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Fisher
Periodontics

Dr. Sean Fisher D.M.D.
Certified Specialist in Periodontics

Unit 202, 4909 Gateway Blvd.
Edmonton, Alberta  T6H 5C3 

Phone: 780 439-6472     Fax: 780 439-2318     
Email: Fisher_Perio@yahoo.ca
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Additional comments (including relevant medical history, areas of concern, planned prosthodontic treatment)

Thank you for your kind referral.***Please send any applicable x-rays to Fisher_Perio@yahoo.ca***


