
IN AND BEFORE THE OKLAHOMA STATE BOARD 
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STATE OF OKLAHOMA FILED 
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) 

JUL l-1 . 2002 
EX REL. THE OKLAHOMA BOARD 
OF MEDICAL LICENSURE 
AND SUPERVISION, 

Plaintiff, 

v. 

LONNIE WILLIAM LITCHFIELD, M.D., 
LICENSE NO. 19449, 

Defendant. 

COMPLAINT 

OKLAHOMA STATE BOARD Of 
MEDICAL LICENSURE & SUPERVISION 

Case No. 02-04-2498 

COMES NOW the Plaintiff, the State of Oklahoma ex rel. the Oklahoma State Board of 
Medical Licensure and Supervision (the "Board"), by and through its attorney, Elizabeth A. 
Scott, Assistant Attorney General, and for its Complaint against the Defendant, Lonnie William 
Litchfield, M.D., alleges and states as follows: 

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

2. Defendant, Lonnie William Litchfield, M.D., holds Oklahm:na license no. 19449. 

3. Defendant practices at the Pain Management and Rehabilitation Center in 
Oklahoma City, Oklahoma with Troy Tortorici, M.D. and also employs two (2) licensed 
chiropractors, Steve Sweeney and Kris Wilson. 

4. On or around November 26, 2001, Patient SPW was seen and treated in 
Defendant's office. On this same date, she received prescriptions for Lortab and Flexeril. 
Patient SPW subsequently received prescriptions for Lortab on December 27, 2001 and January 
14, 2002, and for Percocet on February 1, 2002, which prescription did not contain an original 
signature, but instead contained Defendant's stamped signature. A review of Defendant's 
records reveals no indication that Defendant ever performed a physical examination on this 
patient, that he did not establish a legitimate medical need for the medical treatment, that he did 
not establish a valid physician patient relationship prior to prescribing the medications, and that 
he failed to maintain an office record which accurately reflects the evaluation, treatment and 
medical necessity of treatment of the patient. 



5. On or about November 2, 2001 and November 12, 2001, Patient EFW received 
prescriptions for Lortab from Defendant. One of these prescriptions did not contain an original 
signature, but instead contained Defendant's stamped signature. A review of Defendant's 
records reveals no indication that Defendant ever performed a physical examination on this 
patient, that he did not establish a legitimate medical need for the medical treatment, that he did 
not establish a valid physician patient relationship prior to prescribing the medications, and that 
he failed to maintain an office record which accurately reflects the evaluation, treatment and 
medical necessity of treatment of the patient. 

6. On or about January 2, 2001, Patient BEW was seen and treated in Defendant's 
office. Patient BEW' s chart contains an unsigned medical report that Defendant had examined 
Patient BEW on this date and prescribed Lortab for him at that time. A prescription for Lortab 
written that day to Patient BEW was not written by Defendant, but instead contained the stamped 
signature of his partner, Troy Tortorici, M.D. The prescription log for Patient BEW reveals 
eleven (11) prescriptions for Soma and Lortab between November 5, 2001 and February 19, 
2002. The prescription-log does not contain the January 2, 200r prescription. Patient BEW's 
chart does not indicate whether Defendant or his partner, Troy Tortorici, M.D. prescribed each of 
these medications. A review of Defendant's records additionally reveals no indication that 
Defendant ever performed a physical examination on this patient, that he did not establish a 
legitimate medical need for the medical treatment, that he did not establish a valid physician 
patient relationship prior to prescribing the medications, and that he failed to maintain an office 
record which accurately reflects the evaluation, treatment and medical necessity of treatment of 
the patient. 

7. Beginning August 30, 1999 and continuing through April 8, 2002, Patient HVW 
was seen and treated with physical therapy in Defendant's office. Patient HVW's chart reveals 
that during this time, she received twelve (12) prescriptions for Lortab and Soma, as well as 
prescriptions for other non-controlled medications. A review of Defendant's records reveals no 
indication that Defendant ever performed a physical examination on this patient, that he did not 
establish a legitimate medical need for the medical treatment, that he did not establish a valid 
physician patient relationship prior to prescribing the medications, and that he failed to maintain 
an office record which accurately reflects the evaluation, treatment and medical necessity of 
treatment of the patient. 

8. On or about April 26, 2001 September 10, 2001, November 5, 2001, November 
12, 2001, and April 22, 2002, Patient RCW received ten (10) prescriptions for Lortab, 
Oxycontin, and Percocet from Defendant. A review of Defendant's records reveals no indication 
that Defendant ever performed a physical examination on this patient, that he did not establish a 
legitimate medical need for the medical treatment, that he did not establish a valid physician 
patient relationship prior to prescribing the medications, and that he failed to maintain an office 
record which accurately reflects the evaluation, treatment and medical necessity of treatment of 
the patient. 
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9. On or about October 8, 2001, Patient PRW was seen in Defendant's office. 
Patient PRW's chart contains an unsigned medical report that Defendant examined Patient PRW 
on that date. However, a review of Defendant's records reveals no indication that Defendant 
ever performed a physical examination on this patient. Beginning October 8, 2001 and 
continuing through January 31, 2002, Patient PRW received five (5) prescriptions for Lortab 
from Defendant. Defendant's records reveal that he did not establish a legitimate medical need 
for the medical treatment, that he did not establish a valid physician patient relationship prior to 
prescribing the medications, and that he failed to maintain an office record which accurately 
reflects the evaluation, treatment and medical necessity of treatment ofthe patient. 

10. On or about January 2, 2001 and February 28, 2001, Patient CCW was seen and 
treated in Defendant's office. Subsequently, on January 2, 2002 and January 14, 2002, Patient 
CCW received prescriptions for Lortab from Defendant. Neither of these prescriptions contained 
the original signature of Defendant, but instead contained his stamped signature. A review of 
Defendant's records reveals no indication that Defendant ever performed a physical examination 
on this patient, that he did not establish a legitimate medical need for the medical treatment, that 
he did not establish a vitlid physician patient relationship prior to prescribing the medications, 
and that he failed to maintain an office record which accurately reflects the evaluation, treatment 
and medical necessity of treatment of the patient. 

11. Beginning June 18, 2001 and continuing through December 18, 2001, Patient 
ADW was seen and treated in Defendant's office. An unsigned medical report reflects that 
Patient ADW received a prescription for Lortab from Defendant on June 18, 2001. Patient ADW 
additionally received a prescription for Lortab from Defendant on June 27, 2001 which did not 
contain the original signature of Defendant, but instead contained his stamped signature. From 
September 24, 2001 through October 29, 2001, Patient ADW received six (6) prescriptions for 
Lortab and Soma from Defendant. A review of Defendant's records reveals no indication that 
Defendant ever performed a physical examination on this patient, that he did not establish a 
legitimate medical need for the medical treatment, that he did not establish a valid physician 
patient relationship prior to prescribing the medications, and that he failed to maintain an office 
record which accurately reflects the evaluation, treatment and medical necessity of treatment of 
the patient. 

12. Beginning on or around February 19, 2001 and continuing through January 21 , 
2002, Patient JAW was seen and treated in Defendant's office. Patient JAW's chart reflects that 
beginning January 7, 2002 and continuing through April 29, 2002, Patient JAW received 
fourteen (14) prescriptions for Lortab, Soma and MSContin, one of which was post-dated by 
Defendant. A review of Defendant's records reveals no indication that Defendant ever 
performed a physical examination on this patient, that he did not establish a legitimate medical 
need for the medical treatment, that he did not establish a valid physician patient relationship 
prior to prescribing the medications, and that he failed to maintain an office record which 
accurately reflects the evaluation, treatment and medical necessity of treatment of the patient. 

13. Defendant admitted that on April 18, 2002, a prescription signed by him for 
Lortab was given to Patient ANW by Steve Sweeney, the chiropractor he employs. Defendant 
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also admitted that he was not present in the office on April 18, 2002 when the narcotics were 
prescribed to Patient ANW. Defendant additionally admitted that he had left pre-signed 
prescriptions in his office earlier that week that were subsequently filled out by office staff. 

14. Defendant admitted to a Board investigator that he has used pre-signed and 
stamped prescriptions, and that pain medication has been prescribed prior to the patient seeing 
either him or his partner, Troy Tortorici, M.D. Defendant admitted that it was possible for 
patients to receive controlled dangerous substances without having ever seen either him or his 
partner, Troy Tortorici, M.D. 

15. .Defendant's partner, Troy Tortorici, M.D., has admitted to a Board investigator 
that the practice with respect to treatment of patients seen at the Pain Management and 
Rehabilitation Center was for Steve Sweeney, the chiropractor, to examine, diagnose and treat 
the patients, after which time the chiropractor would sometimes, but not always, call Defendant 
or Dr. Tortorici on the telephone. The Defendant or Dr. Tortorici would then call the 
chiropractor and prescribe the controlled dangerous substances to the patient. In some instances, 
pre-signed or stainped prescriptions- were given to- patients Withoutthe chiropractor ever 
contacting Defendant. 

16. For the past three (3) years, Defendant and his staff have utilized a stamped 
signature on his prescriptions. Defendant and his staff have continued to utilize a stamped 
signature on prescriptions throughout 2001 and early 2002 for patients including, but not limited 
to, Patients DFW, AMW and CCW. 

17. Defendant is guilty of unprofessional conduct in that he: 

A. Engaged in dishonorable or immoral conduct which is 
likely to deceive, defraud or harm the public in violation of 59 O.S. 
§509(9) and OAC 435:10-7-4(11). 

B. Violated any provision of the medical practice act or the 
rules and regulations of the Board or of an action, stipulation, or 
agreement of the Board in violation of 59 O.S. §509(14) and OAC 
435:1 0-7-4(39). 

C. Aided or abetted, directly or indirectly, the practice of 
medicine by any person not duly authorized under the laws of this 
state in violation of 59 O.S. §509(15) and OAC 435:10-7-4(21). 

D. Prescribed a drug without sufficient examination and 
establishment of a valid physician patient relationship in violation 
of 59 O.S. §509(13). 

E. Confessed to a crime involving a violation of the anti
narcotic laws of the federal government or the laws of this state in 
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violation of 59 0.8. §509(8), 63 O.S. §2-404, OAC 475:25-1-3 and 
OAC 475:30-1-4. 

F. Committed an act which is a violation of the criminal laws 
of any state when such act is connected with the physician's 
practice of medicine in violation of 59 0.8. §509(1 0). 

G. Failed to maintain an office record for each patient which 
accurately reflects the evaluation, treatment, and medical necessity 
of treatment of the patient in violation of 59 0.8. §509(19) and 
435:10-7-4(41). 

H. Violated a state or federal law or regulation relating to 
controlled substances in violation of OAC 435:1 0-7-4(27), 63 O.S. 
§2-404 and OAC 475:25-1-3. 

I. Prescribed, dispensed or administered a controlled 
substance or narcotic drugs in excess of the amount considered 
good medical practice, or prescribed, dispensed or administered 
controlled substances or narcotic drugs without medical need in 
accordance with published standards in violation of 59 O.S. 
509(17). 

J. Engaged in the indiscriminate or excessive prescribing, 
dispensing or administering of controlled or narcotic drugs in 
violation ofOAC 435:10-7-4(1). 

K. Prescribed, dispensed or administered controlled substances 
or narcotic drugs in excess of the amount considered good medical 
practice or prescribed, dispensed or administered controlled 
substances or narcotic drugs without medical need in accordance 
with published standard in violation of OAC 435:10-7-4(2) and 
(6). 

L. Engaged in the delegation of authority to another person for 
the signing of prescriptions for either controlled or non-controlled 
drugs in violation ofOAC 435:10-7-4(7). 

Conclusion 

WHEREFORE, the Plaintiff respectfully requests that the Board conduct a hearing, and, 
upon proof of the allegations contained herein, impose such disciplinary action as authorized by 
law, up to and including suspension or revocation and any other appropriate action with respect 
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to Defendant's medical license, and an assessment of costs and attorney's fees incurred in this 
action as provided by law. 

Respectfully submitted, 

·. eth A. Scott (OBA #12470) 
A Jstant Attorney General 
State of Oklahoma 
51 04 N. Francis, Suite C 
Oklahoma City, OK 73118 

Attorney for the Plaintiff 
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