
IN AND BEFORE THE OKLAHOMA STATE BOARD 
OF MEDICAL LICENSURE AND SUPERVISION 

STATE OF OKLAHOMA 

STATE OF OKLAHOMA, ex rei. 
THEOKLAHOMASTATEBOARD 
OF MEDICAL LICENSURE AND 
SUPERVISION, 

Plaintiff, 

vs. 

TAMERLANE ROZSA, M.D. 
LICENSE NO. MD 17499 

Defendant. 

) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 
) 

Case No. 14-08-5033 

ORDER OF EMERGENCY SUSPENSION 

On the 30111 day of March, 2015, Plaintiff's Combined Verified Complaint and Motion for 
Emergency Hearing, filed of record on March 24, 2015, on Defendant Tamerlane Rozsa, M.D. , 
Oklahoma Medical License No. 17499, came on for hearing before the Secretary of the 
Oklahoma State Board of Medical Licensure and Supervision (the "Board"). 

Defendant, Tamerlane Rozsa, M.D. , holding Oklahoma Medical License No. 17499, 
appeared in person and pro se. Arthur Graham, appeared in support of Defendant. 

Jason Seay, Assistant Attorney General , appeared on behalf of the Plaintiff, the State of 
Oklahoma ex r ef. , the Oklahoma State Board of Medical Licensure and Supervision. 

The Secretary of the Board, after hearing arguments of counsel, hearing the testimony of 
the witnesses, reviewing exhibits admitted, and being fu lly advised in the premises, found that 
there is clear and convincing evidence to support the following findings of fact and conclusions 
of law and orders: 

Findings of Fact 

1. The Board is a duly au thorized agency of the State of Oklahoma empowered to license 
and oversee the activities of physicians and surgeons in the State of Oklahoma pmsuant 
to 59 Okla. Stat. § 480 et seq. 

2. Defendant holds Oklahoma medical license number 17499. The acts and omiSSions 
complained of herein were made while Defendant was acting as a physician pursuant to 
her medical license conferred upon her by the State of Oklahoma. Such acts and 
omissions occurred within the physical territory of the State of Oklahoma. 

Page 1 of6 



3. On August 21, 2014, Investigator S.W. investigated Defendant's prescribing practices 
and lack of documentation to justify those prescriptions. The Board received numerous 
complaints from several sources claiming that Defendant was staying overnight at her 
office and seeing patients at bizarre hours, sometimes into the late night hours. It was 
also reported that Defendant was prescribing large amounts of Controlled Dangerous 
Substances (CDS) without medical necessity and without sufficient, and in some cases 
without any, charting or recording. Reports also indicated that Defendant was keeping an 
office that was unsanitary to an unhealthy level, that patients tell Defendant what they 
want rather than Defendant telling them what is medically necessary, and numerous other 
acts of unprofessional conduct. Further investigation reveals that for the years 2012, 
2013 and 2014, Defendant is #1 in Milliliters prescribed of Promethazine with codeine in 
Oklahoma, and is # 1 for the years 2013 and 2014 in number of prescriptions written. In 
addition, she was consistently in the top five for the years 2010 and 2012. 

4. On August 26, 2014, Investigator S.W. travelled to Defendant's office and served a 
subpoena for patient records. He interviewed Defendant after knocking on her private 
office door located within the clinic. It took Defendant approximately 8 minutes to open 
the door and she looked like she had just woken up. Defendant was wearing a stained 
sweat shirt and her overall appearance was unkempt. The office was exceedingly dirty, 
and there were two patients in the waiting room. 

5. Investigator S.W. asked Defendant why she prescribes so many of her patients 
promethazine with codeine. Defendant stated that most patients are ex -smokers that need 
it, and other patients use it to alleviate their allergies. On November 10, 2014, 
Investigator S.W. received multiple reports from J.G., of the Tulsa Police Department, 
which showed patients and associates of Defendant involved in unlawful prescription 
sales. Further investigation revealed a high percentage of Defendant's patients have been 
arrested and convicted of CDS violations. 

6. The Board Staff commissioned an expert review of nine (9) patient charts. The expert's 
opinion is that Defendant's prescription management and habits are harmful and 
dangerous to her patients and potentially lethal. The expert further opined that 
Defendant's care and conduct is unprofessional and does not conform to the standard of 
care expected. 

7. On February 12, 2015, Investigator S.W. received a phone call from D.J., a registered 
nurse, the father of A.J. A.J. is a patient of Defendant and, according to D .J ., is also an 
addict. D.J. stated that A.J. has overdosed twice from CDS that she obtains from 
Defendant. He stated that he called Defendant's office in July 2014 and told them that 
A.J. is an addict and had overdosed. D.J. further stated that the staff said, "we know, they 
all are." Investigation of prescribing records shows that A.J. has been receiving 
Oxycodone 30 MG #145 and Clonazepam .5 MG #40 every 25 days and has been since 
October 3, 2012 from Defendant. 

8. On February 19, 2015, Investigator S.W. spoke with J.W., MD. J.W. informed 
Investigator S.W. that Defendant was discharged from St. John's Hospital on February 
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18, 2015, and was admitted on or around February 11, 2015. J.W. stated that Defendant 
was brought in by EMSA, she had urinated on herself, and was found to have been 
sleeping on an air mattress in her medical office. J.W. stated that Defendant had a high 
BAC and was checked for a personality disorder. 

9. On February 20, 2015, Board Investigators S.W. and R.R. went to St. John's hospital in 
Tulsa and obtained the medical record for Defendant's February 2015 hospital stay. The 
lab results were positive for alcohol and opiates. 

10. On February 20, 2015, Investigators S.W. and R.R. travelled to Defendant's medical 
office located at 2301 S. Sheridan. They knocked several times before anyone answered 
and after some preliminaries with other people in the office, Investigators spoke with 
Defendant. During questioning Defendant said she was in hospital for six days, she had 
diabetes along with pneumonia, and she self-diagnosed gout. Defendant denied drinking 
alcohol prior to being taken to St. John's but admitted to self-medicating with Tussinex, 
which contains Hydrocodone, three to four times due to her pneumonia. Defendant 
obtained the Tussinex from a friend. She did not have a prescription for it. Investigators 
noted that the office smelled of urine and it was very filthy. Her air mattress, where 
Defendant sleeps, was located in the waiting area of the office. Investigator S. W. asked 
Defendant to explain her prescribing of Promethazine with codeine. Defendant stated 
that "it's a very popular drug among the black population, which is who I prescribe to 
People refer to it as my cough syrup." Investigators presented Defendant with a letter of 
agreement not to practice, which she refused to sign. 

11. Pictures of the office show the exam room full of trash and clutter. It is apparent that 
Defendant has gone from staying in her office on occasion to staying there all, or at least 
most, of the time and it has been reported that she is seeing patients from her bed which 
is in the waiting room of her clinic. 

12. St. John's medical records show that Cornell Miller is making decisions on who can visit 
Defendant. He permitted employees EW and GM to see Defendant and he has unfettered 
access to her. On the February 20, 2015, visit to Defendant's office, employee CM was 
observed accepting service of the Board's subpoena and retrieving the patient charts. 
Defendant stated that CM was working off his office visit charges. Defendant was 
observed in a wheelchair with her legs propped up with a prescription pad in her lap. She 
was observed writing CDS prescriptions for a female patient. When asked about those 
prescriptions, Defendant said the patient was going out of town and needed her 
prescription. Upon further investigation it was discovered that the patient received five 
(5) prescriptions for CDS. She then filled three (3) prescriptions on February 20, 2015, 
and the other two (2) on February 23, 2015, calling into question the veracity of the 
statement that she was going out of town. 

13. Investigator S.W. subpoenaed the medical records of patients CM, EW and GM from 
Defendant. These records, as well as one other, were reviewed by an expert. That expert 
concluded the documentation in each was inadequate, the quantities of CDS prescribed 
could be potentially lethal, and the provider's prescription management and habits are 
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harmful and dangerous to her patients and potentially lethal. It is the expert's 
professional opinion Defendant's care and conduct is unprofessional and does not 
conform to current standards or care. 

14. Two (2) C-II CDS prescriptions were written on February 12, 2015, and February 13, 
2015. Defendant was admitted to St. John's hospital on those days. When presented 
with a prescription written for L.R. for Oxycodone, Defendant stated that L.R. is not a 
patient and this is a forged prescription. She went on to say that this has happened 
before. Further, Cornell Miller, who is Defendant's caretaker, employee and patient, has 
a very lengthy criminal record. Most of Mr. Miller's convictions are for obtaining CDS 
by fraud, obtaining CDS by forged prescriptions, possession of CDS, and most recently, 
carrying a firearm after conviction of a felony. On February 26, 2015, Investigator S.W. 
presented Defendant with an agreement not to write CDS prescriptions. Defendant 
refused to execute the agreement stating that she knew better than the Board when she is 
healthy enough to prescribe CDS to her patients. 

15. Numerous Walgreens and CVS pharmacies in the Tulsa area have refused to fill 
Defendant's CDS prescriptions due to the amounts and combinations of CDS being 
prescribed. In addition, the Tulsa County Health department has received complaints that 
Defendant's office was full of medical waste, was filthy and that Defendant was using 
her office as her residence. Investigator C.S., of the County Health Department, 
attempted to inspect her office on March 17, 2015, and observed that Defendant was 
lying in a hospital bed which is located in the waiting room. Patients were walking up to 
Defendant asking to be seen. C.S. was denied access to an inspection of the office by 
Defendant. ' 

16. In March 2015, Investigator SW spoke with CM, a former patient and the mother of a 
current patient, and AH, who is a current patient. They both stated that Defendant lives 
at her office and that Cornell Miller gives her sponge baths and makes the decisions on 
who gets on the list to see Defendant. They further stated that no exams were actually 
being performed. They stated that Defendant was simply writing prescriptions. Both 
stated they gave Defendant $100 up front to be put on the list to see Defendant. 

17. On March 30, 2015, Dr. Francois du Toit, MD, appeared before the Board as an expert 
witness on behalf of the State. The Board reviewed and qualified Dr. du Toit as an 
expert. Dr. du Toit testified in front of the Board as to his opinion regarding Defendant's 
patient management, prescribing habits and the condition of Defendant's medical records. 

18. The evidence reflects that Defendant cannot practice medicine with a reasonable degree 
of safety, competency and skill sufficient to protect the public health, safety and welfare. 

19. Defendant's medical license is hereby suspended pending a full hearing before the Board 
en bane at the next regularly scheduled meeting, on May 14, 2015. 

20. All of the charges in the Complaint and Citation will also be heard before the Board en 
bane at its next regularly scheduled meeting, on May 14, 2015. 
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21. The emergency suspension shall be reported to the National Practitioner Data Bank and 
all other appropriate groups. 

Conclusions of Law 

1. The Board has jurisdiction over the subject matter herein pursuant to 59 O.S. § 480 et 
seq. 

2. Defendant has been proven guilty by clear and convincing evidence of unprofessional 
conduct of the violations set forth in Paragraph 17, Sub-Paragraphs (b), (c), (d), (e), (f), 
(g), G), (k), and (1), as stated in the Combined Verified Complaint and Motion for 
Emergency Hearing, filed of record on March 24, 2015. 

3. The public health, safety and welfare imperatively require emergency action to suspend 
the Defendant's medical license. Accordingly, Defendant's license must be suspended 
until a hearing by the full Medical Board on May 14, 2015. 

Orders 

IT IS THEREFORE ORDERED by the Oklahoma State Board of Medical Licensure 
and Supervision as follows: 

1. The license of Defendant TAMERLANE ROZSA, M.D. is hereby SUSPENDED until 
a hearing by the full Medical Board on May 14, 2015, to determine whether the 
emergency suspension should remain in effect pending a hearing by the Board en bane of 
the full Complaint against the Defendant; 

2. Promptly upon receipt of an invoice, Defendant shall pay all costs of this action 
authorized by law; and 

3. A copy of this written order should be sent to Defendant as soon as it is processed. 

t:1,./l) 
Dated this "' ,.. day of April, 2015. 

Billy H. Stout, M.D., Board Secretary 
Oklahoma State Board of Medical 
Licensure and Supervision 
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Certificate of Mailing 

r]ll tl.-
This is to certify that on the _t?"-_ -_ day of April , 20 15, a true and correct copy of this 

order was sent by U.S. first-class mail, postage prepaid, to: 

Tamerlane Rozsa 
230 1 South Sheridan Road, Suite A 
Tulsa, Oklahoma 74129 
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