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

STATE OF OKLAHOMA 

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

Plaintiff, 

v. 

SCOTT GREGORY LILLY, M.D., 
LICENSE NO. MD 21684, 

Defendant. 

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

Case No. 14-08-5019 

VERIFIED COMPLAINT FOR PROFESSIONAL MISCONDUCT 

The State of Oklahoma, ex rel. Oklahoma State Board of Medical Licensure and 
Supervision ("Board"), alleges and states as follows for its Complaint against the Defendant 
Gregory Scott Lilly, M.D.: 

I. AUTHORITY 

1. This Board is a duly authorized agency of the State of Oklahoma empowered to license 
and oversee the activities of physicians, surgeons and other allied health professionals in 
the State of Oklahoma pursuant to 59 O.S. § 480, et seq. 

2. This action is authorized by 59 O.S. Supp. 2014, § 503. 

3. Dr. Lilly holds Oklahoma medical license number 21684, which was issued on July 26, 
2000. 

4. Dr. Lilly failed to renew his medical license on 1 July 2016. 

5. By operation of 59 O.S. 2011, § 495d, his license is still active and will become 
suspended by operation of law on 30 August 2016 if he fails to renew on or before that 
date. 

6. The acts and omissions complained of herein were made while Dr. Lilly was acting as a 
physician pursuant to his medical license conferred upon him by the State of Oklahoma. 
Such acts and omissions occurred within the physical territory ofthe State of Oklahoma. 
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II. BACKGROUND 

7. This case arises out of a multi-agency investigation of Dr. Lilly's controlled dangerous 
substances ("CDS") prescribing practices. 

8. The investigation revealed Dr. Lilly prescribed large amounts of CDS to patients without 
a legitimate medical need, and he unjustifiably prescribed CDS to patients Dr. Lilly knew 
were drug addicts. 

9. At least two (2) of Dr. Lilly's patients have died since March 2015. At least twelve (12) 
other patients died since 2010 from acute drug toxicity from CDS prescribed by Dr. Lilly. 
A qualified expert reviewed and analyzed records for patients that died since 2010. The 
qualified expert found Dr. Lilly' s prescribing practice fell below the required standard of 
care and contrary to the rules and regulations governing the practice of medicine and the 
prescribing of CDS. Dr. Lilly routinely prescribed CDS in a quality and quantity well in 
excess of what is considered safe medicine and demonstrated a complete dearth of 
oversight and monitoring of patients receiving CDS. 

10. The qualified expert's observations and findings of charts for deceased patients include 
the following: 

a. 

b. 

c. 
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Patient LV: LV was receiVmg CDS from multiple prescribers. Beginning 
December 2014, Dr. Lilly prescribed LV 60 milligrams of Oxycodone and 350 
milligrams of Carisoprodol per day. One month later, Dr. Lilly tripled the daily 
dosage of Oxycodone to 180 milligrams per day and also continued prescribing 
350 milligrams of Carisoprodol per day. Dr. Lilly reissued these prescriptions on 
17 February 2015 to LV. LV died 9 March 2015 from acute intoxication of 
Methamphetamine, Morphine and Oxycodone. 

Patient NC: NC was routinely prescribed 180 milligrams of Oxycodone and 1 
milligram of Alprazolarn per day. In June 2014, Dr. Lilly tripled NC's 
Alprazolam prescription to 3 milligrams per day and continued prescribing NC 
180 milligrams of Oxycodone per day. In December 2014, Dr. Lilly increased 
NC's Oxycodone prescription to 240 milligrams per day. In January 2015, Dr. 
Lilly authorized an early refill ofNC's Alprazolam and Oxycodone prescriptions. 
In February 2015, Dr. Lilly increased NC's Alprazolam to 4 milligrams per day, 
began prescribing to NC Methadone 20 milligrams per day and continued 
prescribing to NC 240 mg of Oxycodone per day. NC did not fill the Methadone 
prescription until 27 February 2015. NC died on 3 March 2015 from mixed drug 
intoxication of Alprazolam, Methadone and Morphine. 

Patient SA: SA began seeing Dr. Lilly as a patient in March 2011. SA 
presented with a history of chronic pain syndrome, oxygen dependent lung 
disease, osteoporosis, spinal compression fractures, and a significant history of 
cardiovascular disease. No drug tests were ever performed on the patient, and no 
pain contract was signed by the patient. Yet, SA was receiving multiple CDS 
prescriptions from other prescribers. SA died 1 7 March 2012 from acute 
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d. 

e. 

f. 

g. 

Page 3 of6 

morphine toxicity. The Medical Examiner ("ME") Report shows SA had a 
femoral blood Morphine level of .81 mcg/ml. 

Patient GC: GC began seeing Dr. Lilly as a patient in February 2011. GC 
presented with a history of neuropathic pain in the lower extremities and diabetic 
peripheral neuropathy. GC's history was positive for lymphoma and a right 
femur fracture with a medullary rod replacement. GC was receiving the 
chemotherapy drug Vincristine, which is a well-known cause of neuropathy. 
Before seeing Dr. Lilly, GC was already receiving Oxycodone, Alprazolam and 
Fentanyl. No drug screen was ever performed on GC. GC was noted to have 
fallen several times while under the care of Dr. Lilly. GC received a prescription 
for Dilaudid from Dr. Lilly on 8 December 2011. Yet, GC was already taking 
Fentanyl, Lyrica, Zolpidem, Oxycodone, and Alprazolam prescribed by Dr. Lilly. 
GC died on 17 December 2011 of acute combined drug toxicity. The ME Report 
shows GC had a femoral blood level of fentanyl of 8.1 ng/ml and with cardiac 
blood positive for Benadryl and Trazodone. 

Patient CO: CO began seeing Dr. Lilly as a patient in June 2009. She 
presented with a history of fibromyalgia, neuropathic pain syndrome and 
polyatiicular inflammatory arthritis. CO last law Dr. Lilly on 9 December 2011 
when CO received prescription for long-lasting Oxycodone 80 mg, # 180, and 
fast-acting Oxycodone 30 mg, # 240. CO never received a single drug screen. 
CO died 20 December 2011 of acute combined drug toxicity. The ME Report 
shows CO had a femoral blood level of Oxycodone of 0.64 mcg/ml, well above 
toxic levels, and cardiac blood was also positive for Diazepam and Nordazepam. 

Patient RT: RT began seeing Dr. Lilly as a patient in March 2010. RT 
presented with a history of multiple medical problems, including rheumatologic 
disorder. RT began receiving Hydrocodone and Soma from Dr. Lilly, which, over 
the course of a year, was increased to Fentanyl 100 meg/hour, Oxycodone 30 mg 
multiple times daily and Soma 350 mg. No clinical evidence supported the use of 
the high dosages of narcotics prescribed to this patient. In February 2012, Dr. 
Lilly documented that RT had a history of polysubstance abuse, with several 
hospital admissions noted, yet Dr. Lilly never addressed this issue with RT. No 
urine screens or any other surveillance were undertaken on this patient. On 9 
May 2012, RT filled a prescription from Dr. Lilly for Oxycodone 30 mg, # 180, 
Morphine extended release, # 90, Diazepam 5 mg, # 90, and Soma 350 mg, # 270. 
RT died 11 May 2012 of acute combined drug toxicity. The ME Report shows 
RT died with a Fentanyl patch on RT's chest. RT had femoral blood levels of 
Fentanyl of 12.2 ng/ml , Morphine of 0.26 mcg/ml, and Oxycodone of 0.55 
mcg/ml. Heart blood samples indicated Diazepam, Nordazepam, Mirtazapine, 
and Carisoprodol were also on board. 

Patient JG: JG began seeing Dr. Lilly as a patient in March 2010. JG was 
seeing Dr. Lilly for neuropathic pain syndrome, osteoarthritis and chronic pain 
syndrome. Dr. Lilly' s chati reflects JG was admitted into hospital in 2009 and 
that JG had a history of substance abuse. Yet, this issue was never addressed with 
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the patient. JG last saw Dr. Lilly on 5 March 2010 when Dr. Lilly prescribed JG 
Morphine extended release 60 mg, # 90, Hydrocodone 10 mg, # 240, and 
Alprazolam 1 mg, #90. However, the patient was previously taking a large 
amount of short acting opioids. Although JG did not fill these prescriptions, JG 
died on 26 March 2010 of combined drug toxicity. The ME Reports shows JG 
had a Morphine blood level of 0.27 mcg/ml, and was positive as well for 
Hydrocodone, Oxycodone, Hydromorphone, and Alprazolam. 

11. The qualified expert's observations and findings of charts for surviving patients include 
the following: 

a. Patient JM: JM began seeing Dr. Lilly as a patient in April 2010. Dr. Lilly 
noted the patient had a history of opioid and Alprazolam dependence and was 
taking Methadone. JM was also pregnant. Dr. Lilly added Alprazolam to the 
patient's drug regimen despite the fact that he was aware of JM's prior 
dependence on that chug. Dr. Lilly also began prescribing JM high dosages of 
opioids. In 2012, JM was treated with Suboxone for addiction. JM began seeing 
Dr. Lilly again as a patient in 2013, and Dr. Lilly again prescribed JM high 
dosages of opioids despite JM being treated for opioid addiction the prior year. 
Dr. Lilly conducted no monitoring or oversight of any kind regarding this 
patient's opioid pain treatment. 

b. Patient CB: CB began seeing Dr. Lilly as a patient in May 2009. In January 
2010, Dr. Lilly prescribed large doses of Methadone and Oxycodone for a three 
month period. Between April and December 2011, CB was treated for opioid 
dependence with Suboxone. Yet, Dr. Lilly once again starting prescribing large 
quantities of opioids to CB beginning in December 2012 despite CB's known 
addiction problems. Dr. Lilly conducted no monitoring or oversight of any kind 
regarding this patient's opioid pain treatment. 

c. Patient AW: AW saw Dr. Lilly as a patient from June 2010 to December 2014. 
During that time, Dr. Lilly prescribed A W large amounts of opioids, including 
Methadone, Oxycodone and Oxymorphone. Yet, Dr. Lilly's records were entirely 
devoid of evidence objectively supporting the use of such high levels of opioids. 
Yet again, Dr. Lilly conducted no monitoring or oversight of any kind regarding 
this patient's opioid pain treatment. 

12. Dr. Lilly prescribed large amounts of opioids and benzodiazepines to patients he knew 
were addicts. Some of them died. He prescribed dangerous drugs to patients without 
doing anything to ensure the patients were responsibly taking the medications. In some 
cases, Dr. Lilly contributed to the addiction of patients. Several area pharmacists and 
physicians have complained about their concerns regarding Dr. Lilly's excessive 
prescribing practices. 
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ill. VIOLATIONS 

13. Based on the above, Dr. Lilly is guilty of professional misconduct by: 

a. 

b. 

c. 

d. 

e. 

f. 

g. 

h. 

i. 

J. 

k. 
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Prescribing or administering a drug or treatment without sufficient examination 
and the establishment of a valid physician-patient relationship, in violation of 59 
O.S. 201 1, § 509(12). 

Engaging in dishonorable or immoral conduct which is likely to deceive, defraud, 
or harm the public, in violation of 59 O.S. 20 11 , § 509(8) and Okla. Admin. Code 
§ 435:10-7-4(11). 

Prescribing or administering a drug or treatment without sufficient examination 
and the establishment of a valid physician-patient relationship, in violation of 59 
O.S. 201 1, § 509(12). 

Prescribing, dispensing or administering of controlled substances or narcotic 
drugs in excess of the amount considered good medical practice, or prescribing, 
dispensing or administering controlled substances or narcotic drugs without 
medical need in accordance with published standards, in violation of 59 O.S. 
2011, § 509(16) and Okla. Admin. Code§§ 435:10-7-4(2), (6), (24). 

Failing 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 O.S. 2011, § 509(18). 

Failing to provide necessary ongoing medical treatment when a doctor-patient 
relationship has been established, in violation of 59 O.S. 2011 , § 509(19). 

Failing to provide a proper and safe medical facility setting and qualified assistive 
personnel for a recognized medical act and maintaining adequate medical records 
to support diagnosis, procedure, treatment or prescribed medications, in violation 
of 59 O.S. 2011 , § 509(20) and Okla. Admin. Code§ 435:10-7-4(41). 

Engaging in the indiscriminate or excessive prescribing, dispensing or 
administering of Controlled or Narcotic drugs, in violation of Okla. Admin. Code 
§ 435:10-7-4(1). 

Engaging in gross or repeated negligence in the practice of medicine and surgery, 
in violation of Okla. Admin. Code § 435:1 0-7-4(15). 

Engaging in the improper management of medical records, in violation of Okla. 
Admin. Code § 435:1 0-7-4(36). 

Violating OBN rules and regulations regarding the prescribing of CDS, m 
violation of Okla. Admin. Code§ 435 :1 0-7-4(27). 
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IV. CONCLUSION 

Given the foregoing, the undersigned requests 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 to the 
Defendant's professional license, including an assessment of costs and attorney' s fees incurred in 
this action as provided by law. 

Jason . Seay, OBA No 
A stant Attorney General 
OKLAHOMA STATE BOARD OF MEDICAL 

LICENSURE AND S UPERVISION 

101 N.E. 5151 Street 
Oklahoma City, Oklahoma 73105 
405/962.1400 
405/962.1499- Facsimile 

VERIFICATION 

I, Lany Carter, under penalty of perjury, under the laws of the State of Oklahoma, state 
as follows: 

1. l have read the above Complaint regarding the Defendant, Scott Gregory Lilly, 
M.D. ; and 

The factual statements contained therein are true and correct to the best of my 
e ief. 

LICENSURE AND SUPERVISION 
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Date 22 ~ :Jot{; 

~~0~1 QC 
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