
Oral Mucosal Biopsy Tracking Form
Patient Date of Initial
Name: ______________________________________ Discovery: _________________

Medical Insurance Information
    Carrier         Group
    name: _ ________________________________ _____ Policy #: _____ ______________

    Carrier’s         Patient’s
     add ress: _____ _______________________________ Ins. ID #: _______ ____________

Medical Insurance Anatomical Region Code
___L ip (# 40490) ___ Tong ue anterior 2/3 (# 41100) ___To ngue posterio r 1/3 (# 41105)
___ Palate (# 42100) ___Attach ed gingiva (# 41825)  ___R etromolar trigone (# 41825)
___ Buccal muco sa / Vestibule o f mouth (# 40808)

Preliminary ICD cod e: ______________ Lab confirmed ICD code : _______________

Clinical impressi on /
Preliminary diag nosis : _____ ________________ __________________________________

Transepithelial (Brush) Biopsy
Brushing
performed by: ______ _______________________ Date performed: _ _________________

Requested HPV test :    Yes / No Images sent to lab:    Yes / No

Lab name: _____ _____ _____ _____ _____ ______ _ Acces sion #: ___ __________________

Lab findings: _____ _____ _____ _____ _________ Performed by: ________ ____________

Date pat ient informed of results: ______ ______ ______ Micrograph(s) received: Yes / No

Lab ’s reco mmendations: ______________________________________________________

Surgical (Full Thickness) Biopsy
Biopsy
performed by: ______ _______________________ Date performed: _ _________________

Biop sy method used: _ ______________________ T ype of biop sy: Inci si onal / Exci si onal

Exam(s) requested: _____ _____ _____ _________ Fixa tive used: ____________________

Sent pre vious repo rt(s): Yes / No         Images sent to lab:  Yes / No

Lab name: _____ _____ _____ _____ _____ ______ _ Acces sion #: ___ __________________

Lab findings: _____ _____ _____ _____ _________ Performed by: ________ ____________

Add itio nal t ests recommended / performed: __ ____________________________________

Lab ’s reco mmendations: ______________________________________________________

Date pat ient informed of results: ______ ______ ______ Micrograph(s) received: Yes / No

Other comments: _____ _______________________________________________________

   ____________________________________________________________

Copyri ght © LED Dental, Inc.  (05-23-06)                                                                               Completed by: ____________________________________ _


