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Periodontitis Management
Mucogingival Surgery

Crown Lengthening

Complex Prosthodontics/Rehabilitation
Difficult Dentures

Implants

Hard/Soft Tissue Augmentation
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Oral Medicine
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Tel: (+356) 21237 529 Email: info@sammutspecialists.com
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Any recent Radiographs

Clinical Records
Study models

Please see my patient for consultation only.

www.sammutspecialists.com



