Oral Pathology Consultants Laboratory Service Request Form

Oral Pathology Consultants

University of Maryland School of Dentistry
Department of Oncology and Diagnostic Sciences
650 W. Baltimore St., 7-North

Baltimore, MD 21201

Pathologists

John Basile DDS, DMSc
Ahmed Sultan BDS, PhD
Stephen Roth, DDS

Department use only

Accession number:

Date received:

Phone: 410-706-7936 Staff
Fax: 410-706-6115
Email: oralpathologyconsultants@umaryland.edu Sue Hickson

Web: https://www.dental.umaryland.edu/oralpathology/
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Location of lesion: Date of Surgery:
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Sent electronically: []
Copy enclosed:[]

Radiograph
provided:

Photograph
provided:

Clinical impression/Differential diagnosis:

Special requests

Written reportonly: ]

Fax: O
Request biopsy kits:  []
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Diagnostic code:

Insurance code:

UNIVERSITY
of MARYLAND

SCHOOL OF DENTISTRY

To order biopsy kits:
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