
Surgery Referral Form

Date:	______________

Referring	Provider:	__________________________

Phone	Number:						__________________________

Name:	__________________________________

DOB:				_______________

Phone:	___________________

Referral Information  

Patient Information  

q Surgical	Consulation Requested
q Excision	Requested
q Mohs	Surgery	Requested

Site(s):
A) ______________________

B) ______________________

Dx(s):
q Basal	Cell	Carcinoma
q Squamous	Cell	Carcinoma
q Other

Pathology	Performed?	⃝	YES				⃝	NO

Fax	to	Complete	Dermatology,	808-627-6000,	or
Email	mohs@complete-dermatology.com

**Please	include	pathology,	photos	&	visit	notes**
PHONE: 808-621-1000

Site Information

Photos	Available?									⃝	YES				⃝	NO

http://www.complete-dermatology.com/referring-providers.html
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