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Mohs / Dermatologic Surgery                Date: _______________ 
Cypress Dermatology 
Memorial Hermann Medical Plaza 1 
27700 Northwest Freeway, Suite 490 
Cypress, Texas 77433 
Phone: 281-895-3376 
Fax: 832-708-3049 
Medical Assistant:  Adomino@cypressdermatology.com 
Medical Assistant: Nlucio@cypressdermatology.com 
 
 
Patient Information: 
 
Patient Name: ________________________________________           DOB: _________________ 
 
Phone: _____________________________   Email: _____________________________________ 
 
Address: ________________________________________________________________________ 
 
New Patient to Cypress Dermatology:   Yes   No   
 
Pathology Report:  Enclosed   No Biopsy Report   
 
 
          Diagnosis       Location        Size 
 

1. __________________________________________________________________________ 
 

2. __________________________________________________________________________ 
 

3. __________________________________________________________________________ 
 

4. __________________________________________________________________________ 
 
Procedure(s) Requested:  Mohs Surgery                           Biopsy                          Excision 
 
Other: __________________________________________________________________________ 
 
Referring Physician: _______________________________________________________________ 
 
Office Address: ___________________________________________________________________ 
 
Phone:  ______________________________________ 
 
Fax: _________________________________________ 
 
Email: _______________________________________ 

Lina Rodriguez, M.D. 
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