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IMPORTANT PATIENT INFORMATION
1.  If you are scheduled to receive sedation or general anesthetic, do not eat or drink anything

for 8 hours prior to your appointment.
2.  You must be accompanied by a responsible adult who can remain in the office during your

procedure and drive you home following your procedure.
3.  Please inform our office of any serious medical conditions for which you have received or

are receiving treatment.
4.  If you are unable to keep your appointment, please notify our office as soon as possible.
5.  Instructions and prescriptions for post-operative care will be provided on the day of surgery.
6.  If you have any questions or concerns regarding your appointment or surgery, please

contact our office.
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