmatism is a condition comprised of an irregular corneal surface. It can 
be an inherited condition, or result from corneal scarring or previous ocular surgery. There is also 
a disease called keratoconus that may present with irregular astigmatism in its early stages.
Contact office if: You experience loss of vision with your glasses or contact lenses, or notice that 
you need frequent changes in your eyeglass or contact lens prescriptions.

Follow Up
1.Follow Up for Next Visit 

Instructions: Schedule surgery.

On May 22, 2024, The Patient returned to Practice Entity 1. He was 1 day post op status following 
cataract extraction with IOL (with distance) of the left eye. The surgery was performed by [OMD 
1] on 5.21.24 at [Surgery Center 1]. The Patient was seen by [OMD 1] at this post op visit.

The Patient reported that since the surgery, he had noticed that objects appeared brighter in the 
affected eye. He was taking eye medications, ketorolac eye drops (QID), moxifloxacin eye drops 
(QID) and prednisolone acetate 1% eye drops (QID), as prescribed and had no pain, discharge, or 
redness.

After examination by [OMD 1], the Impression and Plan included:
1.Postop Cataract OS – 1 day s/p PCIOL OS. Patient doing well. 
Associated diagnosis: presence of intraocular lens.

Plan: Post Op Evaluation Cataract. 
OS Postop: day 1.
OS Postop: 5/21/2024.
I recommended the following postoperative plan OS:
Continue Regimen: Moxifloxacin, Ketorolac, and Prednisolone QID.

Plan: Set Global Period.
Location: OS.
The following surgery was performed: Cataract Extraction. 
The surgery date was 05/21/2024.

Plan: F/U for Next Visit Cataract. 
Instructions: RTC as scheduled.
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I counseled The Patient regarding the following:
Eye Care: Most patients recovering from cataract surgery need various eye drops to prevent 
infection, reduce inflammation, and promote healing. These eye drops need to be used as 
prescribed, and it is also very important to keep your appointments for postoperative examinations. 
We also recommend taping a protective plastic eye shield over the eye every night at bedtime, for 
the first week.
Expectations: Most patients experience a significant improvement in vision by the first 
postoperative day, but it may take a few weeks for maximum improvement. Occasionally, blurry 
vision may be present on the first postoperative day for a variety of reasons including having had 
a hard cataract, corneal swelling, retinal swelling, and complicated surgery. The eye has a 
tremendous capacity to heal. Your eyeglass prescription usually changes after cataract surgery so 
your old eyeglasses won’t be helpful. A new eyeglass prescription will usually be given after 3-4 
weeks of healing.
Contact the office if: Contact the office for any pain, redness, flashing lights, floaters, loss of 
vision, discharge, or double vision. Some postoperative complications can occur weeks to months 
after surgery.
Postoperative restrictions for cataract surgery patients include no strenuous activity for one week, 
including no golf, tennis, aerobics, weight lifting, bicycling, or sweating for one week. We also 
don’t allow swimming or eye make up for two weeks after surgery.

The Patient was seen next by [OMD 1] at [Practice Entity 1] on May 29, 2024. The chief 
complaint was Pre op 2nd eye OD and PO 2nd eye OS (sic). The Patient said that he still did not 
see a lot of difference after the surgery. His vision was still blurry. He denied ocular pain. He 
was currently using Pred and Keto BID OS.

The Patient wanted to proceed with surgery on the second eye OD.

OMD 1 examined The Patient and set out the following Impression and Plan: 
Impression/Plan:
1.Postop Cataract OS

Associated diagnosis: Presence of intraocular lens. 
Plan: Post Op Evaluation Cataract.
OS Postop: week 1. 
OS Postop: 5/21/2024.
I recommended the following postoperative plan OS:
Discontinue Regimen: Decrease Prednisolone to 2x/day as scheduled. 
Decrease Ketorolac to 2x/day as scheduled.
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The counseling documented is the same as that documented at the first post op visit on May 22, 
2024.

It was added that they discussed that The Patient will need glasses for BCVA due to astigmatism.

2.Combined form of senile cataract OD 

Plan: Counseling – Cataracts.
I counseled The Patient regarding the following;
Visually significant: Patient elects to proceed with cataract surgery.

Medical Decision Making – OD. 
Will proceed with second eye sx.

Plan: F/U for Next Visit Cataract.
-as scheduled for sx.

On June 11, 2024, The Patient underwent surgery, Phacoemulsification of Cataract and Insertion 
of Intraocular Lens, right for the cataract in the right eye (OD). The surgery was performed at 
[Surgery Center 1] by [OMD 1]. Anesthesia time started at 10:50 it was stopped at 11:03 and 
discharge was at 11:13. Procedure in Detail sets out:

The patient was brought to operating room. Under intravenous sedation and anesthetic 
the operative eye was prepped and draped in the usual sterile ophthalmic fashion. A 
wire lid speculum was placed in the eye. A clear corneal incision was made with
2.7 mm keratome and a secondary stab incision was made to the left. The anterior 
chamber was filled with viscoelastic and a continuous tear capsulotomy was made.

After hydrodissection, the nucleus was removed with phacoemulsification. The 
remaining cortex was removed with I&A and capsule polisher. The eye was filled 
with viscoelastic. The intraocular lens was inserted and centered in the capsular bag.

The viscoelastic was exchanged for balanced salt solution and the anterior chamber 
was pressurized. No sutures were required. The intraocular lens was verified to be 
in good position and the wound was verified to be watertight. The speculum was 
removed from the eye. The patient was awakened and taken to the recovery room 
in good condition.
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(At the bottom left side of the June 11, 2024, Operative Report regarding the right eye (OD) there 
is a handwritten entry, a circled + mark and BCL. The BCL is not mentioned within the Operative 
Report.)

Post-op Instructions include Instructions for “Caring For Your Eye.” In this section there is a 
handwritten entry, “*Bandage Contact Lens in place.” The Instructions go on with Activities, what 
is normal and what is unusual.

The Patient presented to [Practice Entity 1] on June 12, 2024. He was 1 DAY s/p PCIOL OD 
distance. He was seen by Licensee 1. The Patient reported that his vision in OD was still blurry. 
He was using Ketorolac QID OD/BID OS, Prednisolone QID OD/BID OS and Moxifloxacin QID 
OD as directed. The Patient indicated that he was told that he has astigmatisms. He stated that he 
sometimes has the feeling of FB sensation in OS (sic). He does not use AT. He denied any other 
discomfort at that time.

Examination of OD set out:
Dsc OD 20/60 -2.

PH: 20/25 -2.
IOP OD 17.
OD External normal lid position, nasolacrimal and orbital exam. 
OD Lid Margin: quiet and normal.
Slit lamp examination OD:
OD Conjunctiva: white and quiet. 
OD Cornea: clear cornea.
OD Anterior Chamber: cell trace. 
OD Iris: normal without rubeosis. 
OD Lens: PCIOL.
Ophthalmoscopic examination of optic disc OD: 
OD: CD ratio 0.45.
OD Optic Disc: UNDILATED.
General Appearance of The Patient is well nourished. 
Orientation: alert and oriented x 3.
Mood and affect: no acute distress. 
Impression/Plan:
1.Postop Cataract OU
Associated diagnosis: Presence of intraocular lens. 
Plan: Post Op Evaluation Cataract.
OD Postop: day 1. 
OD Postop: 6/11/24.
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I recommended the following postoperative plan OD:
Continue Regimen: Use Moxifloxacin, Ketorolac and Prednisolone as scheduled. 
OS Postop: week 3.
OS Postop: 5/21/2024.
I recommended the following postoperative plan OS:
Continue Regimen: Ketorolac and Prednisolone BID as scheduled. 
Plan: Counseling – Postop Cataract Surgery.
I counseled The Patient regarding the following:
The counseling documented is the same as what was documented on May 29, 2025, the patient’s
second postop visit OS and preop visit for OD.

The Patient was seen next on June 18, 2024. He was 1 week postop OD. He was seen by [OMD 2, 
affiliated with Practice Entity 1]. [OMD 2] set forth the following HPI:
This is an 84 year old male who is being seen for a chief complaint of 1 week PO OD. H/O: OS 
cataract extraction: 05.21.24 (OMD 1) DISTANCE and OD: 06.11.24 (OMD 1) DISTANCE.
Patient reports he noticed minimal VA difference OU. Denies any flashes but reports some floaters 
OU. Denies any pain, but states some discomfort OS (sic) occasionally (states that feels like he 
has some contact lens inserted).
Patient states he finished the drops on OS and is using Prednisolone and Ketorolac BID OD. 

The eye exam revealed Dsc OD 20/70 -2; PH: 20/30 -2. IOP OD 12.

OD External: normal lid position, nasolacrimal and orbital exam. 
OD Lid Margin: quiet and normal.
Slit lamp examination OD:
OD Conjunctiva: white and quiet. 
OD Cornea: clear cornea.
OD Anterior Chamber: deep and quiet anterior chamber. 
OD Iris: normal iris without rubeosis.
OD Lens: PCIOL in place.
General Appearance of The Patient is well nourished. 
Orientation: alert and oriented x 3.
Mood and affect: no acute distress. 
Impression/Plan: included:
1.Postop Cataract OU

Associated diagnosis: Presence of intraocular lens.

Plan: Counseling – Postop Cataract Surgery.
I counseled The Patient regarding the following:
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Contact the office if: Contact the office for any pain, redness, flashing lights, floaters, loss of 
vision, discharge, or double vision. Some postoperative complications can occur weeks to months 
after surgery.

Discussed will need glasses for BCVA due to astigmatism. 

Plan: Post Op Evaluation Cataract.
OD Postop: week 1.
OD Postop: 6/11/24.
I recommended the following postoperative plan OD:
Continue Regimen: Prednisolone and Ketorolac BID. 
OS Postop: month 1.
OS Postop: 5/21/2024.
I recommended the following postoperative plan OS:

Treatment Regimen: Finished with surgical drops. 

Follow Up
1.Follow Up for Next Visit. 

Instructions: 4-6 months DFE.

On October 9, 2024, The Patient presented and was seen by [OMD 2]. The HPI sets out that the 
patient was being seen for a chief complaint of DFE, due to PCIOL OU. The patient’s history 
included cataract extraction done for OS 05.21.24 (OMD 1) DISTANCE and OD: 06.11.24 
(OMD 1) DISTANCE. He said that his vision was still not that great, since he still needed 
glasses occasionally. The patient reported occasional floaters OU and denied any flashes of light.
He also reported occasional tearing and denied any ocular pain or discomfort. He used Refresh
every day, but said the frequency depended.

Distance vision on the right was 20/80 -2, PH: 20/50 -2. On the left it was 20/50 +2, PH: 20/25 -
2.

Pupils were normal. Each OD and OS Dark was 2.00 mm, size Normal, Round, Regular, Reacted 
Well and No APD.

IOP was 13 in both OD and OS.

The following was recorded for examination of OD:
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OD External: normal lid position, nasolacrimal and orbital exam. 
OD Lid Margin: quiet and normal.
Slit lamp examination OD:
OD Conjunctiva: white and quiet. 
OD Cornea: clear cornea.
OD Anterior Chamber: deep and quiet anterior chamber. 
OD Iris: normal iris without rubeosis.
OD Lens: PCIOL in place, PCO.
A dilated exam of the optic disc was performed OD [Emphasis added]
Ophthalmoscopic examination of optic disc OD:
OD: CD ratio 0.45.
OD Optic Disc: flat and normal disc.
A dilated fundus exam was performed OD. 
Ophthalmoscopic examination of retina and vessels OD:
OD Vitreous: vitreous clear without hemorrhage, cells or pigment.
OD Vessels: vessels with normal contour, caliber without neovascularization. 
OD Macula: ERM, intraretinal fluid.
OD Periphery: periphery normal appearance without retinal tears, breaks, holes or mass. 

General Appearance of the patient is well nourished.

Orientation: alert and oriented x 3. 

Mood and affect: no acute distress. 

Tests

OCT, Retinal

A same-day order was placed for this diagnostic test.
Diagnostic Procedure: Retinal Optical Coherence Tomography – OU.

Machine: Cirrus.
Indication: Epiretinal Membrane OU.

Findings OD: epiretinal membrane. 
Other Findings OD: macular edema.
OCT Diagnosis OD: epiretinal membrane and macular edema. 
Findings OS: epiretinal membrane.
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OCT Diagnosis OS: epiretinal membrane. 
Reliability: good.
Assessment OD: stable compared to previous study. 
Assessment OS: stable compared to previous study. 
Impression/Plan included:
1. Epiretinal Membrane OU

Plan: Counseling – Epiretinal membrane.
I counseled The Patient regarding the following:
Eye care: Epiretinal membranes do not usually require treatment, unless distorted vision or 
blurry vision occur. The main treatment consists of vitrectomy surgery with peeling off of the 
epiretinal membrane.
Expectations: Epiretinal membrane formation is often without symptoms or effect on vision. 
They occur from aging, previous eye trauma or surgery, or chronic eye inflammation (such as 
uveitis). In rare instances, they can progress and have a significant affect on vision.

After counseling The Patient, we decided on the following plan for the left eye. Observation.

2. Clinically Significant Macular Edema OD – mac edema od with ERM
-will start pred/keto qid
-refer to [OMD 5 with Practice Entity 2]
-will also perform yag cap to improve his view to the retina, od first
unspecified diabetic type and mild OD.

Plan: Prescription.
prednisolone acetate 1 % eye drops, suspension Ophthalmic (eye). 
Location: OD.
Sig: Apply one drop in affected eye 4 times a day.
Quantity: 10 Milliliter Refills: 2 Earliest fill date: October 09, 2024

ketorolac 0.5% eye drops Ophthalmic (eye). 
Location: OD.
Sig: Apply one drop in affected 4 times a day.
Quantity: 5 Milliliter Refills: 3 Earliest fill date: October 09, 2024.

Plan: Treatment Regimen.
Start the following treatment(s): Prednisolone QID OD. 
Ketorolac QID OD.
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3. Irregular Astigmatism OU - ? Forme Fuste Keratoconus given some inferior steepening

Plan: Counseling – Irregular Astigmatism.
I counseled the patient regarding the following:
Eye Care: Irregular astigmatism usually prevents someone from seeing clearly through
eyeglasses, so hard or gas permeable contact lenses are a reliable way to improve one’s vision. 
Refractive surgery such as LASIK and PRK are usually not successful in patients with irregular 
astigmatism. There are no reliable surgical treatments for irregular astigmatism.
Expectations: Irregular astigmatism is a condition comprised of an irregular corneal surface. It 
can be an inherited condition, or result from corneal scarring or previous ocular surgery. There is 
also a disease called keratoconus that may present with irregular astigmatism in its early stages. 
Contact office if: You experience loss of vision with your glasses or contact lenses, or notice that 
you need frequent changes in your eyeglass or contact lens prescriptions.

4. Posterior Capsular Opacification OU

Plan: Counseling – Posterior Capsular Opacification. 
I counseled The Patient regarding the following:
Posterior capsular opacification often requires a YAG laser capsulotomy to remove the opacity 
and improve the vision.
Posterior capsular opacification is very common after cataract surgery and can occur months to 
years later. There is no way to prevent its occurrence. It is due to lens epithelial cells that 
proliferate and coat the clear posterior capsule.

Contact Office if: Posterior capsular opacification progresses and causes a loss of vision that 
affects your ability to read, drive a car, see street signs, watch TV, or follow the golf ball.

After counseling The Patient, we decided on the following plan for the right eye: YAG laser 
posterior capsulotomy.

After counseling The Patient, we decided on the following plan for the left eye: YAG laser 
posterior capsulotomy.

Follow Up
1.Follow Up for Next Visit
Laser OD: YAG Laser Posterior Capsulotomy. 
Laser OS: YAG Laser Posterior Capsulotomy. 
Instructions: YAG Cap, OD first then OS.
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Instructions: refer [OMD 5 affiliated with Practice Entity 2] in 4-6 weeks for macular edema OD.

The Patient’s next visit to Practice Entity 1 was on October 15, 2024. He was seen by [OMD 2]
for the chief complaint of yag cap OD due to decreased vision.
The plan for Posterior Capsular Opacification OD was YAG Laser Posterior Capsulotomy. The 
procedure was undertaken by [OMD 2] without complications.
The Patient was instructed to continue using all the same eye drops as before the procedure. He 
was to call immediately for any pain, lid swelling or tenderness, discharge or loss of vision.

On October 22, 2024, The Patient underwent YAG Laser Posterior Capsulotomy OS by [OMD 2]
due to decreased vision. The post procedure instructions were the same as those given for OD.

The Patient was seen by [OMD 2] on October 29, 2024. He was 1 week Yag cap PO OD. He
reported that Saturday night after he had eye drops at 11:30 p.m. he noticed vision in OD started 
to get blurry. When he awakened on Sunday his vision was better. In addition, The Patient 
reported a foreign body sensation OD since that day. He also complained of pain in the back of
OD that came and went. The Patient was taking ketorolac and prednisolone OD three times a 
day.

Vision in OD was 20/80, PH: 20/30 -2. IOP was 14.

On examination of OD normal lid position, nasolacrimal and orbital exam. Lid Margin was quiet 
and normal. Slit lamp examination revealed quiet, white conjunctiva, clear cornea, deep and quiet 
anterior chamber, normal iris without rubeosis, Lens: PCIOL in place, open PC.

There was Clinically Significant Macular Edema OD. The patient was referred to [OMD 5
affiliated with Practice Entity 2]. He had an appointment upcoming.

On October 30, 2024, The Patient was seen by Licensee 1. The HPI sets out that he was being 
seen for evaluation of a chief complaint of pain OD. The Patient said he had been having pain OD 
since this morning. His eye hurt when he touched it. He went on to say he was unable to see out 
of OD that day. He noticed change in the visual acuity the night before, and it was getting worse. 
He had light sensitivity and watering of the eye. He also had headaches on the right which was 
something new. He saw [OMD 2] the day before. He was told to continue the Prednisolone and 
Ketoralac QID OD. An appointment with a retina specialist was scheduled on 11/15/24.

Vision in OD was hand motion. IOP was 20.



Adam Schneider, Esq. 
Executive Director
Nevada State Board of Optometry
“Licensee 1”
April 30, 2026
Page 14

hallprangle.com

Slit lamp examination of OD conjunctiva revealed diffuse sub conj heme/injection. The cornea 
exam noted contact lens present, 2+ DM folds, epi defect 1x3mm. OD Anterior Chamber noted 
less than 1mm hypopyon.

The following was documented, “Data Reviewed: 3 Ordering of each unique test (Bacteria 
identified in Eye by Anaerobe+Aerobe culture. Bacteria identified in Eye by Aerobe culture. 
Fungus identified in Skin Culture).”

A same day order was placed for diagnostic corneal scraping of OD. The indication for the 
test/procedure was central corneal ulceration.
The Patient read and signed a consent form after risks, benefits and alternative procedures were 
discussed. Topical anesthesia was obtained with proparacaine drops and a sterile cotton swab was 
used to scrape the corneal ulcer bed and plate cultures directly on blood agar, chocolate agar and 
Sabouraud’s agar. Cultures were submitted to an outside microbiology lab. The Patient tolerated 
the procedure and there were no complications. The Patient was to return to the clinic the next day. 
He was told to call immediately for any pain, lid swelling or tenderness, discharge, or loss of 
vision.

Impression/Plan included
1. Central Corneal Ulceration OD – Corneal Infection OD – likely secondary to retained bandage 
contact lens < 1 mm hypopyon, corneal edema, and conjunctival injection present. Small epi defect 
present.
-Corneal cultures taken of BCL and cornea by [OMD 3 affiliated with Practice Entity 1]. Discussed
case with [OMD 1]
-Quest pick up conf# 1779259334 

D/c Prednisolone and Ketorolac

Start Moxifloxacin q 1H OD through the night. Discontinue once fortified Abx are ready.

Start Fortified Vancomycin 25 mg.ml every hour around the clock (called in to metapharmacy) 
Start Fortified Tobramycin 15 mg.ml every hour around the clock (called in to metapharmacy)

Start Doxycyline 50 gm BID po 
Start Cyclopentolate TID OD 
Start Vitamin C 1,000mg (OTC)

2. Postop YAG Capsulotomy OU
3. Macular Edema OD – macular edema OU – previously noted by [ OMD 2], given
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corneal compromise, advised to discontinue medication until cornea recovers.

The Patient was instructed to return the next day at which time he would be seen by [OMD 1].

On October 31, 2024, The Patient returned for cornea follow up. He was there for central corneal 
ulceration OD. He was seen by [OMD 1]. He stated they found a contact in OD yesterday at SW 
office. He said that the right eye had not been feeling good for a while, on Sunday the right eye 
got worse and by Tuesday it was even worse. He saw [OMD 2] on Tuesday and was told that 
everything was fine. Yesterday, Wednesday, he saw Licensee 1 who consulted with [OMD 3]
who found a BCL in OD and told right eye was infected. Cultures were also done of the right 
eye.
Fortified drops coming tomorrow morning so The Patient had not yet started.
Started Moxifloxacin 1 1H OD through the night and Started Doxycycline 50 mg BID po, also 
Started Vitamin C 1,000mg.
Did not start Cyclopentolate because the Pharmacy did not have it.

Tomorrow will start Fortified Vancomycin 25 mg/ml and Fortified Tobramycin 15mg/ml every 
hour around the clock.

The visual acuity in OD remained hand motion. Slit lamp examination of OD revealed:
OD Conjunctiva: diffuse sub conj heme/injection; OD Cornea: dense infiltrate 10mmx6mm 
nasally; OD Anterior Chamber: 2mm hypopyon with fibrin; OD Iris: normal iris without rubeosis; 
OD Lens: PCIOL in place, open PC.

The Impression/Plan set out:
1.Central Corneal Ulceration OD – 10/30/2024: Corneal ulcer OD – likely secondary to retained 
bandage contact lens. <1 mm hypopyon, corneal edema, and conjunctival injection present. Small 
epi defect present.
-Corneal cultures taken of BCL and cornea by Dr. [OMD 3]. Discussed case with [OMD 1].
-Quest pick up cnf# 177925934
-D/c Prednisolone and Ketrolac 
See treatment plan for drops
10/31/2024: Also h/o of hospitalization once months ago with blood sepsis. 
Worsening with large infiltrate nasally 10 x 6 mm; 2mm hypopyon and some fibrin.
Given worsening most likely Pseudomonas A. Labs still pending and follow up tomorrow. 
Given worsening will inject sub-conj 50 mcg/ml of Cefazolin – done
Will add Tobramycin until gets fortified Tobra and Vanco (will be delivered tomorrow)
Will follow up tomorrow; discussed retina referral if continues to worsen to r/o posterior
involvement
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The plan included a treatment regimen. In addition, subconjunctival injection would be 
undertaken.

The Procedure: Subconjunctival Injection of cefazolin 50 mcg/ml was performed after informed 
consent was obtained. The Patient tolerated the procedure well and an ophthalmic patch was placed 
on the eye.

Follow up for the next visit was instructions for The Patient to return the following day at HN 
office with [OMD 1] urgent.

Medical Decision Making regarding OD included referral to retina specialist with an appointment 
pending with [OMD 5 affiliated with Practice Entity 2].

The Patient was seen by [OMD 1] next on November 1, 2024, for central corneal ulceration OD. 
The Patient said that they were doing okay. He denied pain but indicated that when they looked a 
certain direction they did have slight discomfort. The Patient denied any changes in vision. The 
visual acuity was not good.

Vision in OD was hand motion.

Slit lamp examination of OD revealed:
OD Conjunctiva: diffuse sub conj heme/injection.
OD Cornea: dense infiltrate 10mmx6mm nasally – much less “goopy” discharge now; ++
associated epi defect over the infiltrate.
OD Anterior Chamber: 2mm hypopyon; Fibrin almost resolved. 
OD Iris: normal iris without rubeosis
OD Lens: PCIOL in place, open PC.

The following was added to the Impression/Plan related to the Central Corneal Ulceration OD on 
11/1/2024: Labs: ++ Gram negative bacilli – most likely Pseudomonas A. Final ID pending – can 
adjust Vanco when final ID back. Stable today from yesterday – hypopyon slightly better and fibrin 
resolving. Recommended another inject sub-conj 50 mg.ml of Cefazolin – done today. Slit lamp 
photos taken today.

Counseling regarding the corneal ulcer included the following:
Discussed the severity of corneal ulcer infection and that it will require frequent antibiotic drop 
administration and possible other means of treatment to try to treat the severe infection of the 
cornea.
Expectations: Corneal ulcers are serious infections of the eye that extended beneath the ocular 
surface. It may result in scarring, loss of vision, perforation of the eye ball, or even loss of the eye.
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The Patient was informed that because of the serious nature of this condition, corneal ulcer patients 
usually need to be seen frequently, and treated with special fortified antibiotic eye drops that are 
not available at local pharmacy.
Corneal scrapings for identification of the type of infecting organism may be helpful in both 
making the correct diagnosis and guiding the selection of antibiotic therapy.

Subconjunctival injection of cefazoline 50 mcg/ml was done.

The Patient was instructed to return to the clinic on Monday at 4 pm for follow up with [OMD 4, 
affiliated with Practice Entity 1].

The patient did return on November 4, 2024. He reported there were no changes in the visual 
acuity. He still had occasional pain, OD when moving eyes in certain direction. He was compliant 
with drops, OU and Doxycycline. Hand motion vision in OD continued.

The patient was seen by [OMD 4 at Practice Entity 1]. The following was noted on examination. 
OD External: NV on lid margin. OD Lid Margin: debris on lid.

The only change on the Slit lamp examination OD was OD Conjunctiva: 3-4+ Injection. 

The following was added to Impression/Plan;
1.  Central  Corneal  Ulceration  OD-  11/4/2024:  Labs  received  and  confirmed  ++

Pseudomonas Aeruginosa. Stable from visit 11/1/20. Slit lamp photos taken today. Plan for 
f/u with [OMD 4] on Wed 11/6 and f/u PMO on Friday 11/8

On November 6, 2024, The Patient was seen for follow up by [OMD 4 at Practice Entity 1].  The 
chief complaint was Central Corneal Ulceration OD and Macular Edema OD, s/p PCIOL, YAG 
CAP,OU. The patient said he had not noticed a change in VA OU. He reported having some 
irritation and pain and that he had been noticing some tearing.

The only change on the Slit lamp examination OD was related to OD Cornea which noted less 
dense infiltrate 10mmx6mm nasally – much less discharge now; ++ associated epi defect over the 
infiltrate (see EMA photo tab).

Impression/Plan related to 1. Central Corneal Ulceration OD it was noted 11/06/24: Slight 
improvement in hyphema, less infiltrate on today’s exam. Slit lamp photos taken, Cont. drop 
regimen.

The Patient presented again on November 8, 2024. He was seen by [OMD 3, affiliated with Practice 
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Entity 1]. He reported that everything was about the same. He stated that he has pain OD of 3 on
the scale of 1-10. He complained of discharge and tearing all the time which was removed with a 
“splash of some water.” He felt relief when he closed his eyes. He stated that OS was fine.

Slit lamp examination OD showed some improvement. OD Conjunctiva: 2+ injection; OD Cornea: 
less dense infiltrate 6mmx4.5mm nasally – much less discharge now; ++ associate epi defect over 
the infiltrate, diffuse PEE’s; OD Anterior Chamber: 2mm hypopyon inferonasal.

Impression/Plan concerning 1. Central Corneal Ulceration OD – added 11/08/24: less infiltrate on 
today’s exam, slight improvement in hypopyon. Elevated IOP today (30 OD). Recommend increase 
in AT’s and cont drop regimen. Will start on Brimonidine BID OD – erx’d (Alphagen sample 
given in office: and Dorzolamide BID OD.

The Patient was instructed to follow up with [OMD 4 at Practice Entity 1] on 11.11.24.

[OMD 4 at Practice Entity 1] saw The Patient when he returned on November 11, 2024. The 
Patient stated there were no changes in OU VA, some pain with movement of the right eye. The 
Patient said he was using all of the prescribed medication except dorzolamide. It was not available
at CVS. His daughter was aware that she would need to use another pharmacy.

The following examination was documented: OD External: NV on lid margin slight ectropion LL.

Slit lamp examination of OD: OD conjunctiva: 3+ injection; OD Cornea: less dense infiltrate 
6mmx4.5mm nasally – much less discharge now; ++ associated epi defect over the infiltrate, 
diffuse PEE’s; OD Anterior Chamber: 2mm hypopyon inferonasal; OD Iris: normal iris without 
rubeosis; OD Lens: PCIOL in place, open PC.

The following was added to Impression/Plan related to 1. Central Corneal Ulceration OD-
11.11.24: slight improvement on today’s exam. Patient is to continue all drops as directed and
return on Friday for follow up.

The Patient had an appointment for Retina and advised that best to cancel for now until OD 
improves – OD Instructions: RTC Friday at Summerlin office, make appointment with [OMD 1] 
when patient returns.

The Patient returned on November 15, 2024. He was seen by [OMD 3 at Practice Entity 1].
Patient reported that OD felt a little better since his last visit. He reported no pain or discomfort 
and was using all medications as instructed.
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The slit lamp examination included that OD Cornea had less dense infiltrate 7mmx4mm nasally
++ still associated epi defect over the infiltrate, 3+ PEE’s and OD Anterior Chamber: 2mm 
hypopyon inferonasal resolved.

The following was added to the Impression/Plan regarding Central Corneal Ulceration OD –
11/15/24: Slight continuous improvement. Spoke with [OMD 4 affiliated with Practice Entity 1] 
and [OMD 2 affiliated with Practice Entity 1] and adjusted drops for patient. Will follow up on 
Monday with [OMD 1].

When The Patient returned on November 18, 2024, he saw [OMD 1]. He indicated that he had no 
pain but the vision was not good. He was using Moxifloxacin qid, Vancomycin qid, Tobramycin 
q2h, Pred 1% BID, Combigan BID, Dorzolamide BID OD and doxycycline 50 mg BID PO. In 
addition, he was using Refresh 5-6 x OD and a few OS.

Vision in OD remained hand motion.

11/18/24: Improving, smaller epi defect. IOP improved OD. See treatment regimen was added to
1. Central Corneal Ulceration OD. In addition, Pseudophakia OU Impression/Plan.

The Patient was next seen on November 22, 2024. He was seen by [OMD 1]. He denied pain and 
stated everything was the same as the last visit.

The only change on the Slit lamp examination related to OD Anterior Chamber: there was no 
hypopyon.

The note regarding Central Cornel Ulceration OD was the same as that entered on 11/18/24. Pt to 
be seen next WED was added.

On November 27, 2024, The Patient was seen by [OMD 1]. He was frustrated that it was difficult
to do things. He was using OTC readers. He was using Dorzolamide BID OD, Moxifloxacin QID 
OD, Prednisolone TID OD, Tobramycin 6x/day OD WA, Doxycycline 50mg QD, Vitamin C 
1,000mg, and AT’s 4x/day OU.

On Slit lamp examination the only change was related to OD Cornea which set out, less dense 
infiltrate 7mmx4mm nasally – ++ still associated 1x2 mm very linear epi defect over the infiltrate 
(healing); 3+ PEE’s.

The following was added to the Impression/Plan regarding 1. Central Corneal Ulceration OD,
11/27/24: Epi defect smaller and healing. IOP stable OD.
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The Patient was instructed to follow up with [OMD 1] in 1 week on Wednesday at [Practice Entity 1 
location].

The Patient did return for follow up on December 4, 2024. He was seen by [OMD 1]. He said 
that it seemed like his vision in OD was slightly improved. He denied pain.

Vision in OD was documented CF@1ft. IOP was 13 in OD. Slit lamp examination of OD Cornea: 
set out less dense infiltrate 7 mmx4mm nasally -- ++ Still associated 1 x 0.5 mm very linear epi 
defect over the infiltrate (healing); 3 + PEE’s.

The following was noted regarding Impression/Plan for 1. Central Corneal Ulceration OD –
12/04/24: Epi defect getting smaller and healing. IOP stable OD.

It was noted that The Patient was followed by retina specialist. 

He was instructed to see [OMD 1] next Friday 12/13 at [Practice Entity 1 location].

On December 13, 2024, The Patient presented for follow up and was seen by [OMD 1]. He 
stated that there was some visual improvement OD compared to his last appointment. He denied 
ocular pain but reported some discomfort due to decreased vision OD. He denied other visual 
disturbances.

Distance vision in OD was again CF@1ft, PH:NI IOP in OD was 12.

Slit lamp examination of OD included OD Cornea: less dense infiltrate 7mmx4mm nasally
becoming scar now; NO epi defect; 3+ PEE’s.

12/13/23: NO epi defect, infiltrate becoming scar now, IOP stable OD was added to 
Impression/Plan related to 1. Central Corneal Ulceration OD.

The Patient was instructed to return for follow up on 12/26 @ 12pm at [Practice Entity 1 location] 
with [OMD 1].

The Patient was seen by [OMD 1] on December 26, 2024. Distance vision OD was CF@2ft. PH: 
N1 and IOP 16.

Findings noted on Slit lamp examination OD included, OD Conjunctiva: very tr injection; OD 
Cornea: diffuse scarring (prior 4x 7 mm infiltrate) NO epi defect; 3+ PEE’s; and OD Anterior 
Chamber: deep and quiet.
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Impression/Plan regarding 1. Central Corneal Ulceration OD set out 12/26/24: Improving; 
resolved infiltrate with scar now; inflammation much improved.

The Patient was seen by [OMD 1] for 2 weeks follow up on January 9, 2025. He reported that
maybe there was some improvement in OD VA. He was using ATs OU twice a day. In addition, 
he was using Pred OD three times a day, Tobramycin OD twice a day, Doxy 50 mg by mouth 
daily and Vit C 1000 mg by mouth each day.

On examination The Patient’s vision in OD was CF@2ft PH: 20/400. There were no changes on
the slit lamp exam of OD.

The note related to the Impression/Plan 1. Central Corneal Ulceration OD for 01/09/25 states
Improved, resolved infiltrate with scar now; inflammation much improved, IOP stable.

The Patient was instructed to follow with [OMD 1] at [Practice Entity 1 location] in 2-3 weeks.

On January 24, 2025, The Patient was seen for follow up with [OMD 1]. Distance vision OD 
was CF@4ft. IOP OD was 12. OD external exam noted NV on lid margin slight ectropion LL.

The note entered for 01/24/25:sets out Over stable. No infiltrates. Will continue current regimen. 
Will see if scar reduces or fades over next few weeks, will consider corneal transplant vs Hard Cls 
in the future.

The Patient would follow up in 1 month with [OMD 1].

The Patient presented for follow up on February 14, 2025. He reported that overall vision was still 
blurred but stable distance.

His vision OD was noted to be 20/400 PH: 20/200. IOP OD was 12.

External exam of OD noted dermatochalasis NV on lid margin slight ectropion LL. No changes 
were documented on the slit lamp examination OD.

Impression/Plan for Central Corneal Ulceration OD was 2/14/25: Stable exam. No infiltrates. 
Continue adjusted regimen.

The Patient was to follow up in 1 month with OMD 1 and TOPO and Anterior Segment OCT, OD.
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March 14, 2025, The Patient presented for follow up with [OMD 1]. Vision in OD was CF@2ft
PH: 20/80 -2. IOP was 13.

The note under Impression/Plan on 03/14/25 states Stable, no infiltrates. Diffuse scarring slightly 
fading. Patient hesitant on PKP OD, discussed can be fitted with Scleral lens or RGP, even if 
unable to tolerate can see what BCVA is OD. Pt has second opinion with [OMD 6 affiliated with 
Practice Entity 3].

The Patient was to follow up with [OMD 1] in 6 weeks.

The March 14, 2025, Visit Note is the last note contained within the records that were provided.

RESPONSE TO ALLEGATIONS

The Office of the Nevada State Board of Optometry (Board) has been apprised of allegations 
that your care and treatment of the Patient may have been unprofessional as defined in 
Nevada Revised Statute (NRS) 636.295 and Nevada Administrative Code (NAC) 636.230.

Licensee 1 objects to these allegations as he has no firsthand knowledge of the Nevada State Board 
of Optometry being apprised that his care and treatment of the Patient or any other patient may 
have been unprofessional as defined in Nevada Revised Statute (NRS) 636.295 and Nevada 
Administrative Code (NAC) 636.230.

In addition, Licensee 1 objects to the allegations as they are overly broad and vague and 
ambiguous. He further objects as this is merely a statement without specific allegations and 
therefore no response is possible and/or required.

Moreover, Licensee 1 objects to this statement as it does not put him on notice regarding how his 
care and treatment may have been unprofessional as defined in NRS 636.295 and NAC 636.230, 
and may have violated any standard of care, standard of practice, statute or any other authority. He 
is therefore deprived of his due process rights under the Constitution of the State of Nevada and 
the Constitution of the United States of America.

Licensee 1 responds that all of the care and treatment he provided to The Patient was within the 
standard of care and was in no way unprofessional.

The complaint alleges on or about June 11, 2024, ophthalmologist OMD 1 performed 
cataracts surgery upon the patient’s right eye. OMD 1’s operative report documented 
placement of a bandage contact lens (BCL). On or about June 12, 2024, the patient presented 
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to you for his first post-operative follow-up. You allegedly breached the standard of care by:

Failing to review Plaintiff’s operative report and surgical records before providing
care;

Licensee 1 objects to these allegations as they misstate and mischaracterize the facts. In addition, 
he objects to the allegations as they are overly board and vague and ambiguous.

Furthermore, Licensee 1 objects to the allegation to the extent that they relate to and involve care 
and treatment provided by other healthcare and medical providers. As set out above, inclusion of 
allegations related to other licenses medical professionals, any other medical care providers, or 
any other persons is entirely improper.

Notwithstanding, without waiving and subject to objections, Licensee 1 responds:
Licensee 1 saw The Patient on June 12, 2024. This was Licensee 1’s first encounter with The
Patient. The Patient was 1 DAY status post posterior chamber intraocular lens (PCIOL).

The Patient’s surgery which was performed by OMD 1 was done at [Surgery Center 1] on June 11, 
2024, at or around 10:50 AM.

When Licensee 1 saw The Patient at the first postoperative visit on June 12, 2024, the Operative 
Report had not been placed in the portal and was not available to Licensee 1. OMD 1 had not 
informed Licensee 1 that a BCL was placed. Generally unless there is reason for concern a full 
examination of the eye is not performed when a patient is 1 day PO. In this case there was no 
reason for Licensee 1 to be concerned. Licensee 1 did do a slit lamp examination of OD and noted 
that the conjunctive was white and quiet, the cornea was clear, there was cell trace in the anterior 
chamber, the iris was normal and there was a PCIOL OD.

The expert witness who is anticipated to be disclosed in the associated litigation, has indicated that 
in a perfect world Licensee 1 would have noted the presence of bandage lens. However, Licensee 
1 had not been informed that a BCL was used and there was no reason for him to assume that it 
would be present. In fact, had Licensee 1 known and/or identified that there was a BCL present it 
would not have changed his management, treatment and care. If BCL, which are continuous 
extended wear are used, it is recommended that they be worn for 3 to 7 days after cataract surgeries 
and PRK.

The Patient’s postoperative and other care was provided thereafter by OMD 2 [affiliated with 
Practice Entity 1]. OMD 2 saw the patient on June 18, 2024. At that visit, The Patient was 
instructed to follow up in 4-6 months for DFE (Dilated Fundus Exam).
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Thereafter, The Patient presented to Practice Entity 1 on October 9, October 15, October 22, and 
October 29, 2024. OMD 2 saw The Patient at each of these visits.

At the October 15, 2024, visit OMD 2 performed a YAG Laser Posterior Capsulotomy OD due to 
decreased vision. OMD 2 undertook the same procedure OS on October 22, 2024.

OMD 2 saw The Patient on October 29, 2024, at which time he was 1 week post Yag cap OD and 
7 days post procedure OS. He reported that after his eye drops at 11:30 p.m. on Saturday night 
October 26th, he noticed the vision in OD began to get blurry. He went on to say that when he 
awakened on Sunday morning vision was better. The Patient stated that he was having a foreign 
body (FB) sensation OD since then. He had previously informed OMD 2 on June 18, 2024, when 
he was 1 week postoperative OD, that he felt like he had some contact lens inserted.

Licensee 1 saw The Patient on October 30, 2024, which was the 2nd time he saw The Patient, the 
first encounter having been on June 12, 2024, when he was 1 day postop. As set out above and in 
the medical records, The Patient had pain OD which had been present since the morning. He stated 
that it hurt when he touched it. In addition, The Patient said that he was unable to see out of OD at 
that time. He noticed a change in the visual acuity the night before. The Patient, additionally, 
indicated that he had issues with light sensitivity and watering OD. Furthermore, he complained 
of headaches on the right side which was something new.

Vision in OD was hand motion.

Findings on the slit lamp examination OD performed by Licensee 1 included OD Conjunctiva –
diffuse sub conj heme/injection; OD Cornea – contact lens present 2+ DM folds, epi defect 1x3
mm; OD Anterior Chamber – less than 1mm hypopyon and OD Lens – PCIOL in place, open PC.

Licensee 1 discussed the finding of the BCL and the issues the patient was having with [OMD 3 at 
Practice Entity 1] who discussed the case with OMD 1. [OMD 3] performed Diagnostic Corneal
Scraping and cultures were were sent to an outside lab. The Patient tolerated the procedure well. 
He was instructed to return to Practice Entity 1 the next day. In addition, he was told to call 
immediately for any pain, lid swelling or tenderness, discharge, or loss of vision.

The Patient did return on October 31, 2024. He was seen by OMD 1.

When Licensee 1 first saw The Patient on June 12, 2024, he had no reason to presume that a 
bandage contact lens had been placed. OMD 1 had not advised him of any complications of the 
cataract surgery she undertook on OD the day before. In addition, OMD 1 did not tell Licensee 1 
that she had placed a bandage contact lens.
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In this case, even had Licensee 1 known at the time of the first postoperative visit the day after the 
cataract surgery OD was done that a bandage contact lens had been placed at the time of the surgery
the day before, if would not have changed the management and/or treatment of the patient. Leaving 
the bandage contact lens in place at that point would have been fine and within the standard of care 
given the antibiotic coverage.

Pain, dry eye discomfort, and visual rehabilitation are the most common postoperative 
complications of eye surgeries. Complications such as corneal haze and delayed visual 
rehabilitation can be prevented with adequate postoperative measures. As the corneal surface will 
regenerate in 2 to 4 days, in order to prevent the complications, bandage contact lenses (BCLS) 
are recommended as continuous extended wear for 3 to 7 days after cataract and PRK surgeries.

Bandage contact lenses can be kept in for a few weeks, depending on the eye condition. Most 
recommend the bandage contact lenses not be worn longer than 21 days.

As to the allegations that the Operative Report for the June 11, 2024, Phacoemulsification of 
Cataract OD, Licensee 1 has had an opportunity to review the Operative Report and states that the 
Procedure Details do not include that a bandage contact lens (BCL) had been placed. At the bottom 
left hand corner of the Operative Report there is a + sign that is circled and BCL written thereafter.

Failing to perform adequate examinations that would have revealed the retained 
contact lens;

Licensee 1 objects to this allegations is it is inaccurate as to an adequate examination.

Subject to, notwithstanding and without waiving objections, Licensee 1 responds that when he saw 
The Patient on June 12, 2024, the first day postop for the OD cataract surgery, the examination he 
performed was appropriate and within the standard of care. As noted above, the Operative Report 
had not been placed in the portal and was not available to him. In addition, OMD 1 the doctor who 
performed that surgery had not advised him of any complications and/or that [OMD 1] had 
placed a BCL.

If used, it is recommended that bandage contact lenses which are continuous extended wear remain 
for at least 3 to 7 days after cataract surgery. The BCL may remain for an a time beyond the 3 to 
7 days without issues.

Failing to recognize, document or address the BCL presence during multiple 
examinations over 4+ months;

Licensee 1 objects to these allegations as they misstate facts and are untrue.
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Notwithstanding, without waiving and subject to objections, Licensee 1 did not see and/or examine 
The Patient on multiple occasions over 4 + months. As set out herein and in the medical records, 
Licensee 1 saw the patient on June 12, 2024, when he was 1 day PO OD. Thereafter, Licensee 1 
did not see the patient again until October 30, 2024. At that time, Licensee 1 noted on the slit lamp 
exam of the cornea that a contact lens was present. He discussed this finding with [OMD 3 at 
Practice Entity 1] who discussed the case with OMD 1.

[OMD 3] addressed the issue by performing corneal scraping and sending the scrapings to an
outside lab for examination.

Failing to correlate Plaintiff’s ongoing complaints of discomfort and vision issues with
potential retained device;

Licensee 1 objects to these allegations as they misstate facts and are untrue. In addition, Licensee 
1 objects to the allegations as they do not apply to him.

Subject to, without waiving and notwithstanding the objections, Licensee 1 saw The Patient only 
twice during the course of his care and treatment at Practice Entity 1. As set out above, he saw The 
Patient the first day PO OD, June 12, 2024. Thereafter, The Patient’s post operative care was 
provided by OMD 2 who saw The Patient on June 18, October 9, October 15, October 22, and 
October 29, 2024.

Thereafter, Licensee 1 saw The Patient on October 30, 2024. At that time, Licensee 1 identified 
the presence of a contact lens on OD cornea.

Failing to communicate with the operating surgeon regarding post-operative course 
and concerns;

Licensee 1 objects to these allegations as they misstate facts and are untrue. In addition, Licensee 
1 objects to the allegations as they do not apply to him.

Continuing to perform procedures (YAG laser) without ensuring complete 
knowledge of eye condition; and

Licensee 1 objects to these allegations as they misstate facts and are untrue. In addition, Licensee 
1 objects to the allegations as they do not apply to him.

/ / /
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Failing to maintain appropriate post-operative communication protocols.

Licensee 1 objects to these allegations as they misstate facts and are untrue. In addition, Licensee 
1 objects to the allegations as they do not apply to him.

Again, Licensee 1 saw The Patient June 12, 2024, the first day PO OD. He did not see The Patient 
again until October 30, 2024. At that time, Licensee 1 identified a contact lens on OD cornea. He 
appropriately discussed the issues with [OMD 3] who in turned discussed the case with OMD 1 
the surgeon who performed the cataract surgery OD on June 11th.

If not already included in your response to the above-listed allegations/alleged failures, 
ensure your response includes an explanation as to the following:

1) Did you see the BCL? If not, why not?

Licensee responded to this question in his response to the allegation of Failing to review
Plaintiff’s operative report and surgical records before providing care.

The Operative report related to the June 11, 2024, surgery performed at [Surgery Center 1] had
not been placed in the portal and was not available for Licensee to review at the 1 day post op 
visit. Licensee 1 was not informed by OMD 1 that a BCL had been placed and he had no reason 
to suspect there was a BCL. The patient was doing well, was apparently unaware that a BCL had 
been placed and Licensee 1 did not see the BCL.

2) Did you document the BCL? If not, why not?

Licensee 1 documented the presence of the BCL when he saw The Patient on October 30, 2024, 
which was the second time that he saw The Patient.

3) Did you remove the BCL? If no, why not?

The BCL was removed on October 30, 2024, when it was identified by Licensee 1.

4) Did you receive instructions from OMD 1 about how to manage the BCL and did 
you follow such instructions? If you did not receive any such instructions about 
the BCL:

See above responses.

/ / /
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a) How did you decide to not remove the BCL?; b) did you manage the patient any 
differently compared to a post-op patient without a BCL? If so, how so?

See responses above. Licensee 1 did not see the BCL during the June 12, 2024, visit. Even if he 
had he would not likely have removed the BCL as it was PO day 1 OD. The recommendation is 
the BCLs be worn for 3 to 7 days. They can be worn for longer periods of time.

5) How did you decide on exactly a 6-day follow-up with this patient? Is that your 
custom and practice for post-operative patients similar to this patient? Or was 
that based upon your knowledge of the BCL?

Licensee 1 objects to this question as it is vague and ambiguous.

Subject to, without waiving and notwithstanding the objections, when Licensee 1 saw the patient 
on June 12, 2024, The Patient’s follow had been scheduled. The Patient was told to follow up as 
scheduled.

6) Did you provide any instructions to or discuss with OMD 2 your plans, be it a 
recommendation to remove the BCL versus continue with OMD 1’s plans? If not, 
why not?

See medical records and above responses.

7) Did you review OMD 1’s operative report by the time you rendered care to the
patient on or about June 12, 2024? If not, why not?

See above response. When Licensee 1 saw The Patient on June 12, 2024, the operative report from 
the surgery the day before at [Surgery Center 1] had not been placed in the portal. As such the 
Operative Report was not available.

8) Were you notified of any surgical complications as to why the BCL was placed 
and that you were supposed to monitor the BCL? If not, did you inquire of OMD 
1 about any surgical complications or usage of the BCL?

As noted herein, surgeon OMD 1 did not communicate with Licensee 1 regarding the June 11, 
2024, surgery.

9) Did you review the post-operative medication schedule, more specifically the use 
of antibiotic eye drops (if applicable)? If not, why not?

The post-operative medication schedule was the typical schedule which is used regardless of
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whether a BCL is used.

As set out above, Licensee 1 saw The Patient on June 11, 2024, at which time he was 1 day post 
op cataract surgery OD. He did not see The Patient again until October 24, 2024. The Patient’s 
post operative medical schedule including antibiotic eye drops was managed by OMD 2 who 
provided care as set out in the medical records and above.

10) Was your conduct unprofessional as defined by as defined in Nevada Revised 
Statute NRS 636.295 and Nevada Administrative Code (NAC) 636.230? If not? 
Why not?

Licensee 1 states that his conduct was not unprofessional pursuant to any definition. All of the 
care and treatment he provided at each of the two visits when he saw The Patient was completely 
within the standard of care.

If any particular allegations referenced above did occur, and depending on the facts and 
circumstances, the you may have violated the law, specifically including but not limited to 
NRS 636.295(8) (unprofessional conduct in the practice of optometry).

First and foremost, Licensee 1 denies any and all allegations, express or implied, that he may have 
violated any provisions of Chapter 636 of the Nevada Revised Statutes and the Nevada 
Administrative Code (Chapter 636) during his involvement with the alleged issues related to The 
Patient or any other patient. In addition, Licensee 1 denies any and all allegations, express or 
implied, that he may have violated any governing statutes, codes, any standards of practice and/or 
any standards of care.

NRS 636.295 Grounds. The following acts, conduct, omissions, or mental or physical conditions, 
or any of them, committed, engaged in, omitted, or begin suffered by a licensee, constitute 
sufficient cause for disciplinary action:

8. Perpetration of unethical or unprofessional conduct in the practice of optometry.

NAC 636.230 Compliance with provisions of NAC and NRS relating to optometry. (NRS 
636.125, 636.295) For the purposes of NRS 636.295, the Board will consider the failure of a 
licensee to comply with any provision of NRS or NAC which relates to the practice of optometry 
to constitute unprofessional conduct.

Licensee 1 specifically denies that his conduct may be considered unprofessional conduct pursuant 
to NRS 636.295 and NAC 636.230. The conduct enumerated in the statute as unprofessional
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conduct is inapplicable to the subject allegations. None of the express examples of unprofessional 
conduct delineated in the statute apply to the allegations in this matter.

Licensee 1 denies that any of his behavior was unprofessional. He acted professionally at all times 
in every aspect of the care, treatment and his involvement related to this matter, including his 
involvement with the Patient. Thus, Licensee did not commit unprofessional conduct as set out in 
NRS 636.295 and NAC 636.230, or any other manner, and the Board should close this matter 
completely. However, if the Board should determine that additional proceedings are warranted, 
Licensee 1 respectfully asks that the Board clarify what specific conduct solely attributable to him 
could be deemed to be unprofessional conduct pursuant to NRS 636.295 and NAC 636.230. 
Licensee 1 reserves the right to supplement this response after he receives such clarification.

As set out herein, all of the functions Licensee 1 performed relative to involvement in the instant 
matter were consistent with established and customary standards, Therefore, Licensee 1 requests 
that this matter be closed. If the Board should determine that additional proceedings are warranted, 
Licensee 1 requests clarification as to the specific function(s) he failed to perform in a manner 
consistent with established and customary standards, as well as clarification related to what those 
established and customary standards may be. Licensee 1 reserves the right to supplement this 
response upon receiving clarification.

CONCLUSION

Licensee 1 met the standard of care at all times while providing services including but not limited 
to care and treatment and his involvement in the matters related to The Patient. He denies any and 
all allegations, express or implied, that he violated any provision or section of NRS or NAC 
Chapter 636, any other provisions of NRS or NAC, or any other authority, guideline or standard.

Licensee 1 did not breach the standard of care or the standards of practice in any manner when 
providing care to The Patient or in any other manner. Licensee 1, therefore, respectfully requests 
that the Board close its investigation and take no further action.

Licensee 1 has worked to fully respond to all of the allegations set out in the Board’s letter. He 
hopes that his input and response will be helpful to the Board in its efforts to investigate this matter.

Licensee 1 appreciates the Board’s attention to this matter. He looks forward to hearing that the 
investigation has been completely resolved.

If you have any questions following your review of this correspondence and supporting 
documentation, or if there is additional information you may require, please contact counsel to
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advise of the same. Counsel will work to get answers to any questions and to obtain infonnation 
that may be requested. 

 
Respectfully submitted, 

 

 
Marie Ellerton, Esq.  
HALL PRANGLE, LLC 

 
SME 
Enclosures as noted 

[Licensee 1 signature] 
[Licensee 1] 
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