Premier Dermatologic Surgery, P.A.
Elizabeth A. Spenceri, M.D.
Referral Fax Form

Today’s Date: Referring Provider:

« Patient Name: Iumor type/Location: Aprox. Size
e Insurance: 2.

e Phone number: 3.

e Date of birth: [ ] Needs Biopsy

Suspected Diagnosis:

Please mark the location of the tumor(s) and list the tumor type:
[ | Patient Prefers Same Day Consult/Surgery

Comment:

Left Ear

éfg@@e @@ “

— = A
as 09

Right Ear

e 9,
_ Y
j = -

Please FAX this form and a copy of the pathology report(s) to our office: (913) 327-11109.
Thank you for allowing us the opportunity to care for your patient.
WWW.premierdermsurgery.com

Premier Dermatologic Surgery, P.A. ¢ Elizabeth A. Spenceri, M.D.
12200 West 106" Street ® Suite 210 ® Overland Park, Kansas ® 66215
(913) 327-1117 * fax (913) 327-1119



