BIOPSY TISSUE SUBMISSION FORM

Naval Postgraduate Dental School

8901 Wisconsin Avenue

Bethesda, Maryland 20889-5602

Phone # (301) 295-0404   Fax # (301) 295-6474

	SUBMITTING PROVIDERS NAME:


	DATE SPECIMEN OBTAINED:



	PROVIDERS ADDRESS:



	TELEPHONE #:     (        )


	FAX #:     (        )

	EMAIL ADDRESS:



	PATIENT’S NAME


	SSN or ID #

	DATE OF BIRTH / AGE


	SEX
	RACE

	CLINICAL HISTORY  (size, shape, texture, duration of lesion, growth rate, radiographic presentation, etc.)



	BIOPSY SITE (anatomic location)



	PREOPERATIVE  DIFFERENTIAL DIAGNOSIS

1.

2.

3.

	OPERATIVE FINDINGS:



	POSTOPERATIVE DIAGNOSIS


	PROVIDERS SIGNATURE

	ADDITIONAL ITEMS ENCLOSED:  (circle any that apply)   

                        RADIOGRAPH                 CLINICAL PHOTO              OTHER ____________________


