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SUPERIOR COURT OF THE STATE OF CALIFORNIA 
FOR THE COUNTY OF SACRAMENTO 

 

JACOB HARVEY, an individual; and NANCY 
LOUKS, an individual, on behalf of themselves 
and all other similarly situated, 
 
                                Plaintiffs, 
 
                       v. 
 
COMMONSPIRIT HEALTH, a nonprofit 
corporation; DIGNITY HEALTH, a California 
nonprofit corporation; MORTUARY SUPPORT 
SERVICES OF NORTHERN CALIFORNIA, 
LLC, a limited liability company; MICHAEL 
ROBERT LOFTON, an individual; and DOES 1 
through 50, inclusive, 
 
                                 Defendants. 

 Case No.: 
 
 
CLASS ACTION COMPLAINT FOR: 
 

1. Breach of Contract as to Third-
Party Beneficiary 
 

2. Intentional Infliction of Emotional 
Distress 
 

3. Negligence 
 

4. Negligent Hiring and Supervision 
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Individually, and on behalf of all others similarly situated, Plaintiffs Jacob Harvey (“Jacob”) 

and Nancy Louks (“Nancy”) (collectively the “Plaintiffs”), by and through undersigned counsel, 

hereby bring this action as a class action under the provisions of California Code of Civil Procedure 

§ 382 against CommonSpirit Health (“CommonSpirit”), Dignity Health (together with 

CommonSpirit, “Dignity”), Mortuary Support Services Of Northern California, LLC (“MSSNC”), 

Michael Robert Lofton (“Lofton” and together with MSSNC, the “MSSNC Defendants”), and Does 

1 through 50 (collectively, “Defendants”), as follows:  

INTRODUCTION  

1. Charles Wesley Harvey (“Mr. Harvey”), a decorated Navy veteran of the Vietnam 

War, was left to die without his family, and then transferred to decompose in a warehouse-like 

crematorium for three years, with the knowledge of and profit to Defendants.  Sadly, Mr. Harvey is 

just one of several hundred deceased individuals whose death reporting requirements and physical 

remains have been mishandled and disrespected by Defendants.  

2. Defendants CommonSpirit and Dignity are massive health care companies that earn 

billions of dollars in revenue each year by operating hospitals throughout the United States.  Dignity’s 

C-Suite and high-level executives earn millions of dollars each year, including the companies’ CEOs, 

who are each reported to earn over Twenty-Seven Million Dollars per year.   

3. Over the course of at least the past five years, and likely longer, Dignity has engaged 

in a pattern and practice of egregiously failing to perform myriad post-death responsibilities related 

to patients who died in the care and custody of its hospitals.  For example, Dignity has repeatedly 

failed to notify family members of their loved one’s deaths, failed to perform their requisite actions 

towards preparing and registering death certificates, and contracted for funeral service companies to 

hold the human remains of dead patients for extremely long periods of time.  In fact, Dignity’s 

handling of these matters has been so egregious that they have been the subject of governmental audits 

in 2022, 2023, and 2024, the former of which resulted in the issuance of two corrective action plans 

(“Corrective Action Plans”) that Dignity failed to implement despite deceptively reporting to the 

government that it did.  Indeed, in the 2024 audit, the California Department of Public Health stated 

that Dignity “failed to show documented evidence of data collected to track performance and to ensure 

improvements were sustained for two plans of correction for regulatory violations.”  Plaintiffs are 
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also informed and believe that the Sacramento District Attorney is conducting an investigation 

regarding Dignity into these exact practices. 

4. On June 2, 2022, Mr. Harvey, the respected father and brother of Plaintiffs, died while 

in the custody and care of Mercy San Juan Medical Center (“Mercy San Juan”), a Sacramento-area 

hospital owned and operated by Dignity.  After Mr. Harvey died, Dignity did not take any action to 

notify Mr. Harvey’s family of his death, nor did it issue a death certificate that would have triggered 

official notices to the police and government authorities.  Dignity instead contracted with a funeral 

services company, Defendant MSSNC, owned by Defendant Lofton and operated through his 

personal license, to “store” Mr. Harvey’s remains.   

5. Together, Dignity, MSSNC, and Lofton all failed to take any of the legally required 

actions to prepare and register Mr. Harvey’s death certificate.  They also failed to obtain a legally 

required permit for the movement and storage of his remains, another mechanism that would have 

triggered a notice of his death to government authorities and may have resulted in Plaintiffs learning 

of his passing sooner.  As a result, like dozens of others before him and potentially hundreds after 

him, Mr. Harvey’s body sat decomposing in improper storage for years.   

6. Due to the improper methods by which MSSNC stores the remains it receives from 

Dignity, Mr. Harvey’s body had become so decomposed at MSSNC that an open casket funeral was 

not feasible, and his remains had to be cremated, robbing Plaintiffs and the rest of Mr. Harvey’s 

family of their final opportunity to say goodbye to him.  On information and belief, the same is true 

of the remains of potentially hundreds of other individuals that MSSNC stores for Dignity. 

7. As a result of Dignity’s actions and inactions, the family members of patients who die 

in Dignity’s hospitals far-too-often receive no notice of the deaths and are left to worry before 

ultimately learning of the grotesque mishandling of their deceased loved one by Dignity and MSSNC, 

enduring the excruciating emotional distress related thereto.      

8. Sadly, Plaintiffs and the litany of similarly situated Class Members, as defined in 

Paragraph 84 below, have heartbreaking stories that could have been prevented if Dignity had simply 

complied with the law or even its own Corrective Action Plans that were in place as a result of the 

dozens of times it had already failed to follow the law. 
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9. Defendants’ actions described herein were done intentionally or in reckless disregard 

to the probability of causing emotional distress to Plaintiffs and Class Members.  Therefore, the 

Defendants are liable for intentional infliction of emotional distress, and the incredible damages 

Plaintiffs and Class Members have suffered and will continue to suffer related thereto.  Additionally, 

Defendants’ actions breached a host of duties that Defendants owed to the Plaintiffs and Class 

Members, leading to liability of the causes of action alleged herein.  

PARTIES 

10. Plaintiff Jacob Harvey (“Jacob”) is an individual who resides in Indiana.  Jacob is Mr. 

Harvey’s adult biological son and is a member of the below-defined Class who was and is entrusted 

with the right and responsibility of handling Mr. Harvey’s remains, and who is entitled to the custody 

and possession of said remains, under the provisions of California Health and Safety Code § 7100, 

and who was and is a third party beneficiary of the Storage Agreement between Defendants (defined 

in Paragraph 44, below). 

11. Plaintiff Nancy Louks (“Nancy”) is an individual who resides in Arizona.  Nancy is 

Mr. Harvey’s adult sister and is a member of the below-defined Class who was and is who was and 

is a third-party beneficiary of the Storage Agreements between Defendants.  

12. Defendant CommonSpirit Health is a non-profit corporation with its principal place of 

business in Chicago, Illinois.  At all times relevant to this Complaint, CommonSpirit has conducted 

business in Sacramento County, California.  

13. Defendant Dignity is a California non-profit corporation with its principal place of 

business in San Francisco, California.  At all times relevant to this Complaint, Dignity has conducted 

business in Sacramento County, California.  

14. Defendant Mortuary Support Services of Northern California, LLC (“MSSNC”) is a 

California limited liability company with its principal place in the Sacramento County, California.   

15. Defendant Michael Robert Lofton (“Lofton”) is an individual, who Plaintiffs are 

informed and believe resides in Sacramento County, California.  Lofton personally holds Cemetery 

and Funeral Bureau License No. FD-2208.  Plaintiffs are informed and believe that MSSNC uses 

Lofton’s license to operate.   
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16. Plaintiffs are ignorant of the names and capacities of Does 1 through 50 (“Doe 

Defendants”) and sues them as Does 1 through 50 inclusive.  Plaintiffs will amend this action to allege 

these Doe Defendant’s names and capacities when ascertained.  

17. Each of the named and identified Defendants herein are responsible in some manner 

for the occurrences, injuries, and damages herein, and the damages were directly and proximately 

caused by these Defendants’ acts and omissions.  Plaintiffs are informed and believe and allege 

thereon, that at all times mentioned herein, that the Doe Defendants, each of them, were the agents 

and/or employees of each other, and in taking the actions herein alleged were acting in the course and 

scope of said agency and/or employment with advanced knowledge, consent, acquiescence, or 

subsequent ramification of Defendants.  As a corollary, Defendants are liable for the acts and/or 

omissions of the other Defendants under the doctrine of respondent superior and the laws of vicarious 

liability.  

18. Lofton is liable for his own direct and personal participation in the tortious conduct 

described herein and is also liable as a result of MSSNC’s participation in such conduct.  On 

information and belief, MSSNC is the alter ego for Lofton, as MSSNC is the agent of Lofton and/or 

MSSNC is so dominated and controlled by Lofton as to justifiably disregard the separate entity 

existence.  Plaintiffs are informed and believe and, on that basis allege, that Lofton is the sole owner 

of MSSNC and Lofton is the majority owner of MSSNC or has exercised sole control of MSSNC 

even if he is not the majority owner, and that MSSNC is inadequately capitalized, or that Lofton 

caused MSSNC’s funds or other assets to be commingled with his own personal assets.  Plaintiffs are 

informed and believe that MSSNC and Lofton use the same offices and have disregarded the corporate 

formalities, and that Lofton operates MSSNC through Lofton’s personal license with the California 

Cemetery and Funeral Bureau.  There is such a unity of interest and ownership that the individuality, 

or separateness, of MSSNC and Lofton has ceased to exist, and adherence to the separate existence 

of MSSNC and Lofton would sanction a fraud or promote injustice.   

JURISDICTION AND VENUE 
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19. This Court has jurisdiction over this action pursuant to California Constitution Article 

VI, Section 10, which grants the Superior Courts “original jurisdiction in all other causes” except 

those given by statute to other courts.  

20. Furthermore, the Court has personal jurisdiction over Defendants because a substantial 

portion of the acts or omissions alleged in this Complaint took place in California, and Plaintiffs are 

informed and believe that Defendants either reside in California or otherwise possess sufficient 

minimum contacts with California, including conducting their operations in the State of California, 

as to render the exercise of jurisdiction by California courts permissible under traditional notions of 

fair play and substantial justice. 

21.  Venue is proper in California Superior Court of the County of Sacramento pursuant 

to California Code of Civil Procedure § 395 because Sacramento County is where the subject incident 

and injuries occurred and where the obligation and liabilities arose for the Defendants.  The Court has 

subject matter jurisdiction over this controversy as a court of general jurisdiction within Sacramento. 

BACKGROUND ON APPLICABLE LAW 

22. In 1939, the California legislature enacted the California Health and Safety Code 

(“Health & Safety Code”) to consolidate and revise the law relating to the preservation of the public 

health and safety, including not only the health and safety of persons, but also the custody and 

disposition of dead bodies (hereafter “human remains”). 

California Death Certificate Laws 

23. Division 102 of the Health & Safety Code establishes the laws regarding the 

preparation and issuance of vital records, including death certificates.  Specifically, Chapter 6 of 

Division 102 of the Health & Safety Code establishes the law for the preparation and issuance of 

death certificates, which the law requires to be completed within eight calendar days of an individual’s 

death.  (Cal. Health & Safety Code § 102775.) 

24. Chapter 6 establishes that a hospital is required to complete “the medical and health 

section data and the time of death,” which must also be “attested to by the physician and surgeon last 

in attendance.”  (Health & Safety Code § 102795.)  Notably, “the medical and health section data and 
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the physician’s or coroner’s certification shall be completed by the attending physician within 15 

hours after the death.”  (Health & Safety Code § 102800.)   

25. Additionally, those in custody and/or control of human remains are required to 

“prepare the certificate and register it with the local registrar.”  (Cal. Health & Safety Code §§ 102800, 

102780.)  To facilitate this, those in custody and/or control of human remains are required to complete 

other affirmative steps in preparing the death certificate including “obtain[ing] the required 

information other than medical and health section data from the person or source best qualified to 

supply the information.”  (Cal. Health & Safety Code § 102790.)   

Law Requiring Notification to Families of Decedents 

26. Division 7 of the Health & Safety Code, Sections 7000 – 8030, establishes the law 

regarding the notification requirements for those holding human remains prior to final disposition.  

As a threshold matter, the person or entity holding the remains is required to use reasonable diligence 

to notify the family of the decedent about the death.  (Cal. Health & Safety Code § 7104.)  This allows 

the family of the decedent to control the disposition of the remains, which they have a right to do.  

(Cal. Health & Safety Code § 7100.) 

27. Additionally, pursuant to the American Medical Association’s Principles of Ethics, 

“informing a patient’s family that the patient has died is a duty that is fundamental to the patient-

physician relationship … ordinarily, the treating physician should take responsibility for informing 

the family. However, it may be appropriate to delegate the task of informing the family to another 

physician if the other physician has a previous close relationship with the patient or family and the 

appropriate skill.”  (AMA Principles of Medical Ethics, Rule 2.3.3.)  Moreover, the physician has the 

duty to “disclose the death in a timely manner.”  (Id.)   

Law Related to the Storage Human Remains Prior to Final Disposition 

28. In California, an entity holding the remains must obtain a permit for disposition from 

the local registrar in the district where the death occurred to hold any human remains for over eight 

days.  (Cal. Health & Safety Code § 103070.) 

29. California Health & Safety Code Division 8, Chapter 2, Article 5 governs the operation 

of funeral services companies in California, including the requirements for storing human remains.  
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For example, “within two hours after a crematory licensed by the State of California takes custody of 

a body that has not been embalmed, it shall refrigerate the body at a temperature not greater than 50 

degrees Fahrenheit unless the cremation process will begin within 24 hours of the time that crematory 

took custody.”  (Cal. Health & Safety Code § 8346.)  Similarly, pursuant to the California Code of 

Regulations, “every licensed funeral establishment and funeral director who holds unembalmed 

remains for a period longer than twenty-four (24) hours shall cause the body to be refrigerated at an 

approved facility with sufficient capacity.”  (Cal. Code Regs. Tit. 16 § 1223.)  

ALLEGATIONS COMMON TO ALL CLAIMS 

Background on CommonSpirit and Dignity  
 

30. CommonSpirit is a national health care company that operates more than seven 

hundred care sites and one hundred and forty-two hospitals across twenty-one states in the United 

States.  CommonSpirit operates hospitals in California through Dignity, a California based company 

that operates forty hospitals across California, Arizona, and Nevada. 

31. In September 2024, CommonSpirit publicized that it generated Thirty Seven Billion 

Dollars ($37,000,000,000) in revenues for the 2024 fiscal year, which ended on June 30, 2024.1  

ProPublica reports that Dignity generated over Nine Billion, Nine Hundred Million Dollars 

($9,900,000,000) for the 2023 fiscal year.2  The companies’ billions of dollars in revenues are then 

used to, inter alia, pay their C-Suite executives and other high-ranking executives millions of dollars 

in yearly compensation.  For example, according the Paddock Post, CommonSpirit’s CEO earned 

approximately Twenty Eight Million Dollars Per Year ($28,000,000) during the 2023 fiscal year.3   

Similarly, ProPublica reported that in 2023, Dignity’s CEO earned over Twenty-Seven Million 

Dollars ($27,000,000) in compensation, while Dignity’s Chief Operating Officer and Senior Chief 

Strategy Officer earned just over Six Million Dollars ($6,000,000) and Four Million Dollars 

($4,000,000), respectively.   

 
1 https://www.commonspirit.org/news-articles/commonspirit-health-releases-fy2024-year-end-
results#:~:text=CommonSpirit%20Health%20reported%20revenues%20of,8.2%25%20over%20the
%20prior%20year. 
2 https://projects.propublica.org/nonprofits/organizations/941196203 
3 https://paddockpost.com/2025/01/01/executive-compensation-at-commonspirit-health-2023/ 
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32. Notwithstanding CommonSpirit and Dignity’s massive revenues, they have engaged 

in a long-standing pattern and practice of cutting costs by, inter alia, failing to institute procedures 

and take actions to timely notify families of patient deaths, failing to timely take requisite actions 

towards preparing death certificates, and failing to properly process and store the remains of deceased 

patients.   

33. In 2022, the California Department of Public Health (“CDPH”) conducted an audit 

into Dignity after receiving many complaints that their hospitals failed to notify families about those 

deaths in a timely manner.  During that audit, the Chief Medical Officer for Dignity admitted that it 

was “the responsibility of the [Dignity] attending physician to notify family of a patients’ death.”  In 

the 2022 Audit report, CDPH also noted that based on reviewing Dignity’s policies and procedures: 

“the Attending Physician or his or her representative is responsible for notifying the next of kin in all 

cases of death.”  As a result of the audit, CDPH determined that Dignity had failed to notify families, 

as well as implement procedures and train staff to do so.  Accordingly, the CDPH issued the two 

Plans of Correction.  The Plans of Correction required Dignity to provide education to their staff on 

the location of contact information, the requirement to notify a patient’s family about a death, and the 

requirement to document notifications to family.  The Plan of Correction also required Dignity to 

develop an auditing and reporting process and implement other measures to verify proper procedures 

were followed.  The Plan of Correction claimed these plans were completed and implemented by 

April 11, 2022.  In 2022 and 2023, Dignity reported to CDPH that it had completed the corrections 

set forth in the Plans of Correction.  

34. The Audit Report documents that top management of Dignity was aware of this 

dereliction of duty, at the latest, from its receipt of the CDPH 2022 Audit Report. 

35. Despite Dignity’s promise to correct its misconduct by April 12, 2022, an additional 

audit in May 2023, found Dignity was still failing in its duty to notify families of patient deaths. The 

2023 Audit found, “The Statute is not met as evidenced by: Based on interview and record review, 

the facility failed to follow their morgue (place where the deceased are kept temporarily) policy when 

Patient 1 expired and documentation of the location of the body was unknown. This failure resulted 
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in Patient 1’s son being unaware of his mother’s body whereabouts and caused family emotional 

distress.” 

36. Beginning in or around 2024, the United States Department of Health and Human 

Services (“DHHS”) directed the CDPH to conduct another audit into Dignity after receiving many 

complaints that their hospital(s) still failed to properly notify families about the deaths of many 

patients who died in Dignity’s custody and care, as well as Dignity’s failure to complete their death 

requirements towards preparing death certificates in a timely manner.  CDPH’s audit of Mercy San 

Juan Medical Center was scathing, concluding that: “[T]he hospital failed to ensure the services of 

the Regional Morgue Office complied with regulations and facility policies and procedures related to 

family notification of patient death, timely completion of death certificates, and processing of patient 

remains … these failures contributed to ongoing delays in processing of death certificates, lack of 

family notification of patient deaths, and prolonged storage of patient bodies in an off-site morgue, 

which had then potential to result in family distress over the perception of patients missing for 

prolonged periods of time when in fact they were deceased and in storage; on 10/14/24, the off-site 

morgue had 61 patient remains from the hospital, 11 patient remains from deaths in 2022, 15 patient 

remains from deaths in 2023, and 19 patient remains from deaths in the first half of 2024.” 

37. Additionally, in the 2024 Audit, the CDHP found that Dignity “failed to show 

documented evidence of data collected to track performance and to ensure improvements were 

sustained for two plans of correction for regulatory violations.”   Indeed, Dignity’s Quality Director 

openly admitted that Dignity didn’t bother to implement any part of the 2022 promised Plan of 

Correction. 

38. On information and belief, Dignity recklessly or intentionally concealed information 

regarding its regulatory failures related to timely processing of human remains from its oversight 

board.  The “Patient Safety Program Annual Summary and Evaluation for Fiscal Year 2023, which 

details categories of adverse events reported during the year, any regulatory findings, and active and 

completed plans of correction submitted September 2023 to the Community Board […] did not 

include documentation of the gaps in patient notification, death certificate processing according to 

legal requirements, or delay in handling patient remains.”  Additionally, the board meeting minutes 
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from January-August 2024 “did not reference any concerns regarding processing patient remains. 

There was no information regarding untimely completion of death certificates or lack of notification 

of next of kin of the death of a patient.”  Indeed, the Community Board was not aware of prior hospital 

regulatory violations for failure to process patient remains.  

39. Dignity’s callous disregard of its statutory and moral obligations with respect to Mr. 

Harvey and the Decedent Group, as described below, was not an accident or an act of negligence, it 

was a pattern and practice and was known at the highest levels of Dignity’s leadership given its 

repeated failure to change its behavior in light of the various audits it was under and intentional 

concealment of its failure to change its behaviors.  Dignity hid from the public the continuation of its 

misconduct by promising to implement a “Plan of Correction” in 2022 and 2023 which, in truth, were 

never implemented, as a matter of choice and financial saving by under staffing. The knowing, 

intentional, and repeated misconduct by the Defendants shocks the conscious and is deserving of 

substantial punitive damages.  

40. Ironically, as advertised on its website, in 2012 Dignity changed its name to “Dignity 

Health to better describe what we stand for. Dignity is something everyone is born with. ‘Dignity’ 

means showing respect for all people.”  In this case, no “dignity” or respect was afforded to Mr. 

Harvey or his family or the families of those in the Decedent Group. 

41. Adding further insult to injury, in 2024, Michael Korpiel, CEO of Mercy San Juan 

Medical Center, spoke to investigators from the California Department of Public Health, and noted 

of the backlog of patient bodies in storage, “We assumed the remains being stored did not have 

families.”  

42. But Mr. Harvey had a family, and his family deserved to learn of his death in a timely 

manner.  Had Dignity implemented corrective measures it promised in 2022, Mr. Harvey’s family 

could have been timely informed of his death and could have laid him to rest in a dignified manner 

befitting of a decorated serviceman.  Defendants robbed them of these rights.  The same is true of 

each Class Member. 

Background Mortuary Support Services of Northern California and Lofton 
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43. Michael Robert Lofton holds California Cemetery and Funeral Bureau License No. 

FD-2208.  Lofton is also the sole manager and/or member of MSSNC.  MSSNC offers mortuary 

transport, storage, crematory and funeral home services.   

44. MSSNC regularly enters into contracts with Dignity, to transport and store the bodies 

of individuals who die while in their care.  The “Transportation and Storage Service Agreement” 

(“Storage Agreement”) entered between Dignity and the MSSNC Defendants on October 1, 2021, 

and operative at the time of Mr. Harvey’s death, is attached hereto as Exhibit A.  On information and 

belief, Dignity and the MSSNC Defendants have continued to extend the Storage Agreement or 

operate under similar agreement terms through the present day.  

45. Pursuant to the Storage Agreement, when Dignity has human remains that it desires 

the MSSNC Defendants to transport and store, the MSSNC Defendants pick up the remains and 

transport them back to MSSNC’s facility located at 35 Quinta Ct., Suites C and/or D, Sacramento 

California.  For these services, MSSNC is paid $100-$185 to transport a body and $15/day for the 

first 60 days to store a body. There are no costs to Dignity to store bodies at MSSNC beyond 60 days. 

46. The Storage Agreement also provides that MSSNC, identified as the “Contractor” 

under the Agreement, agreed to comply with “all applicable federal, state, and local laws and 

regulations,” (p. 2), and “shall transport human remains between the Affiliates and/or between an 

Affiliate and an autopsy services provider contracted with the Hospital, and/or provide or arrange for 

the storage of human remains at a storage facility that is properly licensed and operated under the 

laws of California.”  (p. 6). 

47. On information and belief, MSSNC sent monthly reports to Dignity listing the names 

of the people in storage and the date they were first placed in storage pursuant to the Storage 

Agreement. By way of example, page one of the July 14, 2023 Report from MSSNC to Dignity 

documents the continued storage of two patients from 2021, twenty-four patients from 2022—

including Mr. Harvey, and twelve patients stored prior to April 9, 2023.  The monthly report to 

Dignity Health for January 24, 2025, shows the continued storage of nine patients from 2022—

including Mr. Harvey, nine patients from 2023, and forty patients from 2024. 

Background on Charles Harvey 
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48. Mr. Harvey was born in 1955 in Santa Monica, California, and lived there until his 

family moved to Tacoma, Washington when he was twelve years old.     

49. Mr. Harvey proudly joined the United States Navy when he was seventeen years old 

and served for over eight years.  During his service, he was awarded the National Defense Service 

Medal. Mr. Harvey was also trained as an electrician during his service, and continued to work as an 

electrician after his honorable discharge. 

50. While stationed in San Diego during his naval service, Mr. Harvey met his first wife.  

Mr. Harvey and his family eventually moved to Indiana, where they welcomed their son, Jacob, in 

1979.  Several years later, after Mr. Harvey and his wife amicably separated, he returned back to the 

Sacramento area.  Even though Mr. Harvey lived in California, Jacob spent the summers with him 

every year throughout his childhood, and was even inspired to join the United States Marines because 

of his father’s Navy service.  

51. Mr. Harvey remarried around 2002, but sadly lost his wife to cancer in 2019.  Jacob 

and his mom encouraged Mr. Harvey to move back to Indiana after his wife’s death, but he was too 

rooted in California by that point to leave again.  

52. Jacob welcomed his own son in 2017.  Mr. Harvey was over the moon to have a 

grandson.  Mr. Harvey learned how to use the computer so that he could FaceTime with Jacob and 

his grandson regularly, which helped to lift his spirits after his wife passed. Jacob brought his son to 

Sacramento to visit Mr. Harvey for the first time in 2020, where they stayed at Mr. Harvey’s home 

located in Sacramento.      

53. Mr. Harvey was an avid traveler around the United States.  He would often pack up 

his truck and go on long road trips around the country for weeks or months at a time.  Thus, when 

Jacob had not heard from his father after the spring of 2022, he had assumed that he was on a road 

trip.    

Mr. Harvey is Admitted to and Dies at Mercy San Juan 

54. On May 30, 2022, Mr. Harvey was admitted to Dignity’s Mercy San Juan with what 

was described as “acute hypoxemic hypercapnic respiratory failure and acute on chronic exacerbation 

of COPD,” as well as Influenza A and possible sepsis.   
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55. When Mr. Harvey arrived at Mercy San Juan, his intake paperwork did not provide 

any family contact information.  Accordingly, the hospital referred the matter of identifying relatives 

to the Sacramento Sheriff’s Department.  The Sheriff identified Mr. Harvey’s address 1440 Gladstone 

Drive, Sacramento, California, 95864, where he purportedly lived with roommate, Kristopher 

Bayne.4  Mr. Bayne had allegedly known and lived with Mr. Harvey for approximately two years, 

and described Mr. Harvey as a deeply private man of whom he knew very little.  Mr. Bayne was 

aware that Mr. Harvey had a son, and informed Mercy San Juan Staff of this information. 

56. Mr. Bayne was not related to Mr. Harvey, did not know any of Mr. Harvey’s family 

members, and had never been given legal authority by Mr. Harvey or any of his relatives to make 

medical decisions on Mr. Harvey’s behalf.  Nor do the details provided by Mr. Bayne to Mercy San 

Juan regarding Mr. Harvey’s residence or acquaintance match information known to Mr. Harvey’s 

family. 

57. Nonetheless, Mercy San Juan pressured Mr. Bayne to act as Mr. Harvey’s medical 

proxy and agree to take Mr. Harvey off of life support.  Mr. Bayne eventually agreed to removing life 

support measures that hastened Mr. Harvey’s death.  According to Hospital records, Mr. Harvey was 

pronounced dead on June 2, 2022, at 1:56 a.m. by attending physician Syed Haider (“Dr. Haider”).   

Dignity Fails to Issue Death Certificates or Inform Families of Deaths 

58. Despite noting Mr. Harvey’s death in Mercy San Juan’s records, neither Dr. Haider 

nor anyone at Mercy San Juan performed or memorialized a physician’s examination upon Mr. 

Harvey’s death, as required by law.  Dignity was also required to report Mr. Harvey’s death in the 

Electronic Death Registration System (“EDRS”), but failed to do so.  Accordingly, the Hospital never 

issued a death certificate within “15 hours,” as required by law, such that there could be a record of 

Mr. Harvey’s death in the Sacramento County database.   

59. In hindsight, this result is not surprising given the findings of the California 

Department of Health’s 2022 Audit of Dignity, noting that “the facility failed to ensure a physician 

 
44 Jacob is not familiar with this address.  When Jacob visited Mr. Harvey in the summer of 2020, he 
stayed Mr. Harvey in Sacramento, and Mr. Harvey did not have any roommate.  Despite regularly 
speaking to Mr. Harvey in 2021 and early 2022, Jacob is not aware that Mr. Harvey ever moved or 
lived with Mr. Bayne. 



 

14 
CLASS ACTION COMPLAINT  

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 
 

implemented a policy and procedure for notifying a next-of-kin of a patient’s (Patient 1) death.”  

Curiously, and notwithstanding Dignity’s failure to follow procedure, Dignity’s Chief Medical 

Officer acknowledges in the 2022 Audit that it is “the responsibility of the attending physician to 

notify family of a patient’s death.” The 2022 Audit further confirmed this obligation, noting that the 

2015 Medical Staff Rules and Responsibilities required that “[t]he Attending Physician or his or her 

representative is responsible for notifying the next of kin in all cases of death.”    

60. The Plan of Correction from 2022 required that Dignity provide education to members 

of the medical staff about (1) the location of family contact information, (2) the requirement to notify 

family about a death, and (3) the requirement to document notifications to family.  The Plan of 

Correction claimed these steps were completed and implemented by April 11, 2022.  But they clearly 

were not, as Dignity’s action and inaction related to Mr. Harvey’s death in June of 2022, confirms. 

61. Dignity’s callous disregard for Mr. Harvey and his family was part of a pattern and 

practice of disregard for certain patients after their deaths across Dignity hospitals.  Dignity’s 

mishandling of deceased patients was not limited to Mercy San Juan Medical Center, it was 

companywide under the supervision of the Greater Sacramento Division of Common Spirit and the 

coordination of Laura Lukin, Dignity Health’s Regional Laboratory Support Supervisor for Pathology 

Services and the Supervisor of Decedent Affairs. 

62. Plaintiffs are informed and believe and thereon allege that there is a group of 

individuals as to whom Dignity made little to no effort to locate family or next of kin upon each such 

individual’s death at Dignity (the “Decedent Group”), and accordingly, no one was informed of these 

deaths.  Plaintiffs are further informed and believe and thereon allege that as to the entire Decedent 

Group, no representative of Dignity performed or memorialized a physician’s examination upon any 

such Decedent at the time of their death, as required by law, nor did Dignity report the death of any 

individual in the Decedent Group in the EDRS, as required by law.  Accordingly, upon information 

and belief, the Hospital never issued a death certificate within “15 hours,” for any Decedent in the 

Decedent Group as required by law, such that there could be a record of their deaths in the appropriate 

databases.  

63. By way of example, Plaintiffs are aware of the following: 
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a. On information and belief, Dignity patient Phillip Cross died at a 

Dignity hospital on May 27, 2023. Dignity didn’t issue a death 

certificate until January 2, 2024. Mr. Cross was stored on a shelf at 

MSSNC for “temporary envaultment” for over eight months. 

b. On information and belief, Dignity patient Tonya Walker died at a 

Dignity hospital on November 2, 2023. Dignity didn’t issue a death 

certificate until April 16, 2024. Ms. Walker was stored on a shelf at 

MSSNC for “temporary envaultment” for over five months. (See: Civil 

Complaint, Walker v. CommonSpirit/Dignity Health, Case No. 

25CV009026.) 

64. Because Dignity was so flagrant in failing to prepare death certificates, in 2024 it had 

to obtain Court orders to establish the fact of death for numerous individuals in the Decedent Group, 

including Mr. Harvey. For example, on January 9, 2025, Dignity filed a request for an Order 

Establishing Fact of Death for Almeza Demby who had died at one of its hospitals on December 24, 

2022. The Court’s Order acknowledges that “said death has not been registered in conformity with 

the provisions of law in effect at the time.” 

65. On information and belief, the same is true for Dignity patients listed below, all of 

which a court ordered death certificate was necessary because Dignity “had not registered the death 

in conformity with the provisions of law in effect at the time.” 

a. Mr. James T. died at Dignity Health on May 30, 2022. A court ordered 

death certificate had to be issued on or about July 19, 2024, due to 

Dignity Health’s failure to timely issue a death certificate; 

b. Mr. Michael I. died at Dignity Health on June 18, 2022. A court ordered 

death certificate had to be issued on or about July 10, 2024, due to 

Dignity Health’s failure to timely issue a death certificate; 

c. Mr. Herman G. died at Dignity Health on July 9, 2022. A court ordered 

death certificate had to be issued on or about July 2, 2024, due to 

Dignity Health’s failure to timely issue a death certificate; 
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d. Mr. Stephen O. died at Dignity Health on October 21, 2022. A court 

ordered death certificate had to be issued on or about July 13, 2024, 

due to Dignity Health’s failure to timely issue a death certificate; 

e. Mr. William S. died at Dignity Health on December 28, 2022. A court 

ordered death certificate had to be issued on or about August 27, 2024, 

due to Dignity Health’s failure to timely issue a death certificate; 

f. Ms. Dianna E. died at Dignity Health on March 4, 2023. A court 

ordered death certificate had to be issued on or about July 19, 2024, 

due to Dignity Health’s failure to timely issue a death certificate; 

g. Mr. Anthony J. died at Dignity Health on March 14, 2023. A court 

ordered death certificate had to be issued on or about October 31, 2024, 

due to Dignity Health’s failure to timely issue a death certificate; 

h. Michael W. died at Dignity Health on March 25, 2023. A court ordered 

death certificate had to be issued on or about October 23, 2024, due to 

Dignity Health’s failure to timely issue a death certificate; 

i. Marc N. died at Dignity Health on March 26, 2023. A court ordered 

death certificate had to be issued on or about September 20, 2024, due 

to Dignity Health’s failure to timely issue a death certificate; 

j. Brenda S. died at Dignity Health on March 28, 2023. A court ordered 

death certificate had to be issued on or about September 30, 2024, due 

to Dignity Health’s failure to timely issue a death certificate; and,  

k. Eula R., died at Dignity Health on March 28, 2023. A court ordered 

death certificate had to be issued on or about October 7, 2024, due to 

Dignity Health’s failure to timely issue a death certificate. 

66. But for Dignity’s admitted failure to implement any part of the 2022 Plan of Correction 

a timely death certificate would have been issued for patients: James T., Michael I., Herman G., 

Stephen O., William S.; Dianna E.; Anthony David J., Michael W., Marc N., Brenda S., Eula R., and 

others.   
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67. On information and belief, Dignity has also violated its statutory obligations with 

respect to the EDRS for the Decedent Group, as it did with Mr. Harvey. Dignity has repeatedly 

violated statutory reporting obligations that are separate and distinct from the rendering of medical 

diagnosis and treatment, i.e., violation of California Health and Safety Code section 102775. Dignity 

failed to maintain an accurate Internet-based electronic death registration system for the creation, 

storage, and transfer of death registration information. The flagrant failure to maintain the hospital’s 

EDRS system is evidenced by the facts set forth in this case as well as Dignity’s failure to report 

deaths in a timely manner, including the following examples: 

a. Mr. Michael Gray died while in the care of Dignity on July 10, 2021, 

but the Death Certificate was not issued until August 13, 2021; 

b. Mr. Phillip Coss died while in the care of Dignity on May 27, 2023, but 

the Death Certificate was not issued until December 29, 2023; 

c. Ms. Tanya Walker died while in the care of Dignity on November 2, 

2023, but the Death Certificate was not issued until April 15, 2024; and 

d. Research is ongoing with respect to the scope and time frame that this 

misconduct has occurred. 

68. With respect to the death of Michael Gray, Dignity was named as a defendant in a 

lawsuit filed on March 23, 2022, in Sacramento County Superior Court, Case No. 34-2022-00315771, 

relating to the failure to report the death of Michael Gray or inform Mr. Gray’s family.  At the time 

of Mr. Harvey’s death a few months later, Dignity was clearly on notice that it was failing to 

accurately and timely perform statutory obligations, failing to maintain an accurate EDRS, failing to 

timely inform next of kin of the death of their family member, and failing to supervise doctors in a 

manner that would accomplish the timely filing of a Death Certificate. Yet the pattern of gross 

negligence and repeated malfeasance continued, ultimately resulting in the failure to report the death 

of Mr. Harvey a few months later. 

MSSNC Improperly Stores the Remains it Receives from Dignity 

69. Dignity’s records indicate that Dignity did not request an autopsy of Mr. Harvey’s 

body.  Accordingly, Dignity did not relinquish custody of Mr. Harvey’s body to a coroner and the 
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circumstances of Mr. Harvey’s death were never confirmed.  Instead, Dignity contacted MSSNC 

pursuant to the Storage Agreement with the MSSNC Defendants to transport Mr. Harvey’s body from 

Mercy San Juan to MSSNC for storage.  To that end, Plaintiffs are informed and believe that on June 

2, 2022 at 7:12 p.m., Dignity released Mr. Harvey’s remains to MSSNC, who in turn transported Mr. 

Harvey’s body away from the hospital and to the MSSNC for “storage.”   

70. On information and belief, Dignity contacted MSSNC pursuant to the Storage 

Agreement with the MSSNC Defendants to transport every deceased body in the Decedent Group 

from the hospital to MSSNC for storage. 

71. California Health & Safety Code section 102775 requires death certificates be 

completed within eight (8) days of a person’s death. Health & Safety Code sections 102780 and 

102800 require the death certificate be provided to the local registrar.  Similarly, Health & Safety 

Code section 103070 establishes that a person’s body cannot be held more than eight (8) calendar 

days after death without a permit being issued by the local registrar.  California Health & Safety Code 

section 102790 requires MSSNC and its funeral director to complete other affirmative steps in 

preparing the death certificate including “obtain[ing] the required information other than medical and 

health section data from the person or source best qualified to supply the information.”  Health and 

Safety Code section 103785 makes it a misdemeanor for failing to complete and register a death 

certificate.  

72. On information and belief, in violation of Health & Safety Code sections 102775, 

102780, 102790, 102800, and 103070, Dignity and MSSNC failed to obtain Mr. Harvey’s or any 

individual in the Decent Group’s death certificate or the appropriate storage permit.  As a result, Mr. 

Harvey’s body as well as the body of every individual in the Decedent Group was lost in physical 

purgatory—they were no longer a patient of Dignity, and without the registration of a death certificate, 

they could not be found in any database of deceased at the county or state level. 

73. Infuriatingly, this situation was preventable.  Prior to Mr. Harvey’s death and the 

deaths of those in the Decedent Group, Dignity and the MSSNC Defendants all had repeated advanced 

notice that there were serious issues with their handling of human remains for individuals who died 

while in Dignity’s care, and whose remains were subsequently stored by the MSSNC Defendants.  
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For example, between May 2, 2023 and September 12, 2023, the MSSNC Defendants communicated 

to Dignity that the MSSNC Defendants were holding the bodies of at least thirty-five patients who 

died while in the care of Dignity hospitals, and for whom death certificates had not yet been timely 

prepared and families had not been properly notified to collect.  As reported by MSSNC to Dignity 

at that time, MSSNC had been holding some of these bodies for up to two years. 

74. Notwithstanding these failures, MSSNC billed Dignity on a monthly basis for the 

MSSNC Defendants’ “storage” of Mr. Harvey’s body and the bodies of all those in the Decedent 

Group.  Additionally, the management of Dignity, including Ms. Lukin, were well aware that Mr. 

Harvey and the Decedent Group were being stored long-term at MSSNC, as they were receiving 

monthly reports identifying the individuals by name (including Mr. Harvey’s name) and the date that 

the storage began. 

75. Worse yet, Plaintiffs are informed and believe that the MSSNC Defendants failed to 

properly store the remains of Mr. Harvey and the Decedent Group by failing to embalm their bodies 

or refrigerate them at the appropriate temperature according to the appropriate standards set by law.  

Legal requirements dictate that a body must be stored below 45 degrees Fahrenheit.  However, records 

indicate that MSSNC was storing the unembalmed bodies significantly over this temperature between 

August through November 2025.  On information and belief, MSSNC has stored the remains of the 

Decedent Group at temperatures over 45 degrees Fahrenheit throughout the Class Period (as that term 

is defined below in Paragraph 84). 

76. Due to MSSNC’s failure to properly store Mr. Harvey’s body according to the law, 

his remains are in an advanced state of decomposition and he is unrecognizable.  On information and 

belief, the same is true of the remains of every individual in the Decedent Group stored at MSSNC. 

77. On information and belief, Defendants have repeatedly caused harm to families of 

patients that die while under their care, denying these families the ability to obtain an autopsy, 

preventing the families from adherence to their religious obligations in laying a family member to 

rest, denying the families the option to see their family member to say goodbye or allow for an open-

casket funeral and exacerbating the families’ pain and suffering, including the recurring pain of 

thinking about their loved one being held in storage for months. Defendants’ repeated violations of 
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their statutory, legal, and ethical obligations is so outrageous, egregious, repetitive, and malicious to 

shock the conscious. 

Years Later, Plaintiffs are Notified of Mr. Harvey’s Death 

78. Mr. Harvey’s family did not become aware of his death until November 28, 2025, 

when Mr. Harvey’s younger brother received a call from the coroner.  Just days later, still reeling 

from the news that her brother had died, on December 1, 2025, Mr. Harvey’s sister, Plaintiff Nancy, 

received a notice from the coroner informing her that she had two weeks to “make final disposition” 

of Mr. Harvey’s remains, or else the remains would “be considered abandoned and [Nancy] will be 

financially responsible for the costs incurred by the Coroner’s Office,” and could be guilty of a 

misdemeanor. 

79. Nancy had the awful task of informing Jacob that his father had died.  Jacob was 

devastated by the loss and blamed himself for believing his father’s sudden absence was due to his 

free-spirited nature and tendency to travel rather than the possibility that something tragic could have 

befallen him.  Even though it was the obligation of the Defendants to find Plaintiffs and inform them 

of Mr. Harvey’s death, Plaintiffs nonetheless carry intense sadness that Mr. Harvey sat in storage in 

deplorable conditions for three years.   

80. Adding salt to their wounds is the fact that Mr. Harvey’s remains have decomposed to 

such a state that he is unrecognizable and his family is unable to view his body to say goodbye.  Mr. 

Harvey’s remains have been cremated due to their condition.  This is not the final disposition of Mr. 

Harvey’s body that the family would have otherwise chosen, and they are devastated by this outcome 

after suddenly learning of his passing. 

81. On information and belief, in the same way that Plaintiffs have only now, in the last 

year learned of Mr. Harvey’s death and the improper storage of his remains, the same is true of all 

Class Members (as defined below), with regard to their respective family member in the Decedent 

Group.  It is only now, in light of the mounting pressure upon Defendants from lawsuits and 

government investigations, that Defendants have been locating Class Members to inform them of the 

passing and storage of their loved ones.   
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82. Dignity callously over a period of years denied Plaintiffs and the Class Members 

consolation, consideration, dignity and peace of mind they deserved.  On information and belief, 

Dignity’s misconduct, disregard for the care of its patients, disregard for the harm it was causing to 

patients’ families, and false promises to the DHHS are worthy of substantial punitive damages. 

83. On December 12, 2025, Plaintiffs notified Dignity of Plaintiffs’ claims related to Mr. 

Harvey. 

CLASS ALLEGATIONS 

84. Plaintiffs bring this action individually and as a class action on behalf of a class of the 

surviving spouses, relatives, and/or designated representatives, of the hundreds of individuals in the 

Decedent Group who died at Dignity-run hospitals and whose remains were subsequently improperly 

and disrespectfully mishandled and stored by MSSNC, as set forth in greater detail in the 

“ALLEGATIONS COMMON TO ALL CLAIMS” section of this Complaint (individually referred 

to as “Class Members” and collectively as the “Class”) starting from approximately January 9, 2022 

through the present (“Class Period”).  The Class consists of at least two sub-classes, defined as 

follows: 

a. Individuals with the right to dispose of remains, pursuant to Section 

7100 of Cal. Health & Safety Code (the “7100 Subclass”), and/or 

b. Individuals, who are close family members of the decedents, on whose 

behalf Dignity contracted mortuary services with MSSNC pursuant to 

the Storage Agreement (the “Third-party Beneficiary Subclass”). 

85. This action is brought, and may properly be maintained, as a class action pursuant to 

California Code of Civil Procedure § 382 because there is a well-defined community of interest in the 

litigation and the proposed class is ascertainable. This action presents questions of common interest 

and satisfies the numerosity, commonality, typicality, adequacy, predominance, and superiority 

requirements of this provision.  

Numerosity: 

86. The size of the proposed Class makes individual joinder of all members impracticable. 

Plaintiff does not presently know the exact number of Class Members, as that information is in the 
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sole custody of one or more Defendants.  However, Plaintiffs have identified numerous examples of 

individuals in the Decedent Group whose families would be Class Members above in Paragraphs 63 

- 68.  Plaintiffs are informed and believe, and thereon allege, that hundreds of individuals who have 

died at Dignity hospitals have been subject to the unlawful practices alleged herein during the Class 

Period. Furthermore, each Decedent is likely to have more than one relative or designated 

representative in the Class, multiplying the number of potential plaintiffs even further.  It would not 

be practical to join hundreds of similarly situated individuals as plaintiffs. 

Commonality: 

87. Common questions of law and fact exist as to all members of the Class and 

predominate over any questions that affect only individual members of the Class. These common 

questions of law and fact include, without limitation:  

a. Whether Defendants owed any duties to the Class Members; 

b. Whether Class Members were the beneficiaries of the Storage 

Agreement between Dignity and the MSSNC Defendants; 

c. Whether MSSNC was storing the remains of the Decedent Group at or 

below legally required temperatures; 

d. Whether Defendants handled the remains of the Decedent Group in 

accordance with the appropriate standard of care; 

e. Whether Dignity violated the Plan of Correction imposed on it by the 

CDPH; 

f. Whether Defendants had an obligation to inform Class Members of the 

deaths of their respective relatives in the Decedent Group; 

g. Whether Defendants had an obligation to prepare the death certificates 

for the individuals in the Decedent Group; 

h. Whether Defendants had an obligation to obtain licensing or permits to 

transfer and store the individuals in the Decedent Group; 
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i. Whether Defendants otherwise complied with applicable laws and 

regulations concerning notifications of death and storage of human 

remains; and 

j. Whether Defendants acted intentionally and/or maliciously with willful 

and conscious disregard to the rights of the Plaintiffs and Class 

Members. 

88. There is also a community of interest among the members of the Class in obtaining 

adequate compensation for the damages, injuries, grief, and anguish which Defendants’ actions have 

inflicted upon them. 

Typicality:  

89. Plaintiffs’ claims are typical of the claims of the Class. Plaintiffs and Class Members 

sustained injuries and damages arising out of and caused by Defendants’ common course of conduct 

in violation of law as alleged herein. Moreover, the injuries suffered by Plaintiffs are typical of the 

injuries suffered by Class Members in general. 

Adequacy of Representation:  

90. Plaintiffs are adequate representatives of the Class in that their claims are typical of 

those of the Class. Plaintiffs have the same interests in the litigation of this case as the Class Members; 

they are committed to vigorous prosecution of this case and have retained competent counsel 

experienced in a class action of this nature. Plaintiffs are not subject to any individual defenses unique 

from those conceivably applicable to the Class as a whole and anticipate no management difficulties 

in this litigation.  

Predominance:  

91. Defendants have engaged in a common course of intentional and negligent conduct 

toward Plaintiffs and Class Members, which has resulted in common injuries among the Class 

Members.  The common issues arising from this conduct that affect Plaintiffs and Class Members, 

several examples of which are listed above, predominate over any individual issues because the 

common issues are more significant, impactful, and likely to be more heavily litigated than any 

conceivable individual issues, of which there are few or none.  Adjudication of these common issues 
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in a single action has important and desirable advantages of judicial economy because the exact same 

evidence relevant to Defendants’ duties and liabilities will be shared across every Class Member. 

Superiority of Class Action:  

92. A class action is superior to other available methods for the fair and efficient 

adjudication of this controversy because individual litigation of the claims of all Class Members is 

impracticable.  It would be unduly burdensome to the courts in which individual litigation of varying, 

inconsistent, or contradictory judgments and would magnify the delay and expense to all parties and 

to the court system resulting from multiple trials of the same complex factual issues. Moreover, 

individual actions by Class Members may establish inconsistent standards of conduct for Defendants. 

By contrast, the conduct of this action as a class action, with respect to some or all of the issues 

presented herein, presents fewer management difficulties, conserves the resources of the parties and 

the court system, and protects the rights of each Class Member.  

93. Defendants have acted or refused to act in respects generally applicable to the Class, 

thereby making appropriate relief with regard to the members of the Class as a whole, as requested 

herein.  

FIRST CAUSE OF ACTION 

Breach of Contract as to Third Party Beneficiary 

(As to Defendants MSSNC, Lofton and DOES 1-50 on behalf of Plaintiffs and Class Members) 

94. Plaintiffs re-allege and incorporate by reference herein all of the allegations contained 

in paragraphs 1-93 on behalf of themselves and all Class Members. 

95. On October 1, 2021, Dignity entered into an express contract with the MSSNC 

Defendants for the transport and storage of the remains of deceased individuals, referred to as the 

Storage Agreement herein, and attached hereto as Exhibit A.   

96. The Storage Agreement provided that the MSSNC Defendants were obligated to 

adhere to all federal, state, and local laws and regulations, including as they pertained to the 

disposition of human remains. 
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97. In return for the transport and storage of these remains, the MSSNC Defendants would 

receive compensation.  Pursuant to the Storage Agreement, Dignity paid MSSNC $100-$185 to 

transport a body and $15/day for the first 60 days to store a body. 

98. Plaintiffs allege that Plaintiffs and the Class Members were amongst the class of 

intended third party beneficiaries of the Storage Agreement because they are among the intended and 

foreseeable beneficiaries of the custodial services that the MSSNC Defendants provide to Dignity 

with regard to the Decedent Group.  More specifically, the Storage Agreement was in place to 

properly store the remains of the Decedent Group until such time that the correct individual or entity 

pursuant to law (i.e., Class Members) could be identified to take custody of the remains. 

99. On information and belief, Defendants were aware or should have been aware that 

Plaintiffs and the Class Members were among the class of intended third party beneficiaries of the 

services provided to Dignity for Decedent Group pursuant to the Storage Agreement, and thus would 

be injured by any breach of the obligations or duties of the Storage Agreement. 

100. Plaintiffs further allege that the MSSNC Defendants repeatedly breached the Storage 

Agreement throughout the Class Period by failing to properly store the remains of the Decedent Group 

at or below legally required temperatures, by failing to obtain required licensing and permits to 

transfer and store the remains of the Decedent Group, and by failing to obtain death certificates for 

the Decedent Group. 

101. Plaintiffs and Class Members are entitled to damages as third-party beneficiaries 

because they were harmed as a result of the MSSNC Defendants’ breaches of the Storage Agreement. 

102. As a direct and proximate result of the MSSNC Defendants’ breaches, Plaintiffs and 

Class Members have suffered damages in an amount to be determined at trial plus interest as permitted 

by law. 

SECOND CAUSE OF ACTION 

Intentional Infliction of Emotional Distress 

(As to Defendants CommonSpirit, Dignity, MSSNC, Lofton and DOES 1-50 on behalf of Plaintiffs 

and Class Members) 
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103. Plaintiffs re-allege and incorporate by reference herein all of the allegations contained 

in paragraphs 1-102 on behalf of themselves and all Class Members. 

104. Defendants, who jointly maintained custody and/or control of Mr. Harvey’s remains 

for years after his death, engaged in conduct that caused Plaintiffs to suffer severe emotional distress.  

Likewise, Defendants, who jointly maintained custody and/or control of the remains of the Decedent 

Group for months or years after each of their deaths, engaged in conduct that caused the Class 

Members to suffer severe emotional distress. 

105. Defendants’ conduct included: 

a. Defendants failed to notify Plaintiffs that Mr. Harvey had died, 

Defendants failed to timely prepare and deliver required documents 

related to Mr. Harvey’s death including but not limited to his death 

certificate. 

b. On information and belief, Defendants failed to notify Class Members 

that their respective family member among the Decedent Group had 

died, Defendants failed to timely prepare and deliver required 

documents related to the deaths of those in the Decedent Group, 

including but not limited to their death certificates. 

c. On information and belief, Defendants also failed to timely obtain an 

Application and Permit for Disposition of Human Remains despite 

holding Mr. Harvey’s body and the bodies of those in the Decedent 

Group for months or years. 

d. On information and belief, Defendants failed to properly store Mr. 

Harvey’s remains and the remains of those in the Decedent Group at 

proper temperatures according to law, causing the severe deterioration 

and decomposition of the remains.  

106. Defendants were intentionally concealing their behavior for years while publicly 

providing false indications that they had complied with the 2022 Plan of Correction to remedy the 

above categories of derelictions.  In the 2024 Audit of Dignity, the CDHP found that Dignity “failed 
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to show documented evidence of data collected to track performance and to ensure improvements 

were sustained for two plans of correction for regulatory violations.”   Indeed, Dignity’s Quality 

Director openly admitted that Dignity didn’t bother to implement any part of the 2022 promised Plan 

of Correction, as it had otherwise stated it had done. 

107. Defendants were aware or should have been aware that they were acting as custodians 

with a duty of care as to the remains of Mr. Harvey and the individuals in the Decedent Group until 

such time as the family or legal representatives of such individuals could be found.  

108. Defendants’ conduct was outrageous and exceeded the bounds of decency in a 

civilized community. 

109. Defendants either intended to cause Plaintiffs and Class Members emotional distress, 

or acted with reckless disregard of the probability that Plaintiffs and Class Members would suffer 

emotional distress upon learning of Defendants’ actions with regard to Mr. Harvey and the Decedent 

Group.   

110. Plaintiffs and Class Members have suffered severe and permanent emotional distress, 

as described herein.  Plaintiffs’ and Class Members’ emotional distress came in many forms.  For 

example, Plaintiffs and Class Members suffered serious emotional distress during the period that their 

loved ones were missing prior to learning of their death.   As another example, Plaintiffs and Class 

Members suffered severe emotional distress from the knowledge about manner in which the 

Defendants handled Mr. Harvey’s remains and the remains of those in the Decedent Group.  In 

particular, Defendants caused the remains of Mr. Harvey and the individuals in the Decedent to 

become so decomposed that the remains can no longer be identified, and the mere viewing of such 

remains is incredibly traumatic. 

111. Defendants’ conduct as described herein was a substantial factor in causing Plaintiffs’ 

and Class Members’ emotional distress.  

112. Defendants’ conduct as described herein was oppressive and/or malicious, in that it 

was despicable conduct that subjected the family to cruel and unjust hardship in conscious disregard 

for the Plaintiffs’ and Class Members’ rights and/or was carried out with a willful and conscious 
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disregard to the rights of the Plaintiffs and Class Members.  As a corollary, Plaintiffs and Class 

Members seek an award of punitive damages as against Defendants by way of this complaint. 

THIRD CAUSE OF ACTION 

Negligence 

(As to Defendants CommonSpirit, Dignity, MSSNC, Lofton, and DOES 1-50 on behalf of Plaintiffs 

and Class Members) 

113. Plaintiffs re-allege and incorporate by reference herein all of the allegations contained 

in paragraphs 1-112 on behalf of themselves and all Class Members. 

114. Defendants owed a duty to Plaintiffs and Class Members to exercise reasonable and 

ordinary care when handling Mr. Harvey’s remains and the remains of the Decedent Group. That duty 

arose from, among other things, federal, state, and local laws that require Defendants to properly and 

adequately handle an individual’s remains as to preserve their dignity and honor the right of Plaintiffs 

and Class Members to control the disposition of the remains of their loved ones. 

115. Defendants also owed duties of care to the Plaintiffs and Class Members that included: 

a. Defendants’ duty to use reasonable efforts to notify the Plaintiffs about 

Mr. Harvey’s death, in addition to Defendants’ duty to prepare and/or 

deliver requisite documents related to Mr. Harvey’s death including his 

death certificate and an Application and Permit for Deposition of 

Human Remains. 

b. Defendants’ duty to use reasonable efforts to notify Class Members that 

their respective family member among the Decedent Group had died, 

in addition to Defendants’ duty to prepare and/or deliver requisite 

documents related to the deaths of those in the Decedent Group, 

including their death certificates and Applications and Permits for 

Deposition of Human Remains. 

c. Defendants’ duty to use ordinary care related to the storage of Mr. 

Harvey’s remains and the remains of those in the Decedent Group. 

116. On information and belief, Defendants breached their respective duties by: 
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a. Failing to handle Mr. Harvey’s remains with ordinary care; 

b. Failing to handle the remains of the Decedent Group with ordinary 

care; 

c. Failing to take reasonable efforts to notify the Plaintiffs about Mr. 

Harvey’s death.  This included failing to take steps including, but not 

limited to, timely preparing and delivering Mr. Harvey’s death 

certificate and timely obtaining an Application and Permit for 

Disposition of Human Remains; 

d. Failing to take reasonable efforts to notify Class Members about the 

deaths of the Decedent Group.  This included failing to take steps 

including, but not limited to, timely preparing and delivering the death 

certificates and timely obtaining Applications and Permits for 

Disposition of Human Remains for the Decedent Group; and 

e. Defendants failed to properly store Mr. Harvey’s remains and the 

remains of the Decedent Group. 

117. Defendants were intentionally concealing their behavior for years while publicly 

providing false indications that they had complied with the 2022 Plan of Correction to remedy the 

above categories of derelictions.  In the 2024 Audit of Dignity, the CDHP found that Dignity “failed 

to show documented evidence of data collected to track performance and to ensure improvements 

were sustained for two plans of correction for regulatory violations.”   Indeed, Dignity’s Quality 

Director openly admitted that Dignity didn’t bother to implement any part of the 2022 promised Plan 

of Correction, as it had otherwise stated it had done. 

118. As a result of Defendants’ aforementioned conduct, Plaintiffs and Class Members 

suffered damages, including but not limited to severe emotional distress. 

119. Defendants’ actions as described herein were the proximate cause of Plaintiffs’ and 

Class Members’ damages. 

120. Defendants’ conduct as described herein was oppressive and/or malicious, in that it 

was despicable conduct that subjected the family to cruel and unjust hardship in conscious disregard 
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for the Plaintiff’s and Class Members’ rights and/or was carried out with a willful and conscious 

disregard to the rights of the Plaintiffs and Class Members.  As a corollary, Plaintiffs and Class 

Members seek an award of punitive damages as against Defendants by way of this complaint.  

FOURTH CAUSE OF ACTION 

Negligent Hiring, Training, and Supervision 

(As Against Defendants CommonSpirit, Dignity, and DOES 1-50 on behalf of Plaintiffs and 

Class Members) 

121. Plaintiffs re-allege and incorporate by reference all of the allegations contained in 

paragraph 1 – 120 on behalf of themselves and all Class Members. 

122. Dignity had a duty to use reasonable care in hiring, training, and supervising the staff 

of its hospitals.  Moreover, Dignity publicly confirmed and allowed the DHHS and CDPH believed 

that it was performing these tasks as of April 12, 2022 per its implementation of 2022 Plan of 

Correction. 

123. On information and belief, Dignity failed to use reasonable care in hiring, training, and 

supervising the staff of its hospitals to assure that: 

a. Mercy San Juan’s staff were trained in their obligations required in 

preparing Mr. Harvey’s death certificate.  

b. Dignity staff were trained in their obligations required in preparing the 

death certificates of those in the Decedent Group. 

c. Mercy San Juan’s staff made reasonable attempts to give Mr. Harvey’s 

family notice of Mr. Harvey’s death. 

d. Dignity’s staff made reasonable attempts to give Class Members notice 

of the deaths of those in the Decedent Group. 

e. Mercy San Juan’s staff performed their requisite responsibilities 

towards preparing Mr. Harvey’s death certificate and delivering it to 

the funeral provider. 
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f. Dignity’s staff performed their requisite responsibilities towards 

preparing the death certificates of those in the Decedent Group and 

delivering them to the funeral provider. 

124. Defendants were intentionally concealing their behavior for years while publicly 

providing false indications that they had complied with the 2022 Plan of Correction to remedy the 

above categories of derelictions.  In the 2024 Audit of Dignity, the CDHP found that Dignity “failed 

to show documented evidence of data collected to track performance and to ensure improvements 

were sustained for two plans of correction for regulatory violations.”   Indeed, Dignity’s Quality 

Director openly admitted that Dignity didn’t bother to implement any part of the 2022 promised Plan 

of Correction, as it had otherwise stated it had done. 

125. As a direct result of Dignity’s negligent hiring, training, and supervision of its staff, 

Plaintiffs and Class Members suffered damages, including emotional distress damages, in excess of 

the jurisdictional minimum of this Court. 

126.  Dignity’s conduct as described herein was oppressive and/or malicious, in that it was 

despicable conduct that subjected the family to cruel and unjust hardship in conscious disregard for 

Plaintiffs’ and Class Members’ rights and/or was carried out with a willful and conscious disregard 

to the rights of the Plaintiffs and Class Members.  As a corollary, Plaintiffs and Class Members seek 

an award of punitive damages as against Defendants by way of this complaint.   

* * * 

PRAYER FOR RELIEF 

WHEREFORE, PLAINTIFFS PRAY FOR RELIEF AS FOLLOWS: 

1. A judgment in favor of Plaintiffs and Class Members and against Defendants; 

2. That the Court determine that this action may be maintained as a class action under 

California Code of Civil Procedure § 382; 

3. Appointment of Plaintiffs as Class representatives; 

4. Appointment of Plaintiffs’ counsel as Class counsel; 

5. Provision of Notice to all Class Members;  

6. General damages against Defendants according to proof; 
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7. Special damages against Defendants according to proof; 

8. Punitive damages as against Defendants;  

9. Legal interest, including pre-judgment and post-judgment interest, on judgment from 

the filing of the original complaint to the date of judgment; 

10. Any other and further relief as this Court deems just and proper.  

* * * 

DEMAND FOR JURY TRIAL 

Plaintiffs demand a trial by jury on all the triable issues within this Complaint.  

 

DATED: January 9, 2025 ZWEIBACK FISET & ZALDUENDO LLP 

 

  

Rachel Fiset 
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