
NEW YORK

DOCTOR’S INSTRUCTIONS

1147 Route 9, Upper Level
Wappingers Falls, NY 12590

VISIT WWW. SYNERGY3D.NET FOR MORE INFORMATION

DOCTOR: ...................................................................................................................

ADDRESS: .................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

PATIENT: ....................................................................................................................

AGE: ............................ RETURN DATE: ............................

845-447-1807

SEX: M F

..................................

LICENSE NUMBER

..................................

SIGNATURE

..................................

DATE

Shade:


