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  4568 Mayfield Road 

  Suite 204 

  Cleveland, Ohio 44121 

 

and 

 

JHT WALLICK HOLDINGS, LLC 

  c/o Registered Agent Solutions, Inc. 

  4568 Mayfield Road 
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  Cleveland, Ohio 44121 

 

 

JOHN DOE, aka “Jerry” an individual 

whose name is presently unknown 
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Complaint is based upon information and belief except as to those paragraphs that relate to 

Plaintiff, which are based on Plaintiff’s personal knowledge.  For this Complaint, Plaintiff states 

follows: 

NATURE OF THE ACTION 

1. This is a wrongful death and survival action based upon systemic neglect and 

abuse by Oakleaf Village.  Oakleaf is an Ohio-licensed Residential Care Facility that provides 

care for seniors with age-related dementias.  Ms. Bonnie Lease-Phillips, who suffered from 

dementia and had limited physical mobility required assisted living services.  Based on Oakleaf’s 

representations and assurances, Christopher Lease entrusted his mother’s care to Oakleaf.  In her 

final months under Oakleaf’s care, Christopher’s mother was sexually assaulted by another 

resident, suffered from nearly continuous urinary tract infections, and suffered no less than six 

falls while being ambulated or neglected by Oakleaf staff.  Her final fall at Oakleaf resulted in 

head trauma and intracranial hemorrhaging. She never recovered and passed away on November 

20, 2022.   

2. An Affidavit of Merit is attached as Exhibit 1. 

3. A copy of the Resident Agreement is attached as Exhibit 2. 

PARTIES 

4. Plaintiff Christopher Lease is the son of Bonnie Lease-Phillips, deceased, and is 

the Executor of her Estate, having been appointed by the Lucas County Probate Court, Case No. 

2022 EST 2863.  He brings this claim on behalf of both the Estate and all next of kin of Bonnie 

Lease Phillips. 
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5. Oakleaf Village, Ltd is an Ohio limited partnership and operates as a Residential 

Care Facility known as Oakleaf Village of Toledo-Sylvania, located at 4220 North Holland-

Sylvania Road, Toledo, Lucas County, Ohio. 

6. Oakleaf Village is licensed by the Ohio Department of Health as a Residential 

Care Facility. 

7. Upon information and belief, Oakleaf is owned and operated by JHT Wallick 

Holdings, LLC, an Ohio limited liability company whose principal place of business is in New 

Albany, Franklin County, Ohio. 

8. John Doe, aka “Jerry” is an individual who, upon information and belief, is a 

current resident at Oakleaf’s facility, in Toledo, Lucas County, Ohio. He is referenced in records 

as “105 GD”. 

JURISDICTION & VENUE 

9. The Lucas County Court of Common Pleas has jurisdiction over this matter 

through Ohio Revised Code § 2305.01. 

10. This matter is properly venued in the Lucas County Court of Common Pleas 

pursuant to Ohio Civil Rule 3, in that Lucas County is the county in which all or part of the 

claims have arisen. 

11. Pursuant to Ohio R. Civ. P. 8, Plaintiff states that the amount in controversy 

exceeds $25,000.00. 

ALLEGATIONS 

12. At all times relevant, Oakleaf was in the business of providing assisted care as a 

Residential Care Facility as defined under Ohio law. 

13. Upon information and belief, Oakleaf is owned by JHT Wallick Holding, LLC. 
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14. Upon information and belief, JHT Wallick Holdings exercises actual control of 

Oakleaf Village, its management, and operations.  This includes, but is not limited to, 

establishing policies and procedures regarding resident care, budgeting and finances, staffing and 

personnel management, training, monitoring and supervising, maintaining resident records, and 

marketing.  

15. Oakleaf operates a special care unit called “The Grove” that is dedicated to 

providing care and safety to residents who have diagnoses that include, but are not limited to, 

dementia. 

16. At all times relevant, Oakleaf was licensed to operate as a Residential Care 

Facility by the Bureau of Regulatory Operations at the Ohio Department of Health. 

17. As a Residential Care Facility, Oakleaf understands that the decision to move a 

loved one with dementia to an assisted living facility is often a difficult and emotional choice for 

family members. 

18. Oakleaf advertises and markets to family members facing the need to find assisted 

care for their loved ones. 

19. Oakleaf invites family members facing the need to find assisted care for their 

loved ones to entrust such care to it. 

20. Oakleaf represents that it will provide person-centered care to loved ones, protect 

their dignity, has highly trained care providers, and will ensure it provides a state-of-the-art safe 

and secure environment for residents. 

21. More specifically, Oakleaf represents: 

a. it is a state licensed Residential Care Facility; 
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b. it is adequately and expertly staffed, hiring “only the top professionals” to 

“maintain a high staff-to-resident ratio”; 

c. it provides residents with “24/7 nursing & personal care assistance”; 

d. its dementia caregivers have 5x more training than the state requires; 

e. it performs fall risk assessments and implements fall risk strategies/protocols 

for residents; 

f. it provides residents with “mobility assistance”; 

g. it equips its facilities and suites with “smart technology” to track residents 

and/or ensure resident safety and security; 

h. it utilizes security cameras at its facilities to ensure resident safety and 

security; 

i. it takes residents to the bathroom in advance of need or at least every 2 hours 

and changes or assists in changing incontinence pads and perineal care; 

j. Assists with a bath or shower 2-3 times per week and on other days provides 

personal hygiene assistance. 

22. Since December 2016, Plaintiff Christopher Lease has served as Bonnie’s Power 

of Attorney and Healthcare Power of Attorney. 

23. In or about June 2018, Ms. Bonnie Lease-Phillips (“Bonnie”) was medically 

diagnosed with progressive dementia. 

24. As Bonnie’s dementia progressed, she reached a level where she was no longer 

able to live independently, leading her family to look for a facility that would provide her with a 

safe living environment and the assisted care needed for her condition and herself. 
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25. In or about May 2019, Bonnie’s family visited Oakleaf, whereby staff members 

made the above referenced representations and more. 

26. Specifically, Oakleaf advised the family that The Grove was specifically designed 

for patients with dementia and provided special interventions to ensure the safety and well-being 

of residents, including procedures intended to prevent wandering and inappropriate behavior of 

residents. 

27. Oakleaf further advised that it would remove residents who posed a risk to others. 

28. Oakleaf further represented that its staff provides mobility assistance for 

residents.  

29. Oakleaf advised Bonnie’s family that her monthly private pay rate would be 

approx. $6500. 

30. On or about May 2, 2019, Bonnie Lease-Phillips, who at that time was 83 years 

old, was accepted and admitted by Oakleaf as a resident at its facility by a written admissions 

agreement, a copy of which is attached, marked Exhibit 2, and incorporated by reference. 

31. Because of her dementia, Bonnie was placed into Oakleaf’s memory care facility, 

The Grove. 

32. Specifically, she was placed in the “Azalea” wing of The Grove. 

33. Pursuant to the written admissions agreement, Oakleaf, in exchange for 

payment, promised and agreed to provide Bonnie with all due and proper care for her safety and 

well-being, as reasonably required by her dementia and physical health, including proper care, 

assistance, treatment, monitoring, and supervision at its facility.  

34. Bonnie remained a resident of Oakleaf through October 2022. 
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35. In the approximately 42 months Bonnie was a resident at Oakleaf, she paid in 

excess of $280,000.00 for her assisted living care. 

36. At all times material hereto, Bonnie’s dementia rendered her with a diminished 

cognitive capacity. 

37. Over the course of her residency at Oakleaf, Bonnie’s dementia progressed and 

worsened. 

38. Over the course of her residency, Bonnie became mostly non-verbal. 

39. Over the course of her residency at Oakleaf, Bonnie’s mobility worsened and her 

fall risk increased. 

40. Bonnie was highly dependent on assisted care for her safety, well-being, and 

survival. 

41.  Over the course of her residency at Oakleaf, Bonnie was subjected to neglect and 

abuse resulting from Oakleaf’s failure to exercise the degree of care that a reasonable person 

having the care and custody of Bonnie would exercise. 

42. Upon information and belief, Oakleaf understaffed its facility so that its 

employees could not adequately assess, assist, or supervise memory-impaired residents. 

43. In May 2020, Bonnie was diagnosed with a serious urinary tract infection 

(“UTI”). 

44. Upon information and belief, this UTI occurred as a result of Oakleaf not 

providing adequate assistance to Bonnie in using the bathroom, bathing, and/or with personal 

hygiene.  

45. In November 2020, while Oakleaf staff was supposed to be assisting Bonnie in 

toileting, the staff member left her unattended, and Bonnie fell to the floor hitting her head. 
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46. After the fall, Oakleaf advised the family Bonnie was fine and no medical 

attention was needed. 

47. In January 2021, Bonnie was diagnosed with another serious UTI. 

48. Upon information and belief, this second UTI occurred as a result of Oakleaf not 

providing assistance to Bonnie in using the bathroom, bathing, and/or with personal hygiene.  

49. In May 2021, Oakleaf performed a fall risk assessment on Bonnie and determined 

she had a “high fall risk”. 

50. In September 2021, Bonnie was diagnosed with an additional serious UTI.  

Records indicated that she had suffered frequent UTIs over the previous few months. 

51. Upon information and belief, these UTIs occurred as a result of Oakleaf not 

providing assistance to Bonnie in using the bathroom, bathing, and/or with personal hygiene.  

52. In January 2022, Bonnie was noted to be disoriented and in need of mobility 

assistance. 

53. In January 2022, Oakleaf staff found Bonnie on the floor – apparently having 

fallen.  It was noted that Bonnie had 1-2 falls in the previous few months. 

54. In March 2022, it was again noted that Bonnie was a high fall risk. 

55. In March 2022, staff left Bonnie unattended and she fell and hit her head on a 

table and chair.  Other residents notified staff who found Bonnie on the floor and noted some 

head trauma. 

56. In April 2022, Bonnie attempted to stand to walk, lost her balance, and fell.  It 

was noted that she was unresponsive for 2 mins. 

57. In April 2022, just a few days after Bonnie’s latest fall, Bonnie’s family met with 

Oakleaf and expressed safety and care concerns. 
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58. Specifically, Bonnie’s family repeated a complaint to Oakleaf that during their 

visit with her, an individual known as “Jerry” wandered into her private quarters.  Oakleaf 

acknowledged that he has a history of doing this and assured the family that would monitor him. 

59. Bonnie’s family also complained she was in need of more physical assistance 

with ambulation.  

60. Oakleaf staff discussed moving Bonnie from “Azalea” to “Buckeye” - a higher 

care wing where she would get more assistance. 

61. In April 2022, Bonnie was diagnosed with yet another serious UTI.  

62. Upon information and belief, this UTI occurred as a result of Oakleaf not 

providing assistance to Bonnie in using the bathroom, bathing, and/or with personal hygiene.  

63. In May 2022, Oakleaf noted that Bonnie had balance issues, decreased 

coordination, was jerky, unstable, and chair bound.  It was again noted that she was a high fall 

risk. 

64. On or about May 20, 2022, Oakleaf advised the family that at approximately 

1:00am, it discovered that male resident had left his room and wandered into Bonnie’s room.  

Staff observed the male resident in bed with Bonnie with his pants down, penis exposed, and his 

hands on her breasts. 

65. Oakleaf staff noted they immediately removed the male from the room, assisted 

Bonnie in re-dressing, and moving her to another room in the “Buckeye” wing, away from the 

assailant.  

66. Oakleaf advised the family of the assault, but assured the family she was fine and 

suffered no injury. 
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67. When pushed by the family for information on the assault, Oakleaf could not say 

how long the male resident was in the room or what type of sexual assault occurred before the 

staff member arrived. 

68. Oakleaf refused to provide or confirm the identity of the male resident or a copy 

of any incident report. Upon information and belief, Oakleaf did not conduct any assessment of 

Bonnie following the assault, report the assault to authorities, or refer Bonnie for a medical 

evaluation/exam. 

69. Plaintiff made repeated requests for Bonnie’s records and/or any reports 

documenting the incident, all of which were denied by Oakleaf.  Oakleaf referred the inquiry and 

matter to its liability carrier, who also advised that it would unable to share any internal reports. 

70. Upon information and belief, Oakleaf identified the male resident as “GD” in 

room #105.  Upon information and belief, this male is “Jerry”. 

71. Upon information and belief, Oakleaf knew or should have known that the said 

perpetrator posed a risk of physical and psychological harm to residents of Oakleaf, including 

Bonnie. 

72. Upon information and belief, Oakleaf disregarded the known risks, and took no 

steps or ineffective steps to protect Oakleaf residents, including Bonnie, from the perpetrator.  

73. Oakleaf failed to properly ensure that the male resident did not wander, leave his 

room unsupervised, and/or pose a threat to Oakleaf residents, including Bonnie. 

74. On or about May 23, 2022, Oakleaf staff decided to finally advise medical staff 

that it discovered a male resident in a patient’s bed. 

75. In May 2022, within days of being moved to Buckeye, where Oakleaf represented 

Bonnie would get more assistance with ambulating, Bonnie suffered another fall. 
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76. In June 2022, it was noted that her mental status was declining and that she 

needed constant encouragement to eat. 

77. In June 2022, Bonnie was diagnosed with another serious UTI.  

78. The UTI persisted throughout the month of June, despite being prescribed 

antibiotics. 

79. Upon information and belief, this UTI occurred and/or persisted as a result of the 

sexual assault by Jerry and/or Oakleaf not providing assistance to Bonnie in using the bathroom, 

bathing, and/or with personal hygiene and/or administering her medication.  

80. In June 2022, Bonnie suffered another fall while being assisted by an aide in 

getting out of bed to use the bathroom. 

81. In July 2022, Oakleaf staff noted that Bonnie suffered another fall while being 

assisted by an aide with ambulating.  Oakleaf advised the family of the fall and indicated that it 

was a “learning opportunity” for the aide. 

82. In August 2022, Bonnie suffered another fall. 

83. In August 2022, it was noted by Bonnie’s medical team that she had still not 

“bounced back” from the UTI.  It was further noted that she had declined in mobility. 

84. On or about October 24, 2022, Oakleaf staff left Bonnie unattended for a 

prolonged period of time in the dining room.  In effort to move from herself from her chair to her 

wheelchair, Bonnie fell and struck her head.  She was transported to the hospital by EMS for 

evaluation.  She was then released back to Oakleaf. 

85. On or about October 25, 2022, Bonnie was again left unattended by Oakleaf staff 

and suffered another fall, striking her head. She was transported to the hospital by EMS where 

she was diagnosed with intracranial hemorrhages.  
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86. It was noted that the head injury/hemorrhage significantly worsened her 

underlying microvascular disease and cognition. 

87. Plaintiff made repeated attempts with Oakleaf to obtain copies of Bonnie’s care 

records 

88. On October 25, 2022, Bonnie’s family sent notice to Oakleaf that it was 

terminating the rental agreement. 

89. On or about November 10, 2022, as Bonnie’s condition continued to decline, the 

family was referred to hospice care. 

90. On November 20, 2022, Bonnie passed away. 

OAKLEAF COUNTS 

Count I:  Survival Action – Negligent Care 

 

91. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

92. At all times relevant to this litigation, Oakleaf held itself out as a licensed 

Residential Care Facility. 

93. Ohio Residential Care Facilities must operate pursuant to Chapter 3721 of the 

Ohio Revised Code and Section 3701-17-50 et seq. of the Ohio Administration Code.  

94. As defined by Ohio law, Residential Care Facilities, such as Oakleaf, are 

obligated to ensure that residents, like Bonnie: 

a. are provided with “a safe…living environment”;  

b. are free from “physical, verbal, mental, and emotional abuse”;  and 

c. receive adequate and appropriate treatment, care, and services that comprise 

necessary and appropriate care[.] 
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95. Oakleaf held itself out as being able to provide specialized care for 

cognitively/memory-impaired residents, like Bonnie. 

96. Oakleaf knew that residents suffering from dementia and Alzheimer's were prone 

to wandering and prone to subjecting themselves and/or others to sexual harm/predation.  

97. Oakleaf knew that some dementia residents, like Bonnie, who also had mobility 

issues, required assistance with toileting and personal hygiene. 

98. Oakleaf knew that some cognitively-impaired residents, like Bonnie, had high fall 

risks, particularly when left unattended, and required adequate monitoring and mobility 

assistance. 

99. At all times relevant, Bonnie had a special relationship with Oakleaf where she 

was dependent on Defendants and their staff for care, treatment, assistance, and her general 

safety, including but not limited to: 

a. Assisting her with personal hygiene; 

b. Assisting her with mobility; 

c. Implementing procedures and protocols and providing adequate monitoring 

and assistance to protect her against known fall risks; and 

d. Implementing procedures and protocols and providing adequate monitoring 

and assistance to protect her from sexual and/or physical abuse.  

100. Following its acceptance of Bonnie as a memory care resident in its assisted 

living facility, Oakleaf was under a continuing duty, both under common law and by the terms of 

said admissions agreement, to exercise reasonable care in the monitoring, supervision, care, and 

treatment of Bonnie in light of her known condition and needs.  
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101. Defendants, by their conduct and omissions described above, directly or through 

their employees or agents, failed to provide the assisted living care, services, and environment it 

was obligated to provide.  This includes, but is not limited to: 

a. Choosing not to appropriately assess and reassess Bonnie to ensure there was 

understanding as to the level of care, assistance, interventions, monitoring, 

and treatment she required and whether Oakleaf was capable of providing 

such care; 

a. Failing to exercise reasonable care in providing assisted living services, 

including personal hygiene services and toileting assistance, leading to 

numerous UTIs; 

b. failure to promulgate and enforce effective policies to prevent resident 

wandering and elopement; failure to properly monitor residents; failure to 

provide a safe and secure environment; failure to provide, maintain, and/or 

monitor departure alert systems; failure to provide secure dementia support 

units; failure to provide supervision; failure to provide time-specific 

monitoring; failure to provide, maintain, or monitor video cameras and other 

security systems; and failure to provide adequate staff, leading Bonnie to be 

sexually assaulted by another memory-care resident while in her own room. 

c. Failing to exercise reasonable care in providing proper mobility assistance, 

including failing to monitor and supervise Bonnie, leaving her unattended for 

extended periods of time, failing to assist her in toileting as she needed, and 

failing to exercise care while assisting her with mobility, leading to repeated 
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falls that caused her to suffer serious and permanent injury, pain, medical 

treatment, and ultimately, her untimely death.   

102. Oakleaf’s failures to provide proper care, assistance, and treatment to Bonnie also 

include, but are not limited to: 

a. Choosing to not provide adequate staffing at its facility to adequately assist, 

care for, and supervise memory-impaired residents such as Bonnie; 

b. Choosing to staff its facility with too few or underqualified individuals who 

could adequately assist, care for, and supervise memory-impaired residents 

such as Bonnie; 

c. Choosing not to properly train and supervise staff to ensure that they were 

providing proper assistance, care, and supervision to memory-impaired 

residents such as Bonnie; 

d. Failing to implement and/or adhere to appropriate interventions to monitor 

and supervise residents to protect their safety; 

e. Choosing to violate regulations governing care and staffing levels in facilities 

that are intended to protect residents like Bonnie from the injuries she 

suffered; and 

f. Such other acts or omissions described in this Complaint or discovered during 

litigation.  

103. In addition to the foregoing, Plaintiff will rely on the doctrine of res ipsa loquitur. 

104. The care, assistance, and treatment Oakleaf provided to Bonnie fell below the 

standard of care expected of long-term care organizations, including residential care facilities, 

under the same or similar circumstances. 
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105. Due to the carelessness and negligence of Defendants and their employees, 

Bonnie suffered serious and permanent physical injuries, mental distress, required medical 

treatment and hospitalization, and ultimately, suffered an untimely death. 

106. Bonnie’s physical injuries, including her sexual assault and pain, and mental 

distress were proximately caused by the carelessness, negligence, and breach of duties owed to 

Bonnie by Oakleaf and its employees.   

WHEREFORE, Plaintiff demands judgment against the Defendants, jointly, in an amount 

more than Twenty-Five Thousand Dollars ($25,000.00), for Bonnie’s conscious pain and 

suffering, medical expenses, loss of enjoyment, together with costs of suit, attorney's fees and 

expenses, punitive and exemplary damages, and any other relief to which the decedent may be 

entitled and/or that the court finds is appropriate and/or equitable. 

Count II:  Wrongful Death 

 

107. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

108. Plaintiff brings this Cause of Action pursuant to Ohio’s Wrongful Death Statute 

for the benefit of Bonnie Lease-Phillip’s heirs and next of kin who have suffered loss and 

damage due to Bonnie’s wrongful death. 

109. As a direct and proximate result of the unreasonable conduct described above, 

Bonnie sustained physical injuries that caused her untimely and wrongful death. 

110. Bonnie’s next of kin suffered damages as set forth in the Ohio Wrongful Death 

statute, including mental anguish, grief, medical and funeral expenses, and loss of decedent’s 

society and companionship.  
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WHEREFORE, Plaintiff demands judgment against the Defendants, jointly, in an amount 

more than Twenty-Five Thousand Dollars ($25,000.00) to compensate the decedent's next of kin 

and heirs at law, together with costs of suit, attorney's fees and expenses, exemplary damages, 

and any other relief the court finds is appropriate and/or equitable. 

Count III:  Breach of Contract 

111. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

112. By reason of the foregoing, and the written Resident Agreement (attached and 

marked as Exhibit 2, and incorporated by reference) entered into by Defendants and Plaintiff, 

Defendants promised and agreed, for valuable consideration, to provide Bonnie with a private 

living unit, all meals, and all due and proper care for her safety and well-being as her dementia 

and health reasonably required, including care, assistance, treatment, monitoring, and 

supervision.  

113. Plaintiff complied with all applicable provisions of the contractual relationship 

with Oakleaf. 

114. More specifically, during her time as a resident at Oakleaf, Plaintiff paid 

Defendants in excess of $280,000.00 in exchange for the services, care, and treatment Oakleaf 

promised to provide under the Resident Agreement. 

115. Oakleaf failed to comply and breached its obligations, warranties, and duties 

owed to Plaintiff under the Resident Agreement. 

116. As a direct and proximate result of Defendant’s breaches, Plaintiff suffered harm. 

WHEREFORE, Plaintiff demands judgment against Defendants in an amount more than 

Twenty-Five Thousand Dollars ($25,000.00), together with costs of suit, attorney's fees and 
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expenses, punitive and exemplary damages, and any other relief to which the court finds is 

appropriate and/or equitable. 

Count IV:  Misrepresentation (Fraud)  

 

117. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

118. Defendants concealed facts concerning their staffing levels, quality of care, 

quality of service, and the amount of care they were actually capable of providing at Oakleaf to 

memory-care residents like Bonnie.  This includes, but is not limited to, personal hygiene care, 

assistance with toileting, mobility assistance, safety, and security.   

119. Despite representing that it provides residents with high-quality food, it was 

discovered that since August 2021, The Grove at Oakleaf has been cited for no less than 50 

health violations by the Toledo-Lucas County Health Department, which noted that Oakleaf’s 

kitchen staff were inadequately trained and repeatedly disregarded health and safety rules. 

120. Not only did Defendants conceal information and conduct stated herein, but they 

also publicly and privately represented that they provide exceptional memory care services in an 

effort to induce Bonnie’s family and other potential customers to place and keep their loved ones 

in their care and custody. 

121. These inducements were made falsely, with knowledge of their falsity, or with 

such utter disregard and recklessness as to whether they were true or false that knowledge may 

be inferred with the intent of misleading Bonnie’s family and other potential customers into 

placing and/or keeping their loved ones in the care and custody of Defendants. 

122. Bonnie’s family reasonably relied on Defendants' initial and continuous 

representations and concealments regarding the degree of care they provide. 
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123. The result of these inducements and concealments was that Bonnie’s family 

allowed their loved one to be placed and/or remain in Defendants' facility. 

124. As a direct and proximate result of Defendants' actions, representations, and 

concealments, Bonnie suffered conscious pain and suffering, neglect, a sexual assault, and death. 

125. As a direct and proximate result of Defendants' action, representations, and 

concealments, Bonnie’s next of kin have experienced harm and losses as a result of her death, 

including those damages set forth in Ohio's wrongful death statute, R.C. 2125.02. 

WHEREFORE, Plaintiff demands judgment against the Defendants, jointly, in an amount 

in excess of Twenty-Five Thousand Dollars ($25,000.00), together with costs of suit, attorney's 

fees and expenses, punitive and exemplary damages, and any other relief to which the court finds 

is appropriate and/or equitable. 

Count V:  Residential Care Facility Resident Rights  

Violation R.C. 3721.13 

 

126. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

127. Defendants, directly or through their employees or agents, violated Bonnie’s 

rights as a resident of the Defendants' facilities, as enumerated in R.C. 3721.13, including, but 

not limited to, the right to adequate and appropriate medical treatment and nursing care. 

128. These violations constitute negligence per se and give rise to a statutory cause of 

action. 

129. As a direct and proximate result of Defendants' violations of R.C. 3721.13, 

Bonnie endured conscious pain and suffering and disability, incurred medical expenses, suffered 

her untimely death, and was otherwise harmed. 
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WHEREFORE, Plaintiff demands judgment against the Defendants, jointly, in an amount 

in excess of Twenty-Five Thousand Dollars ($25,000.00), together with costs of suit, attorney's 

fees and expenses, punitive and exemplary damages, and any other relief to which the court finds 

is appropriate and/or equitable. 

Count VI:  Corporate Negligence  

 

130. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

131. At all times mentioned in this Complaint, Defendants were under a duty to draft, 

adopt, formulate, institute, and promulgate policies, plans, measures, and steps to provide for 

proper care, treatment, monitoring, and supervision of its residents including Bonnie, and to 

enforce, implement, and effectuate such policies, plans, measures, and steps through its 

employees at Oakleaf Village. 

132. Defendants failed in its duty to draft, adopt, formulate, institute, and promulgate 

such policies, plans, measures, and steps to provide for the proper care, treatment, monitoring, 

and supervision of its residents including Bonnie, and also failed in its duty to enforce, 

implement, and effectuate such policies, plans, measures, and steps through its employees at 

Oakleaf Village.  

133. Due to the carelessness and negligence of Defendants in failing to formulate and 

promulgate such policies and measures, or to enforce and implement them through its employees 

of Oakleaf Village, Bonnie suffered serious and permanent physical injury, was assaulted, 

suffered mental distress, required medical treatment and hospitalization, and ultimately, suffered 

an untimely death. 
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134. Oakleaf promoted itself as having highly qualified, caring, attentive staff, 

specially trained to provide assistance and care to memory-care residents. 

135. Upon information and belief, Defendants prioritized its business needs and/or 

desire to minimize hiring/employee costs ahead of its duty to ensure it was hiring well-qualified, 

caring, and capable staff to care for residents. 

136. Upon information and belief, Defendants failed to properly train and/or supervise 

its employees to ensure they were providing proper care, assistance, treatment, and supervision 

of residents. 

137. Specifically, Defendants’ staff failed to provide proper personal hygiene care and 

assistance to Bonnie, leading to numerous UTIs. 

138. Defendants’ staff failed to assist Bonnie in toileting, leading to numerous UTIs 

and multiple falls while she attempted to care for herself, despite her limited mobility. 

139. Defendants’ staff repeatedly left Bonnie unattended for extended periods of time, 

leading to multiple falls, including her final fall. 

140. Defendants’ staff repeatedly failed to take proper care in providing mobility 

assistance to Bonnie, leading to multiple falls. 

141. Defendants’ staff repeatedly failed to monitor the wandering of a male resident 

who would enter Bonnie’s room without consent, leading to her being sexually assaulted by the 

resident. 

142. As a result of Defendants’ negligent hiring, training, and/or supervising practices, 

Bonnie suffered serious physical and mental trauma, including but not limited to being sexually 

assaulted, suffering repeated and serious UTIs, and numerous falls, ultimately leading to her 

untimely death. 
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143. The assault, serious physical injuries from UTIs and falls, pain and suffering, and 

mental distress suffered by Bonnie were proximately caused by the carelessness and negligence 

of Defendants in failing to formulate and promulgate such policies and measures or to enforce 

and implement them through its employees of Oakleaf Village. 

144. The assault, serious physical injuries from UTIs and falls, pain and suffering, and 

mental distress suffered by Bonnie were proximately caused by the carelessness and negligence 

of Defendants in hiring, training, and/or supervising its Oakleaf Village staff.  

WHEREFORE, Plaintiff demands judgment against the Defendants, jointly, in an amount 

in excess of Twenty-Five Thousand Dollars ($25,000.00), together with costs of suit, attorney's 

fees and expenses, punitive and exemplary damages, and any other relief to which the court finds 

is appropriate and/or equitable. 

Count VII:  Unfair or Deceptive Acts or Practices 

Violation of R.C. 1345.01 et seq.  

 

145. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

146. At all times relevant, Plaintiff was a “consumer” as defined in R.C. 1345.01(D). 

147. At all times relevant, Defendant was a “supplier” as defined in R.C. 1345.01(C). 

148. At all times relevant, Defendants engaged in “consumer transactions,” as defined 

in R.C. 1345.01(A), with Plaintiff. 

149. Pursuant to R.C. 1345.02, no supplier shall commit an unfair and/or deceptive act 

and/or practice in connection with a consumer transaction. 

150. Defendants committed unfair and/or deceptive acts and/or practices in violation of 

R.C. 1345.02, including, but not limited to, the following: 
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a. Defendants represented that their facility, staff, and/or services and 

care had performance characteristics or benefits that it did not have, in 

violation of R.C. 1345.02(B)(1); 

b. Defendants represented that their facility, staff, and/or services 

were of a particular standard, quality, grade or prescription, when it was not, 

in violation of R.C. 1345.02(B)(2); 

c. Defendants represented that they provided services that had not 

been supplied, in violation of R.C. 1345.02(B)(5). 

151. As set forth above, Defendants committed acts and omissions that constitute 

unconscionable acts or practices under R.C. 1345.03, including, but not limited to, the 

following: 

a. Knowingly taking advantage of the inability of Bonnie to 

reasonably protect her interests because of her physical and mental infirmities; 

b. Knowingly making misleading statements upon which it knew 

Plaintiff was likely to rely upon, to her detriment. 

152. As a direct and proximate result of Defendants’ violations of R.C. 1345.01 et seq., 

decedent Bonnie Lease-Phillips, sustained injuries and damages. 

153. Pursuant to R.C. 1345.09(A), Plaintiff may elect to rescind the Resident 

Agreement with Oakleaf or recover three (3) times the amount of Plaintiff’s actual 

economic damages, plus an amount not exceeding five thousand dollars in noneconomic 

damages. 

154.  Pursuant to R.C. 1345.09(F)(2), Plaintiff is also entitled to an award for her 

reasonable attorney fees, as well as her costs incurred herein. 
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WHEREFORE, Plaintiff demands judgment against the Defendants, jointly, for 

restitution of all funds paid to Oakleaf, together with costs of suit, attorney's fees and expenses, 

and any other relief to which the court finds is appropriate and/or equitable. 

JOHN DOE COUNTS 

Count VIII:  Sexual Assault/Battery 

 

155. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

156. As described above, Bonnie had very limited mobility, was substantially non-

verbal, and had advanced dementia. 

157. On or about the night of May 20, 2022, John Doe left his room at Oakleaf and, 

without consent, entered Bonnie’s room where she was asleep in bed. John Doe removed his 

clothing, got into Bonnie’s bed, and, without the privilege of consent, sexually assaulted her. 

158. Upon information and belief, Oakleaf staff discovered John Doe in Bonnie’s room 

sometime around 1:00am.  

159. Upon entering her room Oakleaf staff observed John Doe in her bed without his 

pants on and his penis exposed, touching Bonnie. 

160. The staff member removed John Doe from the room and assisted in reclothing 

Bonnie. 

161. Bonnie was then relocated to another wing for her safety. 

162. Oakleaf records identify the male resident as “105 GD”. 

163. Upon information and belief, this individual’s name is “Jerry”. 

164. Prior to the May 20, 2022, assault, Plaintiff Chris Lease had been present in his 

mother’s room when “Jerry” entered the room without knocking, announcing himself, or having 

consent.  Plaintiff requested he immediately leave and advised Oakleaf staff. 
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165. In the days following the assault, there is an indication that Bonnie’s mental status 

declined and that she had to have constant encouragement to eat. 

166. Upon information and belief, John Doe may have sexually accosted Bonnie on 

previous occasions. 

167. As a direct and proximate result of John Doe’s assault(s), Plaintiff suffered 

physical and mental injuries and distress. 

WHEREFORE, Plaintiff demands judgment against Defendant John Doe, in an amount 

in excess of Twenty-Five Thousand Dollars ($25,000.00), together with costs of suit, attorney's 

fees and expenses, punitive and exemplary damages, and any other relief to which the court finds 

is appropriate and/or equitable. 

ALL DEFENDANT COUNTS 

Punitive Damages 
 

168. Plaintiff incorporates by reference each preceding and succeeding paragraph as 

though set forth fully at length herein. 

169. Bonnie, with her advanced age, progressive dementia, and limited mobility and 

speech, belonged to a highly vulnerable class of people. 

170. Bonnie’s condition rendered her highly dependent on a skilled facility with skilled 

staff to provide her with assisted living care. 

171. Oakleaf is a for-profit entity whose revenue is generated from private pay 

residents like Bonnie. 

172. As set forth above, Oakleaf Defendant’s misrepresentations about its quality and 

capability of providing care to Bonnie were made to not only induce Plaintiff to place his mother 

in their facility but were ongoing in order to induce Plaintiff to keep his mother in their facility.  

Such conduct was unconscionable.  
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173. Oakleaf’s care, treatment, monitoring, and supervision of Bonnie was of such a 

wanton, willful, reckless and/or heedless character as to manifest and evince a callous and 

reckless disregard for the health and well-being of others, including Bonnie, who was caused to 

suffer serious injuries, pain and suffering, and ultimately, an untimely death. 

174. The acts of John Doe described herein constitute malice.  In particular, his 

predatory actions against an individual as vulnerable and incapable of consent as Bonnie, were 

outrageous and taken with a conscious disregard for the rights and well-being of Bonnie.  His 

acts had a great probability of causing substantial harm to Bonnie, and in fact did cause such 

harm. 

175. As to both Oakleaf Defendants and Defendant John Doe, Plaintiff is entitled to 

and demands punitive damages in an amount to be determined by the trier of fact.  

PRAYER FOR RELIEF 

WHEREFORE, Plaintiff demands judgment against Oakleaf Defendants and John Doe 

Defendant as set forth above in the respective causes of action, requesting the Court award: 

a. Damages and ascertainable losses in such amount to be determined at trial and as 

provided by applicable law; 

b. Pre-judgment and post-judgment interest; 

c. Costs including reasonable attorneys’ fees and costs, court costs, and other litigation 

expenses; and 

d. Any other relief the Court may deem just and proper. 

 

Date: 04/05/2023     Respectfully submitted, 

 

/s/ Wesley D. Merillat    

Wesley D. Merillat (OH 0080253) 
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Charles E. Boyk (0000494) 

CHARLES E. BOYK LAW OFFICES, LLC 

1500 Timberwolf Dr. 

Holland, OH 43528 

Telephone:  (419) 241-1395 

Facsimile:   (419) 241-8731 
Email: wmerillat@charlesboyk-law.com   
Attorneys for Plaintiff 

 

 

 

JURY DEMAND 

 

Plaintiff hereby respectfully demands a jury trial as to all issues contained herein. 

 

/s/ Wesley D. Merillat   
Wesley D. Merillat (0080253) 
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PRAECIPE FOR SERVICE 

 

TO THE CLERK: 

 Please serve summons and Complaint upon the below Defendants, by certified mail, return 

receipt requested, at the following: 

OAKLEAF VILLAGE, LTD., 

d/b/a OAKLEAF VILLAGE OF TOLEDO-SYLVANIA 

  c/o Registered Agent Solutions, Inc. 

  4568 Mayfield Road 

  Suite 204 

  Cleveland, Ohio 44121 

 

and 

 

JHT WALLICK HOLDINGS, LLC 

  c/o Registered Agent Solutions, Inc. 

  4568 Mayfield Road 

  Suite 204 

  Cleveland, Ohio 44121 

 

 

      

 

      __/s/Wesley D. Merillat________________  

Wesley D. Merillat (0080253) 

      Attorney for Plaintiff 
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EXHIBIT 1 

 

Affidavit of Merit 

MARK SHOAG, M.D 
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EXHIBIT 2 

 

RESIDENT AGREEMENT 
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