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DR. HARKARAN BAJWA
M.D.S. CERT. ENDO.
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Please Bring to Your Appointment:
152 TRAFALGAR RD / 2no flr ] )
OAKVILLE ON L6J 3G6 O Any x-rays given to you by your dentist

O List of any medications you are currently taking
RECEPTION@OAKVILLEENDO.CA

O Dental insurance information

OAKVILLEENDO.CA * We do not take assignment. Payment may be made by Visa, Mastercard & Interact.



