
UNITED STATES DISTRICT COURT

EASTERN DISTRICT OF MICHIGAN

SOUTHERN DIVISION

UNITED STATES OF AMERIСА,

V.

Plaintiff,

D-1 Cemhan "Jimmy" Biricik,
D-2 Dr. Martin Perlin,

Case: 5:25-cr-20543

Assigned To: Levy, Judith E.

Referral Judge: Altman, Kimb
erly G.

Assign. Date : 7/22/2025

Description: SEALED MATTER

(LLH)

Violations: 18 U.S.C. § 1349

18 U.S.C. § 1347

Defendants.

INDICTMENT

THE GRAND JURY CHARGES:

GENERAL ALLEGATIONS

At all times relevant to this Indictment:

1. Fast Lab Technologies, LLC (Fast Lab) was a Wyoming limited liability

company, formed on September 14, 2021. Its principal place of business was

1178 Broadway, New York, NY 10001. Fast Lab purported to be a medical

diagnostic laboratory that offered a full range of bioanalytical testing services,

including at-home COVID tests at "zero cost" to the consumer.

2. Fast Lab was enrolled or credentialed as a participating provider with

Medicare, Medicaid, TRICARE, the Federal Employees Healthcare Benefits

Program (FEHBP), and multiple private insurance plans.
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3. Defendant CEMHAN "JIMMY" BIRICIK, a resident of Florida, was the

sole member and Chief Executive Officer of Fast Lab.

4. Defendant Dr. MARTIN PERLIN, a resident of Connecticut, was the

Medical Director and primary referring physician for Fast Lab.

5. The Medicare Program (Medicare) was a federal healthcare program for the

aged and disabled established by Congress in 1965, as Title XVIII of the Social

Security Act and codified at 42 U.S.C. § 1395. Medicare was administered

through the Centers for Medicare and Medicaid Services (CMS), a division of the

United States Department of Health and Human Services. Individuals who

received benefits under Medicare were referred to as Medicare "beneficiaries."

6. Medicare was a "health care benefit program" as defined by Title 18,

United States Code, Section 24(b).

7. Medicare included coverage under four primary components: hospital

insurance (Part A), medical insurance (Part B), Medicare Advantage (Part C), and

prescription drug benefits (Part D). Medicare Part B covered the cost of

physicians' services and other ancillary services (including testing) not covered

by Part A.

8. Under Medicare Part B, 42 CFR 410.32, all diagnostic laboratory tests and

other diagnostic tests must be ordered by the physician who is treating the
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beneficiary, that is, the physician who furnishes a consultation or treats a

beneficiary for a specific medical problem and who uses the results in the

management of the beneficiary's specific medical problem.

9. Medicare Part D provided prescription drug coverage to persons who are

eligible for Medicare. Under the program, eligible Medicare beneficiaries were

able to enroll in a Medicare Prescription Drug Plan that added prescription drug

coverage to traditional Medicare. Alternatively, Medicare eligible beneficiaries

were able to obtain prescription drug coverage by enrolling in a Medicare

Advantage Plan under Part C of the Medicare program. Such Medicare

Advantage Plans provide the full range of Medicare coverage to enrollees,

including coverage for testing.

10. Wisconsin Physicians Service was the CMS contracted carrier for Medicare

Part B in the state of Michigan. Cahaba Safeguard Administrators, LLC (Cahaba)

was the Program Safeguard Contractor for Medicare Part B in the state of

Michigan.

11. By becoming a participating provider in Medicare, enrolled providers

agreed to abide by the policies and procedures, rules, and regulations governing

reimbursement. In order to receive Medicare funds, enrolled providers, together

with their authorized agents, employees, and contractors, were required to abide
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by all the provisions of the Social Security Act, the regulations promulgated under

the Act, and applicable policies and procedures, rules, and regulations, issued by

CMS and its authorized agents and contractors.

12. Health care providers who seek to bill Medicare were given and provided

with online access to Medicare manuals and services bulletins describing proper

billing procedures and billing rules and regulations. Providers were advised that

they could only submit claims to Medicare for medically necessary services they

rendered, and providers were required to maintain patient records to verify that

the services were provided as described on the claim.

13. The Medicaid Program (Medicaid) as a Federal/State program which had as

its purpose the provision of medical services to those persons who could not

otherwise afford them.

14. Pursuant to Title XIX of the Social Security Act (42 USC 1396, et seq.) and

the Michigan Social Welfare Act (400.1, et seq.; MSA 16.614(11), as amended, the

Michigan Department of Community Health (hereinafter referred to as DCH)

administered the Michigan Medical Assistance Program (hereinafter referred to as

Medicaid).

15. Medicaid was a "health care benefit program" as defined by Title 18, United

States Code, Section 24(b).
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16. Health care providers who seek to bill Medicaid were informed of the rules

and responsibilities through provider manuals that were provided to them by DCH

at the time of enrollment, and periodically receive correspondence when

policy/procedural changes occur. Providers were advised that they could only

submit claims to Medicaid for medically necessary services they rendered, and

providers were required to maintain patient records to verify that the services

were provided as described on the claim.

17. Medicaid and Medicare participating providers and/or facilities apply to

Medicaid and Medicare programs for the ability to bill Medicaid and

Medicare. As part of the application process, the providers must certify that they

will comply with all Medicaid and Medicare statutes, regulations, and program

guidance and they will not submit claims in reckless disregard of whether the

claims are payable.

18. Upon certification, each provider is issued a National Provider

Identification (NPI) number. Medical providers submit claims to Medicaid and

Medicare using their assigned NPI. When an individual medical provider was

associated with a clinic, Medicare Part B required that the individual provider

number associated with the clinic be placed on the claim submitted to the

Medicare contractor.
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19. In order to receive reimbursement for a covered service from Medicare or

Medicaid, a provider was required to submit a claim, either electronically or using

a form (e.g., a Form CMS-1500 or UB-04), containing the required information

appropriately identifying the provider, beneficiary, and services rendered, among

other things. Each claim for reimbursement includes, at a minimum, the

beneficiary's name, the beneficiary's claim number, the date of service, the

diagnosis/nature of illness, and the procedure/services (annotated by a procedure

code).

20. In order to bill the Medicare Part B Programs (or private insurance

programs), a medical provider must bill for one, or more, Current Procedural

Terminology (CPT) Code(s). CPT Codes, which are developed and maintained

by the American Medical Association (AMA), are individualized numbers which

are assigned to every task or service a medical provider might perform on a

patient. CPT codes are then used by Medicare, and private insurance companies,

to determine the amount of reimbursement, or payment, a medical provider will

receive for the task or service performed on a patient. As CPT codes are meant

to ensure uniformity by the AMA, all medical providers and insurance companies

use the same set of CPT Codes, which are updated annually.

21. TRICARE is a health program of the United States Department of Defense
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("DoD") Military Health System that provided coverage for DoD beneficiaries

worldwide, including active-duty service members, National Guard and Reserve

members, retirees, and their families and survivors. The Defense Health Agency

("DHA"), an agency of DoD, was the entity responsible for overseeing and

administering the TRICARE program.

22. TRICARE was a "health care benefit program" as defined by 18 U.S.C. 4 §

24(b), that affected commerce, and as that term is used in 18 U.S.C. 5 § 1347.

TRICARE was also a "federal health care program" as defined by 6 42 U.S.C. §

1320a-7b(f), that affected commerce, and as that term is used in 42 U.S.C. §

1320a-7b(b).

23. According to 32 C.F.R., Part 199.4(1)(i), Basic Program Benefits, and

subject to all applicable definitions, conditions, limitations, or exclusions specified

in the regulation, TRICARE will only pay for medically necessary services and

supplies required in the diagnosis and treatment of illness or injury and provided

by authorized providers.

24. In order to receive reimbursement for services rendered to health care

benefit program beneficiaries, TRICARE requires providers to submit claim forms

with the identifying provider number, the patient name, the diagnosis(s), the

treatment(s) or services(s) rendered, the date of the treatment(s) and/or service(s).
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25. The Federal Employees Health Benefits Program (FEHBP) is a federally-

funded insurance program established by Congress in 1959, pursuant to the Federal

Employees Health Benefits Act. 5 U.S.C. § 8901 et seq. The Program is for

federal employees, retirees, and their spouses and unmarried children under the age

of 26. The Office of Personnel Management (OPM) administers the Program and

contracts with various health insurance carriers (Carriers) to provide services to

FEHBP members. Monies for the FEHBP are maintained by the United States

Treasury in the Employees Health Benefits Fund (the Fund), which OPM

administers, and which is the source of all relevant payments to the Carriers for

services rendered to FEHBP members. Carriers do not have any right to monies

from the Treasury for reimbursement of benefits unless and until they incur

legitimate costs for actual covered services rendered to the members and submit

claims to the Government for the payment for those services. FEHBP benefits are

payable only for services necessary to prevent, diagnose, or treat an illness,

disease, injury, or condition.

26. Health Care Benefit Programs as defined by Title 18, United States Code,

Section 24(b) also include other, private sector employee benefit plans in that they

were private plans and contracts, affecting commerce, under which medical

benefits, items, and services were provided to individuals ("Private Benefit
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Programs"). The provision of these medical benefits, items, and services occurred

via certain agreements with myriad health insurance companies including but not

limited to Aetna, UnitedHealthcare, and Blue Cross Blue Shield. These health care

benefit programs also were covered under Section (3)(1) of the Employee

Retirement Income Security Act of 1974 as they were established and maintained

by an employer for the purpose of providing for its participants and their

beneficiaries, through the purchase of insurance or otherwise, medical, surgical, or

hospital care and benefits.

27. Private Benefit Programs compensated medical service providers for

medical services that they actually rendered and were medically necessary.

28. In order to receive reimbursement from the Private Benefit Programs,

medical service providers submitted, or cause the submission of, claims, either

electronically or in writing, to the Private Benefit Programs for payment of

services, either directly or through a billing company.

29. Private Benefit Programs required providers to keep written medical records

that accurately reflected patient histories, pertinent medical conclusions,

examination and test results, and recommendations for services to be rendered.

Providers were required to document the support for the submission of any claims

to the Private Benefit Programs and the Private Benefit Programs were allowed to
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review the relevant patient files to determine whether the claim was, in fact,

supported.

30. On January 31, 2020, the Secretary of the Department of Health and

Human Services declared the outbreak of the Novel Coronavirus (SARs-CoV-

2) a public health emergency (PHE). The onset of the SARS-CoV-2 virus

(commonly known as Covid-19) pandemic brought with it an urgent need to test

individuals for COVID-19. As a result, on March 18, 2020, Congress passed the

Families First Coronavirus Response Act ("FFCRA"), Pub. L.No. 116-127. The

FFCRA required health plans and insurers to cover COVID-19 tests and testing

in certain qualifying situations.

31. On March 27, 2020, Congress passed the Coronavirus Aid, Relief, and

Economic Security Act ("CARES Act"), Pub. L. 116-136. Section 3203 of the

CARES Act ensured that "group health plans" and "health insurance issuers"

provided coverage for "any qualifying coronavirus preventive service."

32. There were two main categories of COVID-19 tests: (i) antigen tests

(often referred to as "rapid" tests), and (ii) polymerase chain reaction (PCR)

tests (often referred to as "laboratory" tests).

33. Antigen tests allowed for quick results wherein the specimen collection

(via nasal swab), specimen analysis, and test results are all administered at the
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same location. As relevant here, if performed by an eligible professional in the

office, they were often billed using CPT 87811.

34. PCR tests generally took longer to get results and were conducted in a

laboratory setting. As relevant here, if performed under the direction of a

qualified provider, these tests were billed using codes U0003, U0005, and

87635. They normally required "specimen handling" to collect the samples and

transport them to a laboratory for analysis. Specimen handling services were

billed using G2023.

35. On May 8, 2020, CMS removed the requirement that the clinical

diagnostic laboratory tests for COVID-19 and certain related viruses must be

ordered by a treating physician or non-physician practitioner (NPP) who uses the

tests in the management of the patient's specific medical problem. However, on

September 2, 2020, CMS revised this policy by specifying that each beneficiary

may receive Medicare coverage for one COVID-19 and related test without the

order of a physician or other health practitioner, but Medicare will require such an

order to cover further COVID-19 and related tests by a treating physician or non-

physician practitioner (NPP) who uses the tests in the management of the patient's

specific medical problem.

36. The initial coverage requirements of the FFCRA and Cares Act were
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