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Azeem K. Lakha, D.M.D.

Scott C. Baird, D.M.D.

Diplomates, American Board of

Oral & Maxillofacial Surgery
720 Cowper Street .    Palo Alto, CA 94301
For appointments call (650) 328-6622

Fax:  (650) 618-2717
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Register on the web

To save time at your appttintment, log onto

our web page at www.piads.org. Complete

the patient registration form and learn more

about our office.
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