VISTAMed

Oral and Maxillofacial Surgery

David Smith, DDS, MD
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Special Instructions:

Welcome to VISTAMed Oral and Maxillofacial Surgery
*"Patients ander the age of 18 must be accompanied by o parent or legal
gaardian af the time of appointment,. Please bring all pertinent medical

informasion aad a fist of all medications.

145 Cedar Road, Suite B, Vista. CA 92083
Phone: (760) 724-8891 Fax: (760) 724-7950

Email: info@vistamedos.com www.vistamedos.com




