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STORYBOOK SMILES
CHILDREN’S DENTISTRY

419 W. SW. Loop 323
Suite 300

Tyler, TX 75701

P: 903-251-9292
F: 903-207-8642

StorybookSmiles.com

@storybook.smiles

Dylan Patrick, DDS

Wouldn’t it be nice if every dental visit had a fairy tale ending? At Storybook Smiles, 
your wish is our command! Our friendly team tailors our care to meet the dental needs 
of patients of all ages from infancy to adolescence.

For a happily-ever-a�er smile, the American Academy of Pediatric Dentistry 
recommends that children have their initial visit to the dentist when their �rst tooth 
erupts or by their �rst birthday. At these visits, we’ll give you the foundation for a 
sparkling smile that even the big bad wolf couldn’t blow away! Your journey to a 
Storybook Smile starts below and is as easy as 1-2-3!

ENCHANTING SMILES FOR ALL AGES

For emergencies, please fax this form & call our o�ce to schedule.

Connect with Us!
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