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16.06. Board CE Conference 2016
On June 23, 2016, the Oklahoma State Board of Pharmacy 

will be hosting a major continuing education (CE) event for 
members of the profession. Speaker Heith Crosby, DPh, will 
present three hours of Accreditation Council for Pharmacy 
Education-accredited CE on United States Pharmacopeia 
(USP) Chapter <797> requirements. 

This event is being funded entirely by the Board to further 
its mission of protecting the health, safety, and welfare of the 
citizens of Oklahoma. It will be held in the event center of 
the Jim Thorpe Museum & Oklahoma Sports Hall of Fame in 
Oklahoma City, OK. Lunch is included with registration and 
will be served at noon, with the program starting promptly 
at 1 pm. Attendance is limited to the first 250 pharmacists 
who register.

Conference details and registration information will be 
sent to pharmacists in early May. Information will also be 
posted on the Board’s website at www.ok.gov/pharmacy under 
“Announcements.”
From the Inspector’s Desk

 ♦ 16.07. Changes/Additions to Schedule II Prescriptions: 
According to Oklahoma Bureau of Narcotics and Danger-
ous Drugs (OBNDD) regulations, if an error is made in fill-
ing out a Schedule II prescription, a new prescription must 
be written by the prescriber. However, if the following items 
have been omitted from a Schedule II prescription, a phar-
macist may add them to the prescription: patient address, 
patient age, and/or generic name of drug. After consulting 
with the prescriber, the following may be added: dosage 
form, strength, whether it is to be compounded, directions 
for use, and quantity. Documentation of contacting the 
prescriber must be noted on the back of the prescription. 
Items that may not be added to a Schedule II prescription 
are prescriber name, drug name, date of issuance, and 
patient name. Clarifications may be made such as a drug 
name being misspelled, a patient name’s being misspelled, 
or changing a maiden name to a married name, but the name 
of the patient may not be changed entirely. Do not erase or 
mark anything out on a Schedule II prescription. 
There are conflicting Drug Enforcement Administration 
(DEA) documents as to whether or not a DEA number may 
be added to a Schedule II prescription after consultation 
with the prescriber. DEA has acknowledged this conflict and 

instructs pharmacists to adhere to state regulations until the 
conflict can be resolved. OBNDD rules allow pharmacists 
to add the DEA number to Schedule II prescriptions.

 ♦ 16.08. Controlled Electronic Prescriptions and  
Transfers: Electronic prescriptions are becoming more 
commonplace. If your software is certified, it is permissible 
by law to fill electronic prescriptions, including Schedule 
II prescriptions. Electronic prescriptions may be electroni-
cally stored and do not need to be printed out. Electronic 
signatures are only valid for electronic prescriptions. Faxed 
and original controlled prescriptions must have a manual, 
written signature. 
According to DEA regulations, if a controlled prescription 
is electronically transmitted to a pharmacy and cannot be 
originally filled at that pharmacy for any reason, it may not 
be transferred to another pharmacy by the original phar-
macy. The prescriber must be contacted, and the prescriber 
must retransmit the prescription to another pharmacy. 
Once an electronic prescription has been initially filled, it 
is permissible for a patient to transfer remaining refills to 
another pharmacy. 

 ♦ 16.09. USP Chapter <800> Hazardous Drugs— 
Handling in Healthcare Settings: The revised chapter of 
USP Chapter <800> regarding hazardous drugs (HDs) was 
published on February 1, 2016. It will not be implemented 
until July 1, 2018, but do not wait until 2018 to prepare. 
This chapter relates to all places where HDs are prepared, 
stored, transported, and administered. It applies to both 
sterile and nonsterile compounding. 
Most pharmacies will need significant renovations if they 
intend to continue to compound HDs. Identify all HDs in 
your facility and store them separately from all other drugs 
in a negative pressure room with at least 12 air changes per 
hour. HDs include, but are not limited to, those listed by 
the National Institute for Occupational Safety and Health. 
Your staff will need to be properly trained to receive, handle, 
compound, and transport HDs as well as handle spills. 
Competencies must be documented for all staff, and appro-
priate equipment must be installed correctly and certified. 
You may purchase a copy of USP <800> at www.usp.org.

 ♦ 16.10. Loperamide Abuse: The Board has received reports 
of at least two overdose deaths of loperamide in the state 
of Oklahoma. Loperamide is used in extremely high doses 
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errors. So where do health care professionals start to improve 
medication safety? Most people frequently resort to playing 
“whack-a-mole,” addressing risks only after they pop up and 
become visible after an adverse event.

Listed below are two serious medication safety risks that 
might fall off the radar screen unless an adverse event hap-
pens to draw attention to them. Additional serious risks will 
be published in future issues of the National Association of 
Boards of Pharmacy® National Pharmacy Compliance News.
Patient Information – Placing Orders on the Wrong 
Patient’s Electronic Health Record

A potentially hidden vulnerability that can lead to serious 
errors is placing orders on the wrong patient’s electronic 
health record. A recent study published in the Journal of the 
American Medical Informatics Association identified and 
quantified close calls that would have resulted in wrong-
patient errors. According to this study, about 14 wrong-
patient electronic orders are placed every day in a large 
hospital system with approximately 1,500 beds, or about 
68 wrong-patient errors per 100,000 medication orders. By 
this measure, one in 37 hospitalized patients will have an 
order placed for them that was intended for another patient.1

These errors are sometimes due to juxtaposition but more 
often caused by interruptions and having more than one 
patient’s electronic health record open. 

Multiple studies have demonstrated ways to reduce these 
events. Requiring verification of the patient’s identity has 
reduced errors by 16% to 30%, and requiring re-entry of the 
patient’s identification has reduced errors by 41%.1,2 Prompt-
ing clinicians for an indication when certain medications are 
ordered without an indication on the patient’s problem list 
has intercepted errors at a rate of 0.25 per 1,000 alerts.3 In 
one study, most emergency department (ED) staff (81%) felt 
a room number watermark on the patient’s electronic health 
record would eliminate most wrong-patient orders in the ED.4
Communication About Drug Therapy – Confusing 
the Available Concentration as the Patient’s Dose 
on Electronic Records

Another risk deals with how home medications appear 
on computer screens. For example, a physician accidentally 
ordered 100 units of Lantus® (insulin glargine) instead of 
the correct dose of six units because the list of medications   
used at home displayed the concentration right next to the 
drug name on the first line, and the patient’s dose below it 
on the second line: “Insulin glargine (Lantus) 100 units/mL,” 
followed on the next line with “6 units subcutaneous daily 
every evening.”

Now that insulin is available in 100 units/mL, 200 units/
mL, 300 units/mL, and 500 units/mL concentrations, the risk 
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FDA Approves Naloxone Nasal Spray to 
Prevent Opioid Overdose Deaths 

Food and Drug Administration (FDA) has approved  
Narcan® Nasal Spray (also known as naloxone), a life-saving 
medication that can stop or reverse the effects of an opioid 
overdose. Prior to this approval, naloxone was only approved 
in injectable forms, most commonly delivered by syringe or 
auto-injector, explains FDA in a news release.

Narcan Nasal Spray does not require assembly and deliv-
ers a consistent, measured dose when used as directed. This 
prescription product can be used on adults or children and is 
easily administered by anyone, even those without medical 
training. The drug is sprayed into one nostril while the patient 
is lying on his or her back, which can be repeated if neces-
sary. However, it is important to note that it is not a substitute 
for immediate medical care, and the person administering 
Narcan Nasal Spray should seek further immediate medical 
attention on the patient’s behalf. The use of Narcan Nasal 
Spray in patients who are opioid dependent may result in 
severe opioid withdrawal characterized by body aches, diar-
rhea, increased heart rate (tachycardia), fever, runny nose, 
sneezing, goose bumps (piloerection), sweating, yawning, 
nausea or vomiting, nervousness, restlessness or irritability, 
shivering or trembling, abdominal cramps, weakness, and 
increased blood pressure. Narcan Nasal Spray is distributed 
by Adapt Pharma, Inc, of Radnor, PA. The FDA news release 
is available at www.fda.gov/NewsEvents/Newsroom/Press 
Announcements/ucm473505.htm.
Selected Medication Safety Risks to 
Manage in 2016

This column was prepared by the 
Institute for Safe Medication Practices 
(ISMP). ISMP is an independent nonprofit 

agency and federally certified patient safety organization 
that analyzes medication errors, near misses, and potentially 
hazardous conditions as reported by pharmacists and other 
practitioners. ISMP then makes appropriate contacts with 
companies and regulators, gathers expert opinion about 
prevention measures, and publishes its recommendations. To 
read about the risk reduction strategies that you can put into 
practice today, subscribe to ISMP Medication Safety Alert!® 
Community/Ambulatory Care Edition by visiting www.ismp 
.org. ISMP provides legal protection and confidentiality 
for submitted patient safety data and error reports. Help 
others by reporting actual and potential medication errors 
to the ISMP National Medication Errors Reporting Program 
Report online at www.ismp.org. Email: ismpinfo@ismp.org.

It is a nearly impossible task to list all the risks associated 
with medication use that could lead to harmful medication 
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of receiving an overdose of insulin is high if the presenta-
tion of the order lists the product’s concentration before the 
patient’s dose. ISMP’s recommendation is to list the drug 
name, patient-specific dose, and directions for use on the first 
line of the electronic medication administration record and 
patient medication lists, and the available concentration and 
any directions on how to measure the patient’s dose below it.
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FDA Provides Training Videos on MedWatch 
Resources and Breakthrough Therapy

FDA Drug Info Rounds, a series of online videos, provides 
important and timely drug information to practicing clinical 
and community pharmacists so they can help patients make 
better decisions. In the January 2016 Drug Info Rounds video, 
“MedWatch Tips and Tools,” pharmacists discuss reporting 
adverse events to FDA’s MedWatch Safety Information and 
Adverse Event Reporting Program and the resources available 
for health care professionals to report safety information. In 
the December 2015 Drug Info Rounds video, “Breakthrough 
Therapy,” pharmacists discuss the breakthrough therapy 
designation program, which is intended to expedite the de-
velopment and review of drugs for serious or life-threatening 
conditions. Drug Info Rounds is developed with contributions 
from pharmacists in FDA’s Center for Drug Evaluation and 
Research (CDER), Office of Communications, Division 
of Drug Information. All Drug Info Rounds videos can be 
viewed on the FDA website at www.fda.gov/Drugs/Resources 
ForYou/HealthProfessionals/ucm211957.htm. 
Reading Medicine Labels Helps Reduce 
Acetaminophen Overdoses

The Acetaminophen Awareness Coalition (AAC) reminds 
pharmacists and other health care providers to encourage 
patients to properly read medicine labels to avoid uninten-
tional acetaminophen overdoses. The coalition also encour-
ages pharmacists and other health care providers to talk to 
their patients about medicine safety and acetaminophen use.

 AAC’s “Know Your Dose” campaign reminds patients 
to take these four steps to avoid acetaminophen overdose:

(1) Always read and follow the medicine label. 
(2) Know if their medicines contain acetaminophen.
(3) Take only one medicine at a time that contains  

acetaminophen. 
(4) Ask their health care provider about any questions.
Additionally, pharmacists may download or order free 

educational materials, including posters, flyers, and talking 
points, to give their patients on the Know Your Dose website 
at www.knowyourdose.org.
Over-the-Counter Children’s Medicine 
Recalled Due to Incorrect Dose Markings 

In January 2016, Perrigo Company voluntarily recalled 
two lots of children’s guaifenesin grape liquid cough medi-
cine (100 mg/5 mL) and three lots of children’s guaifenesin 
DM cherry liquid cough medicine (100 mg guaifenesin and 
5 mg dextromethorphan HBr/5 mL) sold in 4 oz bottles. 
The recall was initiated because some packages contain 
an oral dosing cup with incorrect dose markings. The af-
fected products were sold by distributors nationwide and 
distributed through retail stores. The recalled lots and store 
brands are available in the Perrigo press release posted on the 
company’s website, www.perrigo.com, under “Investors.” 
To date, the company has not received reports of overdose. 
Distributors and retailers that have the affected lots should 
stop distribution and return the product using the information 
provided in the press release. 

Adverse reactions or quality problems may be reported 
to FDA’s MedWatch Safety Information and Adverse Event 
Reporting Program at www.fda.gov/MedWatch. 
FDA Offers Webinars on Online Drug 
Information Resources for Students and 
Clinicians

FDA’s Division of Drug Information, CDER, presents 
a series of continuing education webinars targeted toward 
students and health care providers who wish to learn more 
about FDA and drug regulation. The webinars are presented 
by FDA staff and allow participants to interact with staff. 
Past topics have included “Introduction to FDA’s MedWatch 
Adverse Reporting Program” and “An Overview of the FDA’s 
Breakthrough Therapy Designation Program.” Upcoming 
webinars, previous webinars, and presentation slides can 
be accessed on FDA’s website at www.fda.gov/AboutFDA/
WorkingatFDA/FellowshipInternshipGraduateFaculty 
Programs/PharmacyStudentExperientialProgramCDER/
ucm228391.htm.
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to combat opiate withdrawal and can be habit forming, 
according to some sources. Overdose of loperamide can 
prolong the QT interval and cause heart arrhythmias. Please 
educate your pharmacy staff and be wary of large purchases. 

 ♦ 16.11. Beyond-use Dates for Nonsterile Compounded 
Preparations: For water-containing or aqueous-based 
topical/dermal and mucosal liquid and semisolid formula-
tions, the beyond-use date (BUD) may not exceed 30 days.
For water-containing or aqueous-based oral formulations, 
the BUD may not be longer than 14 days when stored under 
refrigeration. Even when you add an active pharmaceutical 
ingredient (API) to an already manufactured liquid that has 
a water or aqueous component, the BUD should not exceed 
14 days when refrigerated.
For nonaqueous formulations, the BUD may not be longer 
than the time remaining until the earliest expiration date of 
any API or six months, whichever is earlier.
Watch the expiration dates for all ingredients used, includ-
ing the inactive ingredients. The BUD cannot exceed the 
expiration date of any ingredient used in compounding the 
preparation. 
The United States Pharmacopeia – National Formulary 
(USP–NF) standards listed above may be exceeded when 
there is supporting scientific stability information that is 
directly applicable to the specific preparation (eg, the same 
drug concentration range, pH, excipients, vehicle, water 
content).

Disciplinary Actions 
For more information, you may view hearing minutes at 

http://ok.gov/pharmacy/Board/Minutes/index.html.
16.12. December 3, 2015 Board Hearing
Angela Barnett, Technician #10024 – Case No. 1360: Agreed 

to guilt on 10 counts including impersonating a pharmacist; 
performing tasks outside of a licensed pharmacy and per-
forming tasks not under the immediate and direct supervision 
of a pharmacist; doing certain nonjudgmental dispensing 
functions listed in Subchapter 13 of the Oklahoma Pharmacy 
Act whenever the pharmacist is not in the prescription de-
partment; interpreting the original prescription; performing 
the prospective drug utilization review and determination 
of action to be taken when there is an indication of a drug 
interaction; determining product selection if substitution is 
requested or approved; certifying, by reviewing, the com-
pleted prescription for accuracy and completeness before the 
prescription is released from the prescription department; 
permitting the practice of pharmacy by someone other than 
a licensed pharmacist or assistant pharmacist; and subvert-
ing the authority of the pharmacist-in-charge (PIC) of the 
pharmacy by impeding the management of the prescription 
department in compliance with federal and state pharmacy 
laws and regulations. Revoked.

Halo Rx, LLC, #23-5328 – Case No. 1361: Agreed to guilt 
on 11 counts including failing to ensure that all tasks per-
formed by pharmacy technicians are performed under the 
immediate and direct supervision of a pharmacist; allowing a 
pharmacy technician to do certain nonjudgmental dispensing 
functions listed in Subchapter 13 of the Oklahoma Phar-
macy Act whenever the pharmacist is not in the prescrip-
tion department; failing to provide adequate supervision in 
order to ensure that pharmacy technicians do not perform 
prohibited duties; failing to have a pharmacy manager who 
was responsible for all aspects of the operation related to the 
practice of pharmacy; failing to have a pharmacy manager 

who established and maintained effective controls against 
prescription errors or misfills; allowing a non-pharmacist 
to unlock the pharmacy area or any additional storage areas 
for dangerous drugs; and failing to be available 24 hours a 
day for the resident care facilities. Five-year suspension 
stayed and placed on probation until December 3, 2020, 
and $33,000 fine. 

Lauren Sims, Technician #14040 – Case No. 1367:  
Neither admits nor denies guilt on four counts including theft 
while working as a registrant; possession of a controlled 
dangerous substance (CDS) without a valid prescription; 
and unlawfully distributing, dispensing, transporting with 
intent to distribute or dispense, or possessing with intent 
to manufacture, distribute, or dispense a CDS. Revoked.

Diamond Pharmacy Services, #99-483 – Case No. 1368: 
Agreed to guilt on five counts; neither admits nor denies 
guilt on three counts including failing to have a pharmacy 
manager who is responsible for all aspects of the opera-
tion related to the practice of pharmacy; failing to have 
a pharmacy manager who works sufficient hours in the 
pharmacy to exercise control and meet the responsibilities 
of the pharmacy manager; failing to supervise all employees 
as they relate to the practice of pharmacy; failing to have a 
pharmacist manager who is currently licensed in the state 
in which he or she is practicing; failing to follow Oklahoma 
pharmacy laws and regulations; and willfully making a 
false representation in procuring or attempting to procure 
licensure under the Oklahoma Pharmacy Act. Five years’ 
probation until December 3, 2020, and $10,000 fine.

Chris Dwane Kaiser, DPh #12026 – Case No. 1369: Agreed 
to guilt on 10 counts including making or filing a report or 
record that he knew or should have known to be false; fail-
ing, as pharmacy manager, to be responsible for all aspects 
of the operation related to the practice of pharmacy; fail-
ing, as pharmacy manager, to work sufficient hours in the 
pharmacy to exercise control and meet the responsibilities 
of the pharmacy manager; failing to supervise all employ-
ees as they relate to the practice of pharmacy; failing to 
be currently licensed in the state in which he is practicing; 
failing to follow Oklahoma pharmacy laws and regulations; 
and making a false representation in procuring or attempt-
ing to procure for himself, or for another, licensure under 
the Oklahoma Pharmacy Act. $5,000 fine. Shall attend a 
one-day (eight-hour) law seminar in addition to the re-
quired 15 hours of CE during the calendar year of 2016. 
All 15 hours of required CE that respondent must have 
to renew his license shall be live during the year 2016. 

Prescriptions Compounding Pharmacy, #2-5915 –  
Case No. 1370: Agreed to guilt on nine counts including 
compounding a drug product that is commercially avail-
able in the marketplace or that is essentially a copy of an 
available Food and Drug Administration (FDA)-approved 
drug product; failing to ensure that preparations are of ac-
ceptable strength, quality, and purity; failing to verify all 
critical processes; and failing to be familiar with all details 
of USP compounding standards. Two years’ probation 
until December 3, 2017, and $4,000 fine. 

Trisha Ann Henson, DPh #15523 – Case No. 1371: Agreed 
to guilt on nine counts including compounding a drug 
product that is commercially available in the marketplace 
or that is essentially a copy of an available FDA-approved 
drug product; failing to ensure that preparations are of ac-
ceptable strength, quality, and purity; failing to verify all 

http://ok.gov/pharmacy/Board/Minutes/index.html
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critical processes; and failing to be familiar with all details 
of USP compounding standards. Two years’ probation until 
December 3, 2017, and $2,000 fine. Shall attend a one-day 
(eight-hour) law seminar in addition to the required 15 
hours of CE during the calendar years of 2016 and 2017. 
All 15 hours of required CE that respondent must have 
to renew her license shall be live during her two years of 
probation. Respondent shall attend a Board-approved 
compounding course by March 1, 2016.

Charles Matthew Hearon, DPh #13801 – Case No. 1374: 
Agreed to guilt on five counts including possession of a 
dangerous drug without a valid prescription; theft while 
practicing pharmacy; and attempting diagnosis or treat-
ment that might infringe upon the legally constituted right 
or obligation of any practitioner of the healing arts. Five 
years’ probation until December 3, 2020, and $2,000 fine. 
Shall attend a one-day (eight-hour) law seminar in addi-
tion to the required 15 hours of CE during the calendar 
years of 2016 and 2017. All 15 hours of required CE that 
respondent must have to renew his license shall be live 
during his five years of probation. 

American Home Medical Services, Inc, dba Medi-Serv, 
#2-D-667 – Case No. 1375: Agreed to guilt on 27 counts 
including failing to conform to all applicable federal, state, 
or local laws and regulations; failing to employ personnel 
who have sufficient education, training, and/or experience 
to perform assigned functions and comply with federal, 
state, and local licensing requirements; failing to establish, 
maintain, and adhere to written policies and procedures, 
which shall be followed for the receipt, security, storage, 
inventory, and distribution of drugs; failing to establish and 
maintain lists of officers, directors, managers, and other 
persons in charge of drug distribution, storage, and handling, 
including a description of their duties and a summary of 
their qualifications; incorrectly filling or misfilling a pre-
scription or drug order; making or filing a report or record 
that the registrant knows or should have known to be false; 
and failing to maintain complete and accurate records. Five 
years’ probation until December 3, 2020, and $13,500 
fine. Respondent shall not transfill oxygen at its Tulsa, 
OK location until all state and federal requirements 
have been met and the location has been inspected by 
the Board and approved for transfill.

David Kent Johnson, DPh #13429 – Case No. 1377: Agreed 
to guilt on 1,887 counts; neither admits nor denies guilt on 
five counts including failing to supervise all employees as 
they relate to the practice of pharmacy; failing to comply 
with all aspects of USP compounding standards; failing 
to mix, prepare, and otherwise manipulate, count, crush, 
compound powders, or pour liquid hazardous drugs inside a 
ventilated cabinet designed to prevent hazardous drugs from 
being released into the work environment; failing to verify 
all critical processes; failing to ensure appropriate stability 
evaluation is performed; failing to have available written 
policies and procedures for all steps in the compound-
ing of preparations; failing to train and evaluate staff by  
using media-fill challenge tests to evaluate sterile technique; 
compounding a drug preparation that is commercially avail-
able in the marketplace or that is essentially a copy of an 
available FDA-approved drug product; failing to use total 
aseptic techniques; failing to establish procedures for steril-
ization of all preparations compounded with any nonsterile 
ingredients; failing to test all high-risk level compounded 
sterile preparations (CSPs) for administration by injection; 

failing to establish procedures for semiannually testing the 
techniques of pharmacists using simulated aseptic proce-
dures; failing to have a controlled limited access area that 
has a certified and inspected ISO Class 5 environment that 
is inspected and certified semiannually; failing to routinely 
inspect, calibrate as necessary, and check to ensure proper 
performance of automated, mechanical, electronic, limited 
commercial scale manufacturing or testing equipment; 
failure to use USP–NF drug substances and inactive com-
ponents that have been made in an FDA-registered facility; 
failure to have written procedures for the compounding of 
drug preparations to ensure that the finished preparations 
have the identity, strength, quality, and purity they purport 
to have; failing to assign the correct BUDs for CSPs; and 
failing to maintain a ratio of no more than two pharmacy 
technicians per supervising pharmacist on duty. Five 
years’ probation until December 3, 2020, and $5,000 
fine. Shall attend an eight-hour law seminar in addi-
tion to the required 15 hours of CE during the calendar 
years 2016 and 2017. All 15 hours of required CE that 
respondent must have to renew his license shall be live 
during his five years of probation. Respondent shall 
provide documentation of recently completed training 
in compounding under USP <797> guidelines. Respon-
dent shall attend and provide the Board with proof of 
biannual training under USP <797> guidelines for five 
years until December 3, 2020.

16.13. January 20, 2016 Board Hearing
Walgreens #09693, #15-7107 – Case No. 1361: Neither 

admits nor denies guilt on 25 counts including misfilling a 
prescription or drug order that departs from the standards 
of care ordinarily exercised by a registrant and failing to 
establish and maintain effective controls to prevent pre-
scription errors. One year probation until January 20, 
2017, and $18,000 fine. Respondent shall review 100 
prescriptions per day for errors as part of its error pre-
vention program while on probation. All pharmacists 
currently employed or employed between January 20, 
2016, and January 20, 2017, shall successfully complete 
the course titled “Improving Medication Safety in Com-
munity Pharmacy: Assessing Risk and Opportunities for 
Change,” written by the Institute for Safe Medication 
Practices. PIC shall attend a one-day (eight-hour) law 
seminar in addition to the required 15 hours of CE dur-
ing the calendar year of 2016.

Michael Brent Moore, DPh #10778 – Case No. 1373:  
Neither admits nor denies guilt on 300 counts including fail-
ing to establish and maintain effective controls against the 
diversion of prescription drugs; failing to oppose any secret 
arrangement between pharmacist and physician whereby 
fees are divided; filling a CDS prescription that did not con-
tain the name, address, and DEA number of the practitioner, 
the date of delivery of the prescription, the name, dosage, 
and strength per dosage unit, the name and address of the 
patient, the directions for use and, if allowable, the number 
of refills; filling a written prescription for a Schedule III, 
IV, or V drug transmitted by facsimile that was not signed 
by the prescribing practitioner; filling a written prescription 
that was not signed by the practitioner; failing, as pharmacy 
manager, to be responsible for all aspects of the operation 
related to the practice of pharmacy; filling or refilling a 
prescription without authorization; compounding a drug 
product that is commercially available in the marketplace; 
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compounding preparations to be given or sold for resale by 
prescribers or other persons; failing to prepare and review 
all compounding records to ensure that no errors have oc-
curred in the compounding process; failing to have written 
procedures for the compounding of drug preparations; fail-
ing to document a listing of the components, the order of 
component mixing, and a description of the compounding 
process; failing to label any excess compounded prepara-
tion; failing to follow written procedures in the execution 
of the compounding procedure; failing to accurately weigh, 
measure, and subdivide, as appropriate, components; failing 
to retain any procedures or other records required to comply 
with USP compounding standards; and failing to ensure that 
all tasks performed by pharmacy technicians are performed 
under the immediate and direct supervision of a pharmacist. 
Suspended for 100 days until April 29, 2016. Proba-
tion for 10 years from April 30, 2016, to April 29, 2026. 
$105,000 fine. May not work as PIC during probation. 
Shall attend a one-day (eight-hour) law seminar in addi-
tion to the required 15 hours of CE during the calendar 
years of 2016, 2017, and 2018. All 15 hours of required 
CE that respondent must have to renew his license shall 
be live during the years 2016, 2017, and 2018.

The Apothecary Shoppe, LLC, #2-6500 – Case No. 1376: 
Agreed to guilt on 1,892 counts including failing to supervise 
all employees as they relate to the practice of pharmacy; 
failing to comply with all aspects of USP compounding 
standards; failing to mix, prepare, and otherwise manipulate, 
count, crush, compound powders, or pour liquid hazardous 
drugs inside a ventilated cabinet designed to prevent hazard-
ous drugs from being released into the work environment; 
failing to verify all critical processes; failing to ensure ap-
propriate stability evaluation is performed; failing to have 
available written policies and procedures for all steps in the 
compounding of preparations; failing to train and evaluate 
staff by using media-fill challenge tests to evaluate sterile 
technique; compounding a drug preparation that is commer-
cially available in the marketplace; failing to use total aseptic 
techniques; failing to establish procedures for sterilization of 
all preparations compounded with any nonsterile ingredients; 
failing to test all high-risk level CSPs for administration by 
injection; failing to establish procedures for semiannually 
testing the techniques of pharmacists using simulated aseptic 
procedures; failing to have a controlled limited access area 
that has a certified and inspected ISO Class 5 environment; 
failing to routinely inspect, calibrate as necessary, and check 
to ensure proper performance of equipment used in the com-
pounding of drug products; failure to have written procedures 
for the compounding of drug preparations; failure to assign 
the correct BUDs for CSPs; and failing to maintain a ratio 
of no more than two pharmacy technicians per supervising 
pharmacist on duty. Five years’ probation until January 
20, 2021, and $45,000 fine.

Dakota Goyer, Technician #19432 – Case No. 1378: 
Agreed to guilt on four counts including theft while work-
ing as a registrant and possession of a CDS without a valid  
prescription. Revoked.

Zuleyma Ramirez, Technician #18748 – Case No. 1379: 
Agreed to guilt on three counts including theft while working 
as a registrant. Revoked.

Rose Devers, Technician #11669 – Case No. 1380: Found 
guilty on three counts including theft while working as 
a registrant and possession of a CDS without a valid  
prescription. Revoked.
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Lyndi Morris, Technician #17980 – Case No. 1381: Agreed 
to guilt on four counts including theft while working 
as a registrant and possession of a CDS without a valid 
prescription. Revoked.

John Delano Ford, DPh #13183 – Case No. 1382: Agreed 
to guilt on seven counts, including serving as a pharmacy 
manager in more than one pharmacy at a time; making or 
filing a report or record that he knew or should have known 
to be false; willfully making a false representation in pro-
curing or attempting to procure for himself, or for another, 
licensure under the Oklahoma Pharmacy Act; and failing, as 
a PIC in an Oklahoma-licensed nonresident pharmacy, to be 
currently licensed as a pharmacist in the state in which he 
is practicing. $5,000 fine. Shall attend a one-day (eight-
hour) law seminar in addition to the required 15 hours 
of CE during the calendar year of 2016. All 15 hours of 
required CE that respondent must have to renew his 
license shall be live during the year 2016. 

Calendar Notes
The Board will meet on April 6 and June 15, 2016. The 

Board will be closed Monday, May 30 for Memorial Day, and 
Monday, July 4 for Independence Day. Future Board dates 
will be available at www.pharmacy.ok.gov and will be noted 
in the July Newsletter.
Change of Address or Employment?

Please be diligent in keeping your information up to 
date and if possible, remind your coworkers and employ-
ees. This continues to be an ongoing problem, and failure 
to notify the Board is a violation of Oklahoma pharmacy 
law. All pharmacists, technicians, and interns must notify 
the Board in writing within 10 days of a change of address 
or employment. Online updates through the license renewal 
page are also accepted as official notification. 
Special Notice About the Newsletter

The Oklahoma State Board of Pharmacy Newsletter is an 
official method of notification to pharmacies, pharmacists, 
pharmacy interns, and pharmacy technicians registered by 
the Board. Please read them carefully. The Board encourages 
you to keep them for future reference.
Oklahoma Pharmacists Helping Pharmacists

If you or a pharmacist you care about is suffering from 
chemical dependency, there is a solution. Oklahoma  
Pharmacists Helping Pharmacists (OPHP) is readily available 
for help. Pharmacists in Oklahoma, Texas, and Louisiana may 
call the OPHP help-line at 1-800/260-7574 ext. 5773. All calls 
are confidential.

“This publication is issued by the Oklahoma State Board of 
Pharmacy as authorized by Title 59 O.S. 353.7. Copies have 
not been printed but are available through the agency website.”

http://www.pharmacy.ok.gov



