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Q Please provide complete care
Q X-rays emailed to info@awakeorasleep.com
Q X-rays to be taken [ X-rays sent with patient

Please provide case report by Q E-mail Q Mail
www.awakeorasleep.com

325 Central Pkwy. W. #37
Mississauga, ON
L5B 3X9

SLEEP DENTISTRY FOR ADULTS AND K[d

I.V. Sedation and General Anesthesia

E Ages :4‘\

Dr. Andrey Golovanov, D.D.S.
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https://www.sedationdentistry.ca/
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