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Full Arch Solution* Implant Evaluation Evaluatefor Grafting

Pathology Evaluation *A full arch solution requires a confer ence between doctors.

Conclusion

Additional Notes/ Comments

Thank You For Your Referral

Please email xraysto:
info@niagaraoms.com

Fax - (716) 276-3552

All patients must have a pre-surgical consultation with Dr. Nigalye before scheduling surgery.
Please notify our office 72 hoursin advanceif you are unableto keep your appointment.
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