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Off-hours and weekends, call 507-255-5591 and ask for oral surgeon on call.

If you have not been contacted within 1 week from above date, call 507-266-0585.

Mayo Clinic, 200 First Street SW, Rochester, MN 55905

ENTERPRISE: Applies to Mayo Clinic locations in Arizona, Florida, Rochester and Mayo Clinic Health System.

©2025 Mayo Foundation for Medical Education and Research
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