Dr. Noeen Arshad

All Smiles Harrisonburg

Pediatric Dental Referral

129 University Boulevard, Suite A, Harrisonburg, VA 22801
Phone: (540) 432-1300 e Fax: (540) 438-0811
info@allsmilesharrisonburg.com
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Please call me before appointment

Post-operative report is sufficient

Please call me after consultation and prior to surgery

Please call me after surgery for a surgical report
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RADIOGRAPHS / CLINICAL

PHOTOS:
BEING MAILED
TREATMENT: GIVEN TO PATIENT
PAIN PLEASE TAKE
TRAUMA CONSULATION NO X-RAY
SPECAIL NEEDS SPACE MAINTAINERS E-MAILED TO OFFICE
BEHAVIOR/AGE PEDIATRIC SURGERY
SEDATION EXTRACTIONS
OTHER:

GENERAL ANESTHESIA




