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Dr.

DATE: ______________________   SEX:______  AGE:________

PATIENT NAME_________________________________________

IMPLANT BRAND_______________________________________

IMPLANT SIZE_________________________________________

CEMENT RETAINED ABUTMENT CHOICE:
___ TITANIUM
___ ZIRCONIA
___ GOLD HUE
___ CUSTOM CAST
___ STOCK

GINGIVAL MARGIN PLACEMENT:
___ SUPRAGINGIVAL          ___ SUBGINGIVAL
	1mm B/F	 0.75mm M	 .75mm D	 .5mm L	    Default
	____ B/F   	 _____ M      	_____ D	 _____L

TISSUE BLANCHING:
___ MINIMAL    ___ MODERATE    ___ AGGRESSIVE

SCREW RETAINED ABUTMENT CHOICE:
___ CAST TO GOLD ABUTMENT
___ TITANIUM BASE
___ TEMPORARY

TYPE OF RESTORATION:
___ PORCELAIN & METAL	  ___ EMAX LAYERED	 ___ EMAX
___ ZEUS ULTRA	  ___ ZEUS ZIRCAD	 ___ ZEUS
___ PORCELAIN TO ZIRCONIA	  ___ FULL METAL	 ___ TEMPORARY

OCCLUSAL/LINGUALS:
___ METAL
___ PORCELAIN
___ ZIRCONIA

GINGIVAL METAL COLLAR:
___ YES     ___ NO

CUSTOM TRAY:
___ OPEN TRAY
___ CLOSED TRAY

BITE RIM:
___ STANDARD
___ SCREW RETAINED

RPD:
___ CT GUIDE
__ SURGICAL GUIDE
___ REMOVABLE DENTURE
___ FIXED DETACHABLE
       DENTURE
___ CAST FRAMEWORK
___ WAX TRY-IN     ___ FINISH

GINGIVAL EMBRASURES:
___ OPEN
___ CLOSED

PONTIC DESIGN:
___ PARTIAL RIDGE
___ OVATE
___ OTHER ______________

LAB USE

PAN NO. ______________

CASE NEEDED

DATE:_________________

TIME:_________________

   SHADE DENTURE TOOTH MOLD

PREP SHADE               BIS-BAKE ___       GLAZED PORCELAIN ___        FRAME TRY-IN ___

INSTRUCTIONS

SIGNATURE_ ______________________________________________________________________________

____ CALL DOCTOR FOR MORE INSTRUCTIONS

INFORMATION ENCLOSED:
DIAGNOSTIC WAX-UP__________ STUDY MODEL __________ X-RAYS __________
DIAGNOSTIC SET-UP __________ PHOTOGRAPHS __________ SHADE GUIDE __________
IMPLANT PARTS ENCLOSED: _______________________________________________________________
__________________________________________________________________________________________

PLEASE SEND:     SHIPPING BOXES p       RX FORMS p       SHIPPING LABELS p

IMPLANT

 
___ ATLANTIS
___ NOBLE BIOCARE
___ STRAUMANN
___ ZIMMER/3i
___ OTHER _____________


