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) Dra. Valeria Fernandes dos Santos Aride
Cirurgia — Dentista
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| Solicito radiografia panordmica, para
planejamento de tratamento odontoldgico.
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Rodovia Amaral Peixoto, n® 4741
Sala 206, Centro, CEP : 28893-076
TEL: (22) 2764-7145 (22) 99767-5026
E-MAIL: dentistanovaodonto2020@amail.com




