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Oral Abnormality Screening Consent Form 

We are very concerned about oral cancer and conduct screening examinations on every patient. 

The incidence of Oral Cancer continues to rise in the USA. The American Cancer Society indicates 

that since 2013, there has been a remarkable 61 % increase in this deadly disease. Alarmingly, 

over 50% of the new oral cancer cases are people that do not have any of the traditional 

lifestyle risk factors, such as age, tobacco and alcohol use. However, the fastest rate of Oral 

Cancer is in patients that do not smoke or drink and are below the age of 36. It is believed that the 

virus can be TRANSMITTED simply through kissing. Sexually Active, HPV Positive, smokers, 2+ 

drinks per day, poor access to healthcare, poor diet, and history of cancer in family are at an 

increased risk. It is now known that the same virus that causes cervical cancer, HPV (Human 

Papilloma Virus}, is now the leading cause of oral cancer. 

VELscope, like other early detection procedures like colonoscopy, mammography, PAP smear and PSA 

exam, is a painless, non-invasive blue light that is shined into the patient's mouth. The images a re viewed 

through the back of the VELscope hand piece, and the hygienist or dentist may find tissue abnormalities 

at an earlier stage. Before the exam, the room maybe darkened and with the special vision technology 

the clinician can see changes in tissue that may not be visible to the eye. These detected changes can 

range from something minor to something of greater concern that may require further examination and 

follow up.  

Prescreening questions: 

Have you ever had an oral cancer screening performed? 

Do you regularly use sunblock to reduce sun exposure? 

Do you eat a low amount of fruit and vegetables? 

Have you ever had an area in your mouth that you were/are 

concerned about (sore, irritation)? 

If YES, where? _______________ _ 

Have you ever tested positive for HPV-Human Papillomavirus? 

Have you ever smoked (cigarettes, pipe, cigars, recreational drugs, 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

vaped or used chew tobacco? YES NO 

If YES: What is frequency of use (please circle): Daily, Weekly, On Occasion 

How much do you smoke/chew during that time? ______ _ 

How old were you when you started? _________ _ 

How many alcohol drinks per week? (please circle) 

For female patients: 

0 1-5 5-10 15+ 

Have you ever had a Pap smear, mammogram or PSA performed? YES NO 

Have you ever had a positive cervical Pap smear? YES NO 
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