
 

 

 
 

 
 
Date______________ REFERRAL FORM:  Dr TRI H NGUYEN (Cell: 832-643-8592)   
 

 For your convenience, please fax (832-663-6550) this form to our office.  

 Your patients may call our office directly (832-663-6566), email at Experience-Excellence@tsderm.com   or 

visit our website ( www.mohsdermhouston.com) for any questions.  Registration forms, insurance information 

may be found on our website. 

 
Patient Name: ________________________________________________DOB: ______________________ 

Patient Phone/Fax: _______________________________________________________________________ 

New Patient to us?                              _____Yes   _____ No 
 
Pathology report:                                _____ Enclosed      _____ None  
 
Insurance/Demographics:                   _____ Enclosed      _____ Self Pay 
  
Diagnosis/Requests     Location 
 
1. ___________________________________________________________________________________ 

 
2. ___________________________________________________________________________________ 

 
3. ___________________________________________________________________________________ 
 
Comment______________________________________________________________________________ 
 
______________________________________________________________________________________ 
 

Service(s) Requested (please check relevant box if appropriate) 
  
 Mohs surgery  Rhinophyma Evaluation  Vein evaluation 

 Excision/Biopsy 
 

 Nail Surgery  Scar Revision 

 

 Other _______________________________________________________________________________ 
  

 
Referring Physician: ____________________________________________________________________ 
 
Phone & Fax: __________________________________________________________________________ 
 

mailto:Experience-Excellence@tsderm.com
http://www.mohsdermhouston.com/

