
1. Beacon Skin and Surgeries/Novi Dermatology Patient Referral 
Form

Referring Office Information
Referring Provider/Practice: _______________________________________________

Address: _______________________________________________

Phone: _______________________________________________

Fax: _______________________________________________

Contact Person: _______________________________________________

Date: _______________________________________________

Patient Information
Patient Name: _______________________________________________

Date of Birth: _______________________________________________

Age: _______________________________________________

Gender: _______________________________________________

Phone: _______________________________________________

Alt. Phone: _______________________________________________

Address: _______________________________________________

Insurance Provider: _______________________________________________

Policy/ID #: _______________________________________________

Reason for Referral
 Skin Cancer Evaluation☐

 Suspicious Lesion/Mole☐

 Acne☐

 Psoriasis☐

 Eczema☐

 Rash / Dermatitis☐



 Hair/Nail Disorder☐

 Cosmetic Consultation☐

 Other☐

Clinical Information
Diagnosis/Working Diagnosis: _______________________________________________

Duration of Symptoms: _______________________________________________

Previous Treatment(s): _______________________________________________

Relevant Medical History: _______________________________________________

Allergies: _______________________________________________

Services Requested
 Consultation Only☐

 Consultation + Treatment☐

 Procedure/Surgery☐

 Biopsy/Excision☐

 Other☐

Supporting Documentation Attached
 Progress Notes☐

 Pathology Reports☐

 Imaging☐

 Lab Results☐

 Medication List☐

 Other☐

Signature
Referring Provider Signature: _______________________________________________

Date: _______________________________________________
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