DATE o
DR. ol
PT.
AGE iz
DATE REQUIRED

Male [ Fernale

TEETH TO BE RESTORED
1 2 3 4 5 6 7 8 9 101 1213 141516

32 31 30 25 8 2T 26 25 24 23 XX 1 20 19 18 17

Request Call After Mounting? Ovyes [wno

Pleaze Check Desired Mounting

O Hip [0 STRATOS
FACE BOW ] ACCULINER
STICK BITE ] oTHER
CHARACTERIZATION CHART
Yalue
] High (bright)
[ Medium
] Low
Shade
Lerngth of Centrals ____ _____Imim
Posterior Occlusal
Hypo-Calcification Characterization __
IPS a.max Porceiain to Metal
Bswding OHLY
[ Crown ] Full Coverage
[] Vareer ] metal Declusal
(] InlayiOnkay [] Porcelain Shoulder
Shump ] Porcelain Shoulder
Shada ] Labial Metal Collar
1 Lingual Metal Collar
] Mo Metal Collar
Composite Orthotic
O] inlay ] Removable
] Onlay [ Fixed
[] Diagnostic Wax Up Other Appliance__ IR
] orthetle
Dir. Signature .

Licensa Mumber ____

Color Mapping

WEB DL

~ ITEMS RECEIVED |

. Bass Model
— Bite
_ Contact Model
Crowns
_ Dlagnostlc Wax Up|
____ Implant Parts
__ Impression
: Matrix
_ Opposing Model
__ Partial
Photos
— Study Model
QOther

Addrass

Talephone _

SPECIAL INSTRUCTIONS:

DENTAL CERAMICS, INC.

3404 Brecksville Road = Richfield, OH 44286 » 330-523-5240 / 1-800-647-8748




