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Dear Patient,

Your first appointment in our office will indude a
comprehensive periodontal examination. Please
expecttospend 1- 1.5 hours with us.We will provide
an objective diagnosis of your periodontal health and
present a treatment plan or treatment plan options.
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details will be discussed.You will have an opportuni-

New Circle Road ty to raise any questions and concems and we will
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be glad to answer them. We are passionate about
periodontics and our patients. We look forward to
welcoming you to our practice.
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