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X-Rays:
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Referred for:
[] Wisdom Teeth

Tooth Extraction

Bone Grafting

Dermal Fillers
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Ridge/Sinus

Augmentation

Additional
Comments:

Implant

All-on-X

Expose and Bond

Botox

Pre-prosthetic

Surgery

Frenectomy

TMJ Disorder
Biopsy/Pathology
Facial Trauma

Reconstruction
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