Il gring ALLGR INS4KIDS
Ly Akids stonm. cummings,omo

317 Tamarack Ln

PEDIATRIC EDENTISTRY
Shiloh, IL 62269
www.AllGrins4Kids.com
e-mail x-rays to: Phone (618) 628-4400
Fax # 618-628-4411

xrays@allgrins4kids.com

Deciduous teeth Patient Name:

Right Maxillary £ Left Maxillary %
CCDp( o Parent/Guardian Name:
0|
A 0Dy Patient Address:
T Q_\ oL
e oL
Ao m
QN
_ Phone #:
Right Mandibular Left Mandibular
Right Maxillary Left Maxillary
7 818 4 Reason for Referral:
6 A3/
505 12
4 t;_'\ [ORS
37 14
2 15“'{ 15
1 (Y 16
(] 1L
a1 () (DAL
30( L_] 19
2002 LL“ZO
28 b ogy 2
272'5%"5{,232‘
Right Mandibular Left Mandibular

Permanent teeth

Behavior:
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Referring Doctor:
PATTERSON# 200131925
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