
 
Physician Referral Form 

 

   Seemal Desai, MD, FAAD  
Diplomate, American Board of Dermatology 

 
  

We welcome referrals from physicians and providers of all specialties. Please fax 
this form, pertinent clinic notes, laboratory report(s), and/or pathology report(s), 

along with insurance information  
Fax: (214) 919-3501 

 
 
Date of request: _________________  
 
Request: __ Excision __ Consultation Only (for emergent issues, please call us) 
 
Patient Name: ________________________ M: ___ F: ___ 
 
DOB: ______/______/______ 
 
Patient Phone Number(s):   (    ) - ____- _____          (       ) - ____ - _____ 
 
Referring Provider: Dr. ________________________________  
 
Office Phone # ___________________ Office Fax # ______________________ 
 
Notes: 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
 
 

Legacy Medical Village  5425 W.Spring Creek Pkwy, Suite 265  
Plano, TX 75024 

Phone: 214-919-3500 Fax: 214-919-3501 
www.innovative-dermatology.com 

 


