
Dr.

DATE: _________________________

PATIENT: _____________________________________________

SEX: _______________________ AGE: ____________________

   SHADE:     __________________        MOLD:     __________________

                                                      F/F                                      P/P
TYPE OF RESTORATION
p CUSTOM TRAY
p OCCLUSAL RIM
p SET UP AND FINISH
p SET UP FOR TRIAL
p RESET TO CHECK BITE
p IMMEDIATE
p FINISH
p REPAIR
p RELINE
p ACRYLIC SPLINT
p SNORE APPLIANCE
MATERIAL
p LUCITONE 199
p LUCITONE 250
p LUCITONE 500
p LIGHT REDDISH PINK (LRP)
p FRS (FLEXIBLE)
PARTIAL FRAMEWORK
p VISI CLEAR
p CAST FRAME
p BENT WIRE
p STIFFENER BAR
p IF OCC. CLEARANCE TIGHT REDUCE OPPOSING

LAB USE

PAN NO. ______________

CASE NEEDED

DATE:_________________

TIME:_________________

SIGNATURE ______________________________________________________________________________

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

p VITAPAN
p PORTRAIT
p IVOCLAR
p ECONOMY

UPPER

LOWER
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REMOVABLE


