DOMENIC N. ANGELINI, D.D.S.

79 ELM STREET
QUINCY, MASSATHUSETTS 021688

TELEPHONN 1617) 472-7910
Fax (617 472-6058

We are delighted to welcome you to our practice and arc pleased that
you chose us to serve your dental needs. We are serious about providing
supcerior dental care at reasonable prices and are proud of our dedication
to our patients. Our goal is to help you feel and look your very best
through excellent dental care.

Your appointment will take approximately 1 hour. To facilitate being
seen just as soon as possible at the time of your appointment, we would
appreciate it if you would complete the enclosed Patient Information
Forms before your arrival. Please remember to bring them with you at
the time of your appeintment or mail the completed forms back to us as
soon as possible.

If you are unable to make the appointment you have scheduled with us,
please notify us at least 24 hours in advance. We would be glad to
reschedule the appointment at a more convenient time, if necessary. In
the meantime. we look forward to meeting you and scrving your needs.

Thanks again for choosing our dental practice.

Sincerely,

Domenic N. Angelini, D.D.S.
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