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PEDIDO DE RADIOGRAFIA ODONTOLOGICA

Encaminho (a) Jodo Marcos Poyer
pelo convénio Dental Uni

Para radiografia periapical do dente 37 avaliagdo de caries e canais .
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Phameta Cristina, Bomandes Haves
Cinroja Dentista
CRO VG: 44060
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Dra. Phamela Cristina Bernardes Naves

CRO/MG 44060
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