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E: dermsurg@ohsu.edu 
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Surgery Faculty 
 
Anna A. Bar, M.D. 
bara@ohsu.edu 
 
Justin J. Leitenberger, M.D. 
leitenbe@ohsu.edu 
 
Wesley Yu, M.D.  
yuwe@ohsu.edu 
 
 
 
 
 
 

Patient Name (Last, First):____________________________________________                         

Date of Birth (mm/dd/year): ________________________________________ 

Diagnosis:  ____________________________________________________________ 

 
Location(s): ___________________________________________________________ 

 
Referral for:        Mohs Micrographic Surgery    

           Excision 

           Consult _______________________________  

 

   Anna Bar, M.D.       Justin Leitenberger, M.D. 

   Wesley Yu, M.D.      Surgical Fellow 

   First Available          

 
                    

  

Path report/photos attached:               Yes              No 

Once we receive the fax referral, we will contact your office to 
obtain the clinical photographs in a HIPAA You may also email our 
office directly at dermsurg@ohsu.edu to attach photographs. 

Patient phone #: ______________________________________________________ 

Referring provider: ___________________________________________________ 

Phone: _____________________________    Fax: ____________________________ 
 

Email: __________________________________________________________________ 

 

Referring office contact information (if necessary): 


