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Oral Dysplasia Program

For referral of patients with biopsy-proven dysplasia

REFERRING:

DATE OF REFERRAL: Pathology Report #

NAME: DATE OF BIRTH:

ADDRESS:

PERSONAL HEALTH NUMBER:

TELEPHONE: (home)

REFERRED BY:

FAMILY PHYSICIAN NAME: MSP BILLING NUMBER:

ADDRESS:

TELEPHONE: (office)

COMMENTS:

Location of lesion (please indicate on map):

= Commissure

Tongue

1
1
: (wentral)
1

Pasterion

Pilar  LEFT

Tongue
(dorsum}

Lateral
Tongue

Lateral
Tongue



