
2/14/2018 

Referral Form 

Patient Name:  _________________________   

DOB: ___________________________________ 

Patient Phone: ___________________________ 

Referred by: _____________________________ 

Doctors Number: _________________________ 

REASON FOR REFERRAL: 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

COMMENTS: 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

Please indicate area to be treated 

 Also, include any patient demographics, 

clinic notes, pathology reports, or 

imaging performed. 

University of Mississippi - School of Dentistry 
2500 North State Street 
Jackson, MS 39216-4505 

Telephone 601-815-6521 

Email: aholly@umc.edu 

  Fax: 601-984-4949 

  Oral Cancer Specialty Clinic:  

 Dr. Ignacio Velasco Martinez, DDS

 Dr. Soheil Vahdani, DDS


