David Ehsan MD, DDS, Inc.

Oral and Maxillofacial Surgery

Implant Surgery

San Francisco Implant Institate

450 Sutter Street, Suite 2230 ¢ San Francisco, CA 94108
Phone (415) 395-9987

Fax (415) 616-2080 ® ww w.siii.com o info@sfii.com
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Welcome to our office:
You have been referred for specialized care to an Oral and Maxillofacial
Surgeon. We work hand in hand with your dentist/doctor to ensure that you
receive competent and compassionate care.
¢ Please bring the following:

1. This referral slip

2. Name of doctor(s) and medications you are taking

3. Name of medication you are allergic to

4. Dental and medical insurance information/card

5. X-rays if applicable

* Minors must be accompanied by a parent or legal guardian.

¢ Except in certain urgent or emergency situations your initial visit will be
a consultation only.

* This appointment has been reserved especially for you. If you are unable
to keep this appointment, kindly notify us 24 hours in advance.

We look forward to meeting you.
Sincerely,
David Ehsan MD, DDS, Inc.
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Parking: Besides 450 Sutter Garage,
the nearest (less costly) parking is at

Sutter-Stockton Garage.

)

Muni: #'s 2, 3, 4, 30, 45 and 38 stop approximately
one block form 450 Sutter building.

&

4 Bart: Exit at Powell Street Station and walk up
Powell to Sutter Street.
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