
ITEMS RECEIVED

____ Implant Parts
____ Impression
____ Base Model
____ Opposing Model
____ Bite
____ Study Model
____ Partial
____ Denture
____ Set-Up
____ Photos
____ Teeth
____ Other

Removable Prescription

Date ________________________________________

Dr. __________________________________________

Pt. __________________________________________

Age ________ Male / Female

Date Required __________________________

REqUEST CALL AfTER MOUNTINg? YES NO

PLEASE CHECk DESIRED MOUNTINg

FOX PLANE STRATOS
STICK BITE OTHER__________________________

fACIAL CHARACTERISTICS

MALE FEMALE
VIGOROUS SOFT

DENTURE BASE

“IVOCAP” INJECTION
GINGIVAL TINTING

SHADE (Circle One)

US-P     US-D     US-L

PREFERENCE

OCCLUSAL RIMS
CUSTOM TRAY
SET-UP
FINISH
RELINE
REPAIR

ACRYLIC PARTIAL
FLIPPER
OVERDENTURE
ESSIX RETAINER
BLEACHING TRAY
OTHER______________

VITALLIUM® 2000
DC FLEXIBLE PARTIAL
RESIN CLASPS
FACING
HIDDEN CLASPS
LASER WELD/ADDITION

Dr. Signature ____________________________________

License Number ________________________________

Address ________________________________________

Telephone ______________________________________

Anterior
Mould: Upper______ Lower______ Shade______

Posterior
Mould: Upper______ Lower______ Shade______

A-D SHADES

ANTERIOR POSTERIOR

PHONARES® PHONARES® TYP 22°
BLUELINE® DCL PHONARES® LINGUAL 15°

ORTHOPLANE® DCL 0°
ORTHOLINGUAL® DCL 15°

ORTHOTYP® 22°
POSTARIS 33°

SPECIAL INSTRUCTIONS:

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________
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