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Please email x-rays to: info@drlubisichvpd.com

Areas of concern:

MAXILLA
A B C D E F G H I J
[1 2 3 4 S 6 7 8 9 10 11 12 13 14 15 16

32 31 30 29 28 27 26 25 24 23 22 21 20 19 i8 i7

) s R Q P O N ™M L K
MANDIBLE
RIGHT LEFT

Comments:

300 SE 120" Ave, Suite #100 P: 360.256.1755
Vancouver, WA 98683 F: 360.882.8080



