Doctor Patient
Date Sent:
Address Age Sex
9 Return Date:
Cit State Zi Phone
DARTIA AND » » s [/ ={e & BRID P f /|
TOOTH SHADE TOOTH MOLD MATERIALS
ACRYLIC SHADE IDENTIFICATION D YES |:| NO TOOTH NUMBERS [JEmax Inlay / Only
[JupPER [ ]JLOWER [ Full Cast Crown L Full Contour Emax
] Cast Inlay / Onlay (Stumpf Shade Required)
DENTURES PARTIAL TYPE [ Porcelain to Metal [JPorcelain Fused to Emax
:l Custom Tray |:| Flipper D Noble (White) [JFull Contour Zirconia
[ Bite Block [TFiexible Partial [] Noble (Yellow) Porcelain Fused to Zirconia
[ ]Immediate [ Acrylic Partial [ High Noble (White) Veneers
:l Set-Up D Cast Chrome High Noble (Yellow) (Stumpf Shade Required)
[ ]Finish ] Lingual Bar H Non Precious ] Custom Temporaries
:l Re-Set D Lingual Plate |:| Margin Design (no metal showing unless otherwise indicated)
TEETH E Eglr:t?alsgtt);p [] Lingual Collar Design [1Post / Core _
[|Plastic ["] Tooth Colored Clasp [1360 Collar Design
[ ]Porcelain ] Other CASE DESIGN
| Economy SHADE INSTRUCTIONS Cervical Shade
[ ]Premium ™J
[JHard Crown Shade Body Shade
REPAIRS / RELINES Mot Stumpf Shade [Jincisal Shade
%Repair [ Hard Soft PONTIC DESIGN
AddTooth # ______ [ ] Surgical Guide / Stint ] Full Ridge []Partial Ridge [ Hygienic
j Laser Weld D Ball Clasp
[ ]Rebase 9 2
[ |Reline
Hard RIDGE RELIEF [INone [slight
Soft
[JHeat Cure [ IMmedium Heavy
Rx Rx
« .
Signature
( " ¢bS | THANK YOU!

-

20592 HALL ROAD © CLINTON TOWNSHIP, MI 48038
Ph. 586-741-5417 * Fax 586-741-5764

License Number
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