
DOCTOR:___________________________________________

PATIENT:_______________________________________________    AGE:___________  SEX      M      F

DESIGN:                    PHOTOS
SINGLE UNIT #’S_____________________________       EMAIL WITH CASE
SPLINTED UNIT #’S__________________________       TO BE SENT BY_____/______/______
IMPLANT UNIT #’S___________________________      DROPBOX
                                                    NO PHOTOS
AESTHETIC REQUIREMENTS:
SHADE SELECTION____________________         PREP SHADE:__________________________
VALUE___________________________________        PINK CERAMIC:___________________________
INCISAL_________________________________        CHARACTERIZATION:_____________________
GINGIVAL_______________________________

CASE TYPE:                   TYPE:
ZIZIRCONIA #’S_______________________________________       LAYERED       MONOZIR*
EMAX #’S____________________________________________       LAYERED      MONOLITHIC
VENEER #’S_________________________________________
ESTHETIC  ADD ON’S (EAO’S)_____________________
METAL CERAMIC #’S______________________________
FULL GOLD CROWN #’S___________________________
OTHER______________________________________________

MAMARGIN CONFIGURATION
PORCELAIN BUTT #’S___________ NO COLLAR #’S________  METAL COLLAR #’S________
PONTIC DESIGN
OVATE PONTIC__________________________MODIFIED PONTIC___________________________
IMPLANT DESIGN                       JKAD   SCREW-RETAINED CROWN
ABUTMENT MATERIAL:             ZIRCONIA             TITANIUM
BRAND NAME____________________________
SIZE/DIAMETER__________________________SIZE/DIAMETER__________________________
PARTS SENT:____________________________________________________________        BITE POST
DIAGNOSTICS
   DIGITAL PROVISIONAL                   PROVISION QUALITY WAX-UP

 COMPREHENSIVE DIAGNOSTIC WAX-UP          BASIC WAX-UP

FUTURE RESTORATIVE/SPECIAL INSTRUCTIONS
  YES     NO
________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

*GOLD CROWN REPLACEMENT

PREP DATE:_____________________________   SEAT DATE:________________________

DOCTORS LICENSE #:_____________________________________________________________

DOCTOR’S SIGNATURE:__________________________________________________________

IN LAB USE:

DATE:____________________________  PAN #:___________________________

ZIRCONIA SHADE____________________ EMAX SHADE___________________

MAMARGIN________________________ INCISAL___________________________

           

           ITEMS INCLUDED WITH CASE
    FINAL IMPRESSION          FACE-BOW
    SUPPLEMENTAL IMPRESSION     CROSS MOUNTING RECORD
    OPPOSING MODEL          BITE RECORD
    GO-BY CAST              BITE RECORD NOT INCLUDED
     PRE-OP MODELS           IMPLANT BITE POST
  ANALOG               IMPRESSION COPING
  SCREW                
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