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DATE: __________________ 
 
INFORMATION: 
 
Patient Name: ________________________________________________________________________________ 
 
DOB: _____________________________________  Phone: ____________________________________________ 
 
Address: ______________________________________________________________________________________ 
 
PATHOLOGY REPORT: __ Enclosed/Attached __ No biopsy performed 
 

 Diagnosis Location Size 

1. _________________________________________________________________________ 

2. _________________________________________________________________________ 

3. _________________________________________________________________________ 

4. _________________________________________________________________________ 
 
PROCEDURES REQUESTED:  __ Mohs Surgery __ Biopsy __ Excision 
 
Other: ________________________________________________________________________________________ 
 
Referring Physician: ___________________________________________________________________________ 
 
Office Address: ________________________________________________________________________________ 
 
Phone: _______________________________________   Fax: ___________________________________________ 
 
IMPORTANT: A copy of the patient’s note or visit findings are required in addition to this form. 
 
INSURANCE: 
 
Primary Insurance Company: ____________________________________________________________ 

ID #: _______________________________________ Group #: __________________________________ 

Policy Holder’s Name: ____________________________ Policy Holder’s DOB: ________________ 

Relationship to Patient:  __ Self __ Spouse __ Child 
 


