
patient name:      date: 

cell phone number:         patient D.O.B:   

Additional Notes/Comments:

Referring Doctor

Please inform office 72 hours in advance if you are unable to keep your appointment.

6490 MAIN STREET, SUITE 5 ∙ WILLIAMSVILLE, NY 14221 
P: 716.276.3553 ∙ F: 716.276.3552

NIAGARAOMS.COM

PLEASE PROVIDE PATIENT PHONE NUMBER SO THAT WE MAY BEGIN THE CONCIERGE PROCESS

*Full arch solution requires a conference between doctors

q 3rd Molar Evaluation q Implant Evaluation

q Full Arch Solution*  q Extractions
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date of x-ray: 			 

All patients must have a consult prior to a surgical appointment

Scan QR code for patient registration
OR

Go to www.niagaraoms.com > patient information > patient registration

q Expose & Bond 

q Evaluation of Atrophic Ridge

S a n i l  B .  N i g a l y e ,  D D S , M D


