T -~ Michael J. Cosimi, DMD, MS
408 lincoln Dr, « Herrin, It 62948
N J phone 618997-2403 + fax 618-997-2487

DENTAL IMPLANTS & PERIODONTICS email cosimisiperio@gmail.com
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REASON FOR REFERRAL !

[C] Comprehensive Periodontal Evaluation ¢

[] Problem focused examination
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The time Is reserved just for you. If you are unable to keep your appoiniment,. §
please let us know at least 24 hours in advance so that we may schedvle a nej time for you.
Thank you for your consideration.

THINGS TO REMEMBER...

* Please bring a list of your medications to your appointment !
4

* Please bring your medical and dental insurance cards to your appointmenti,

* Please have your x-rays and referral emailed to us by your referring docloriprior to your appointment

We look forward to meeting you and serving your dental needs.




ADDITIONAL COMMENTS

HOW TO FIND US

DIVISION STREET
HIGHWAY 148

RUSHING DRIVE

ROUTE 13




