Ginny Eidinger, D.M.D., FR.C.D. (C)
Oral and Maxillofacial Surgeon
132 Sheppard Avenue West, Suite #102
Toronto, Ontario M2N 1M5
(416) 538 2002
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COMMENTS OR INSTRUCTIONS:
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Notify us 2 days before your appointment to avoid g 0

a missed appointment cancellation fee. 8 0 ewa‘dwe‘“ o q
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x-rays if given to you by your dentist @@

government issued 1D
a list of your medications
your dental insurance information
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