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WAYNE J. CHRISTIAN, DMD, MS

FAMILY ORTHODONTIC SPECIALIST

We would like fo remind you of fhe impor{ance of reqular
dental check—ups and cleanings every six months while
receiving orthodontic {reatmendt.

Please present this card when yov are Visiting your Camily
dentist.

Patient Name:
Date:

| certiCy that my patient has completed his/her dendal
exam and Cleaning.

My patient thus qualicies €or kive ""$orthobuckss'" o be awarded by
Dr. Wayne Christian's o€kice on submission o¢ the Corm.

Dentist or Hygienist Signafore



